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SURGERY DETAILS

Patient Name: Bab‘iﬁlﬁ\m(}\ﬂ"tmﬂﬁ"\fkg Date of Birth: \:[’“03“901) ........... Age: .o
gender: .. —remole . ward: o T UHID No.: A5FH. - 0008 F6RY....

Date of Surgery: ..... &:.D..?.’t.::%?e .............. (10T-1+0T-2 [JOT-3 [(10T-4 (10BGOT-1 []OBGOT-2
Name of the SUrGery : ...oooovreocen QWQMWEC&MMJ%
P
0 .
Time in oo, QQSZ{M ............ Time Out ......... ,?ram ....................
NAME AMOUNT

1. Surgeon : DY P ChaNdang.

2. Anaesthetist : %SW@‘SQ/@"’SM’YM*’ ....... I

SmithNephew
3. Assistant Surgeon e mc.‘,g:;';;e .........
o 4 OTTechmican ... ST e A ?;E?ﬁ: .........
5. Circulating Nurse Syfdmg%&e&% ...................................... tse i
6. Assistant Nurse :......... \% IERURAIIAR: s voicisniyinncissmaitotinions WppSARiedAS A VR S g
Coblolll, g/W ey
Special Equipment: [ | Laparascopy [] BroncoScope [ Harmonic (1 Morcelator
[ ] C-ARM (1 Cystoscopy [] Versa Point [ Liver Cusa
.| Neuro Cusa (] Others ....ceeeccrereereeieanees
Signature of tke Sur

Order No: %fﬁﬁﬂﬁﬁg//?gr
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Dr. ALLU CHANDANA Children’s l BlrthRI ht
. Hospital BY RAINBOW HOSPITALS
00 CONSUMABLES OF oT Hoseial_ | @z
Circulating staff : Date : .o [ e
Anaesthesia Disposabl 1 -y, Jesa | Surgical Disposables sved Y ueos | Disposables (Baby Side) | AV
QA "Bue U5 ¢ _r-czﬂ MOJ | Major Pack (54,,./ Inj Vit.K
LMA Sutures Cord Clamp
ECG leads : A /@ N vﬂ Suction Catheter
HME filter :A/P /N > Feeding Tube @ Q&
Syringes :10cc TOH Vaccum Suction Set
05 cc \.v@/ g‘ Gloves A Surgical Gloves
02 cc ._/6 Ly E§ \../]7 Gauze Pack
01 cc r 20 A | Syringe 1mi/ 2ml
Cautery plate: A/P/N Surgical blade Surgical Blade # 20
IV set | NG tube Koochies (S)
AL o L ~r0] } cautery penci
d NS : 1omi/ 100mi/ s0omi/ 1000 | N #% | Koochies
DtxamJ hoto ne J& || ointments
~ [rancpgy ¥8 | | Suction Catheter Y @ioee <A P
Fentanyl )" | Cap, Mask e s fu:gsa./pcw& - V”r
—Mummwe'MtDozojam_ a7 | cazepack ¢ O ks !
etmine 0y Mafk (P]) | g7]| MopPack ) v | Toedila Tede
Propofol g9 2| Steristrip ) [ 17 i /L
Rocuronium Jé&]_ | Underpad B Olasc_ an |
Glycopyrolate ) U || Draw sheet il
~MyopyrotateN) oS 4 m | o) | Abgel
Ondansetron - Foleys catheter
Pencan 25¢/ Spinal Needle 22 Urobag smlth““’h'w
Bupivacaine 0.25% Chest Drainage Catheter JoxvetP
Bupivacaine 0.25%(Heavy) Romodrain bag mcmgmeﬂ@b“
cee7a-0!
Antibiotics Bandage F;‘mm
@I gy | Tegaderm g oo
‘| Suppositories . loban
Anamol : 80mg / 250mg /170 mg Double J Stent »
Supridol : 100mg Vaccum Suction set \/4,,
Justin : 12.5 mg / 25mg / 100mg Plastic Bed Sheet -
Tab Mlsoprost 200mg Betadine Solution
ﬂcﬂ ern p«-(} ad A } Microshield
e 1A o A0/  Cotton Balls
ﬁ 9 Un'lft:rl 1_Goesng a}/ Latex Gloves
0 / | Ramdione Scrub
Saral

Surgeon Anaesthgsiologist gurse T Techm(:lan
Order No. : ,3255’6'7@ ..... 2EOL. (S0 E ... Ordered by : /éf .......... 8_/ ...... ?
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Rainbow Rainbow Childrens Hospital-Himayatnagar
Children’s
Hospital

Telangana, INDIA ,500029,
040-48873000, info@rainbowhospitals.in

ELECTRONIC MEDICINE PRESCRIPTION

ninn- g~ Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
PICR quarters road AP Stale Housing Board Himayatnagar ,Hyderabad ,

i

MRN BAH-00657684 Name Baby PARKALA RIYANASHIKA
Age | Sox , 5Y2M21D/Female Doctor ALLU CHANDANA
AdmiReg Date/Time : 0DB/07/2026 07:37 Payor MEBGI ASSIST INSURANCE TPARPVT LTD
Ordoer Date 08/07/2026 13:34 Ordernumber 26-0000211805
Visit IR |P26-00006779 Ward/Bed No 3F -SEMI PRIVATE | SPVT-314
Patient Address Boduppal, Boduppal, Hyderabad, Tetangana, INDIA, 500092
S.No Description Generic Name Dosage Route I Frequency Duratlon Instruction ﬂ Qty Status
1 ot scomt cLosep system [BINGER LACTATE 1Botla 1 Once Daly 1 Days ﬂ t8ce|  Ordered
2 |ROGUNIUMINI S0 MG 5ML 1 viat Injection ¢ Once Daty 1 Days ﬂ 1 vial Ordered
3 [GAuZEPACKSTERLE  |GAUZE PACKSTERLE 1, EaomasOcotsly | 1Dars | 2ves|  owmes
4 S;;g;’bﬂ‘;sok:ﬂggubm " 1 HNos External J Oneca Daily 1 Days I 1 Nes Ordered
5 |MEZOLAMIMJS MG 5ML 1 viat Injoction ¢ Onca Daily 1 Days J 1vial Orderod
] BIOXAMIC 500 MG INJ 1 Ampule Injoction { Once Daily 1Days ' 1 Ampula Ordered
7 |DSYRINGS 2.5MLINIPRO} SYRINGE 2ML 1 Nos Extarnal f Once Daily 1Doys 4 Nos Oraered
5 |MCT-ROF 100MG J0ML 1 Hos Injoction f Oncer Dailty 1Cays 1 Nos Ordared
9 |INFANT FERDING TUBEG  [3'T ANT FEEDINGTUBE |4 0 Nasal f Onca Daiy 1 Days 1Nos|  Orderen
10 |DPSYRINGE 10ML {(\:PRO}) SYRINGE 10ML 1 Nos External / Orce Dady 1 Days 4 Nos Crdered
1 ;'1’_"0”‘78 IRLL AN 0.2MG 3 % Nos 1 Onace Daily 1Days 1 Ampute Orgered
12 VAN ';Lg“,‘;f;‘é‘; WITH t Nos 11-2 TIMES A DAY 1Days ] 1Nos|  Ordered
13 [E.C.GELECTRODES {PAED) |ELECTRODES PED 1 Nes Extarnal f Once Dally 1bays l 3 Nos Ordered|
14 JMYOSTIGMIN INJ 1ML 1 Hos 1 Qnce Daily 2 Days H 2 Ampeio Ordered
15 |RELIPARMPARACETAMOL) 1Nes Iealaticn f Crica Daity 1Days ﬂ 1Nos|  Ordered
15 mﬁ?’% {I\sf(ADRENALIME) 1vial Jlnjection / Once Daily 1 Days F 1 vial Ordered|
17 [DSYRINGE SML (NIPRO) SYRINGE 5ML 1 Nos JExtamal t Once Daily 1Days l 5Nos Orderog
18 |sGLOVE # 7.5 [SURGICARE) {SURGICAL GLOVES 2,5 |1 Nos tExtemal § Once Daly 1 Days I 1Nos Ordered
19 |RARCRALWITH CUFF TUBE- 1p Ak ORAL CUFFED 4.5 |1Nas 10Onca Daily 1Days I 1Nos|  Orgered
20 {rs;g;mrgunslcm. S 1Nes 1 Once Daity 1Days I 1Nos|  Grdared
Fil AZQUIMENTIN INJ 600MG 1 Nos Injociion | Qnos Daldy 1Days d 1 Nos, Ordared
22 25;32?_2: CLOSED 1 Nos tExtarnal / Once Daly 1Days ﬂ 2 Nos. Ordered
23 |VACCUME SUCTION SET 1Nos Exiernal f Once Dady 1 Days .‘ I Nos Ordered
21 |DEXAMETHASONE INJ 2 ML 1 Vial [Injaction f Once Daily 1Days ;i 1vial Ordered
25 |SGLOVE # 65 (SURGICARE) |SURGICAL GLOVES 6.5 |1Nos Extornal  Once Daily 1Days J; 1 Nos Ordered
*
ALLU CHANDANA
Reg No : 03408
* This document 1s just for reference purpose only. Not 1o be considered as primary report,
Note
* This prescription is valid only for specified duration.
* Do not refill medicines.
Printed Date/Time  08/07/2026 14:07 Printed By : SUNKARI SANGEETHA Page 1 of1




= Rainbow Childrens Hospital-Himayatnagar
Rainbow _
Children’s < . ; ' : .
. sirthrgr  Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
Hospital . : .
Rainbow quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029. i
040-48873000, info@rainbowhaospitals.in 1"
T
ELECTRONIC MEDICINE PRESCRIPTION {
MRN BAH-00657684 Name : Baby PARKALA RIYANASHIKA
Age ! Sex 5Y 2M21D/Female Doctor 1 ALLU CHANDANA O
Adm/Reg DatefTime - 08/07/2026 07:37 Payor 1 MEDI ASSIST INSURANCE TPA PVT LTD
Crder Date 1 0BfO7/2026 13:34 Ordernumber  : 26-0000211806
Visit ID : 1P26-00006779 Ward/Bed No  : 3F -SEMI PRIVATE / SPVT-314
Paticnt Address * Boduppal, Boduppal, Hyderabad, Telangana, INDIA, 500082
S.No Description Generic Name Dosage Route ! Frequency Buration Instruction Qty Status
1 |ACEMASKILAYER - FACE MASK 3LAYER |1 Nos External f Once Daily 1 Days SNas|  Orderod
= ks ]
2 NS 500ML CLOSED BOTTLE 1 Bottle External / Once Daily 1 Days 1 Botle Ordered
3 gx?g gggU%FEP FEMALE 1 Nos External / 1-2 TIMES A DAY |1 Days 5 Nos Crdered
FVACTOXTRAHPWITHINTEG |EVAC 70 XTRA HP WITH ' |
4 RATEDCABLE-E INTEGRATED CABLE-E 1 Nos Extenal / Once Daily 1 Days 1 Nos Ordered

* This document is just for reference purpose only. Not to be considered as primary report.

Note

* This prescription is valid only for specified duration.

* Do not refill medicines.

Printed Date/Time 08/07/2028 14:08 Printed By : SUNKARI SANGEETHA

ALLU CHANCINA

Reg No : 03408

Page 1 of 1




Rainbow® . o
Children’s ‘Blrtthght

Hos pital BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

DISCHARGE SUMMARY

Name Baby PARKALA RIYANASHIKA UHID BAH-00657684
Father/Guardian Mr NAGARJUNA Age/Gender 5Y2M21D/Female
Address Boduppal, Boduppal, Hyderabad, Telangana, INDIA, 500092

IP No IP26-00006779 Admission Date 08-07-2026

Ref Doctor Self

Discharge Date 09.07.2026

Consultant:

Dr. ALLU CHANDANA

MBBS, MS ENT, DNB, Post doctoral fellowship in Paediatric ENT
03408

DIAGNOSIS ICD CODE

CHRONIC ADENOIDITIS WUTH SLEEP DISORDERED
BREATHING

Procedure : ENDOSCOPIC ADENOIDECTOMY UNDER GENERAL ANESTHESIA
COBLATION DONE ON 08.07.2026.

History: Baby PARKALA RIYANASHIKA, 5 Y 2 M 21 D child presented with
history of snoring & mouth breathing, sleep issues since 3 months prior. For the

HIMAYATHNACAR BANJARA HIILS HYDERNAGAR (MA KONDAPUR DUTPATIENT CLINIC Aceredited vl SECUNDERABAD + KONDAPUR L B NAGAR NANAKRAMGUOA
040 - ABB7I000  Emergencyd 040 - 4486 5555, 91009 23516 [ ey sgemey 3 040 - 4246 2100 3 746 2 Emargescy § d arpe

® 18002122 & www.rainbowhospitals.in ;




Baby PARKALA _
Name RIVANASHIKA UHID BAH-00657684
i® No {1P26-00006779 Admisslon Date 08-07-2026

above complaints child was admitted at Rainbow Children's Hospital for
surgical management.

Examination: Child was afebrile, maintaining saturations at room air &
nemodynamically stable. Heart rate was 105 /min and Respiratory rate -
22/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. Grade 2 enlarged tonsils.

Vveight on admission: 17.4 kilo grams.
Investigations: Enclosed reports.

Procedure : ENDOSCOPIC ADENOIDECTOMY WITH GENERAL ANESTHESIA
COBILATION DONE ON 08.07.2026.

Surgery Notes:

* Under general anaesthesia in Rose's position.

* Boyle Davis mouth gag applied.

* Under endoscopic guidance grade 4 adenoids visualised and coblated.
* Haemostasis secured.

*Procedure uneventful.

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

Advice:
* Diet as advised.

Ay




‘ Rainbow’ _ .
Children’s ‘Blrtthght

Hos pital BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

Baby PARKALA

Name RIYANASHIKA UHID BAH-00657684
IP No IP26-00006779 Admission Date 08-07-2026 |
>N MEDICATION DOSE TIMINGS  DURATION
Syrup. RELENT PLUS parhi-pm
1 (Cetrizine 5mg, Ambroxol 4.5 ml (1 hour For 5 days.

30mg/5ml) before food)
Syrup. AUGMENTIN DUO

2 (Amoxycillin 400 + 8am-8pm

Potassium Clavulanate 57 4.5 ml For 5 days

mg/5ml) (after food)

Syrup. Crocin DS |
3 (Paracetamol - 5ml 3 times/day  For 5 days

5ml/240mag)
4 Nasivion P nasal drops 2 drops twice daily For 5 days
5 SOLSPRE Nasal spray 2 puffs 4th hourly For 5 days

Fever Management |
* Syrup. Crocin DS (Paracetamol - 5ml/240mg) 5 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. ALLU CHANDANA after 1 week in OPD at
Himayatnagar with prior appointment (Review consultation will be
charged).

Food instructions while taking medications:
* Antibiotics along with food & milk products prevent their absorption of
drugs & supplements. Antibiotics can be given 1 hour before food or 2 hours

HIMAYATHNACAR BANJARA HIELS HYDERNAGAR + KONDAPUR OUTPATIENT CLINIC & SECUNDERABAD KONDAPUR LB NAGAR (NABH Accredited)  NANAK] RAMGUDA
Eemnsgencyy (40 - 4BATH . 3 040 Ermargancy 3 G40 - 4246 2200 oD

ey § 047 - 4248 2) 40 - 4246 2100

@ 18002122 @ www.rainbowhospitals.in




Baby PARKALA
Name SR s UHID BAH-00657684

IP No IP26-00006779 Admission Date 08-07-2026

after food based on tolerance of stomach.

Fallow 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

explained by doctor ............... in a language that | can understand and |
acknowledge.

Parent/ Attender

In case of emergency contact 9154865030 emergency pediatrician on duty.

T~ take appointment for OPD consultation at Rainbow Banjara Hills / Rainbow

Clinic Madhapur / Kukatpally / Vikrampuri / LB Nagar dial just one toll
free number 18002122,

www.rainbowhospitals.in

You can also take appointments at any time by going online to oyﬁfé‘&éiébsife'
Sl . |

N\ <
\\‘. i~

\‘\e.:'ﬂ;E:.'ﬁf"-T'f"l- J/
Registrar/Resident/C.M.O"
Consultant:

Dr. ALLU CHANDANA

MBBS, MS ENT, DNB, Post doctoral fellowship in Paediatric ENT
C3408
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ACTIVITY RECORD FOR BILLING ,';;;::;uu Rvaas .::"“‘"’
Dr, ALLY CHAND, Zm21p
R o 7
UHID No : ===========amu= [P NO : ===m-mmmmomm e Consultant: ----—  mecmeeeee Dept i ------C’
Date of Admission : KLINLL Time : —---=-mmmeeeme Date of Discharge : ---------==~=---- Time: ---------—-
Room / Bed No ; -----—-----———- Ward Suggested Billable bed type : --—--—--—-—=mmcmmemeee-
WARD TRANSFERS
Drate Time From ~To Signature of Nurse
3\YLb | 9n0 R o Bhaao.®
¢ 7126 L) OT L puo it \
2 12\ Ve Q1L XN [ ng | o=
7§ B Rkl 4 ' X
I

Cross Consultation Visit

Doctors Name

Date

Order No. Signature

10.

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




INVESTIGATIONS
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BAH-00857684 1P26-00006779
Baby PARKALA RIYANASHIKA

17-04-2021 §Yzm210 F
Dr. ALLU CHANDANA
MEDICAL EQUIPMENT ( WARD & ICU) AT
Name of Connecting Disconnecting Order ib. Signature

Bate Equipment Time Time

WL
TH\JCA.Q/\ bm’\t\'\r ol \‘\‘g/ )2 ‘Sk\\

‘ y | %ad . o

7 =7 |
Ii“ g/ 7 3 oy ’~ffTH~
CHnAn (/al WJ( /L/ ' Hﬂb@/‘ w 1. \
l L d

20




PROCEEDURE
Date Proceedure Quantity Order No. Signature
812/ | Iv plowerand 1) 68 & C’/ﬁ&_
DAL O [dont> 4,
o A
0P wlh | (1) | ueis [ oo
Cean L[\A k&,l X | ki:m y22 e
I ! / * At
/
o
ANY OTHER INFORMATION
______________________________ u
o
Date : Time: Prepared By :
Staff Nurse Shift / Ward Billing Assistant Billing Supervisor




BAH-00857884

1!;3:_ :::IKALA mvm;:ﬁzmm i
sYam210 s = e
. Dr. ALLU CHANDANA Rainbow . . a g
Department of Anaesthesiology mm"””mm”" m ’I""”ﬂ Children’s B BirthRight
PRE-ANAESTHETIC EVALUAT Hospital | () zsonosims
Name PQ‘%‘kMMK@ .................... Age: . 54.2M sex . K. UHID.No : BRH - 00 68 F6£
Date: 9[4[% .................................. Time: A:LQPML:........ Proposed Operation: Qdu'tmdicwm ............
Diagnosis: ..AYCleang1d.. v %ﬁﬂm .........................................................................................................................
B.P/CRT: .X2.8LCHR: l“‘_ Weight: 19 K¢ _S_ ’ASA Physical Status: S/ 02 O3 D4 O5
i Laht;ratury Data:
1 GIICOBE v.osiiscinsimabiuianess |PROBIIG sisssmusisinvinsinnasinss NG sssnscaminasin XeRAYE covcsitanisinsisssings
POV s 15 ARt S VTR | | (RO - L, HBS AL erserronssrarn E T —
WBC: ..o Creat: ...ooveeeeeeeeerecneen, Total Bl vcivmmaniniiss HOV. s 2DEBHOY sty
PRI | cimininm NE: s |IRBE ws bl Blood group: .............. Stress/Anglo: .................
Ko e LDH: S T3 o Other: <ot
PTT: ssensvsmais B s SIKPIOBY Teiomrisedaiias T4 i
INBE cssssmmiiviasisssis Y 11117 -1: L1 ; O
[ SR SGOT/SGPT: ..o Allergies: <) _
. r
Medical History: ~ CVS: WU 1] Leds | 1-.%5;] Vo Nicw Adwn
RESP: Hlo VRTI “Iwke € Hd @ 0 Ccasona) (o Diabetes : D L pvnsint WVWMLW
CNS : pwvir - Lask Wi ik Va ceainauong - oA ek ﬁmﬁ'
Renal : : mouth fveatihning ' - ATALZLL *
Hepatic / GE : / wd o Crgying | Physical Actvty: Hoaly §lu vaca nawo,]
: o T - : ~TAKe
Others : / roaa conpesvon@), achaw L foac e
Past Anaesthetic History: [\ )t —
Physical Exam:
Airway: MP(1)2 3 4 Mouth Opening: & %, Mentohyoid Distance: 2 1, Neck: (L) Teetn: (1))
Lungs: 1
Heart: (| |\, &
ONS:  (fcle 5 alust”
Pregnant: [1Yes [INo A Venous Access Site : Spine Exam for regional :
AT T
Anaesthetic Plan: CIMAC Dnesloumm [ LMA witld bu'_t
Peri-Operative Plan Explained to the Patient: #fYes 1 No
CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions: ~—>3ﬁ§4-> -
1. DVT Prophylaxis » Wy
Cyp- Retent plun | i w:é/o% 2H0urs% TAM-
L NILORAL<Z aAM- S

NaAA VL Ay onTANAAL
LT M Te Conirand - . Informed Consent. (¥Standard © High Risk

2
3
4. Post Operative Pain Managememm’ Discussed with Patient
5. Other Instructions:

2 .CBL.0N LATIMAIEIIIA oo
o Neaavion [ dtrivie drons To Continame
Signature: @}\’\’VV.‘] ....... NameD‘ZAV_H(LBK ........... M\’dﬂw ........... ['x’ ..............................................

Docu. No. : RCH /FRM / CLINICAL / 044




BAH-00657884

1P28-00006779

Baby PARKALA RIYANASHIKA

17-04-2021
Dr, ALLU CHANDANA
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Pre inuusuun asscassmcin.

ANAESTHESIA CHART

\\§

Rambow
Children’s
Hospital

It takis a ot to treat the litthe.

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Change in Patient Condition: (] Yes /ZI/No Fasting Status:  ~74é g~
Physical Status: | 7 Patient Identified = Consent Present _=Chart Reviewed
T
H.R: noum [BP/CRT: 4060 [Sp0,: 199 [RR: 2o -aslmm | Last Feed: T3
PrE-OP DIAGNOSIS: ..o Operation: ......... Aheeoldedom ... Dat = BN s
s s Y Bt
Surgeon: ............ 10 T 2 itk Anaesthesiologist: .. (. | (£LaM ST Technician: oA
e AT P77 i
N.O LPM 5
HALS /50 Antiblotic
Drugs: “~—" A v
L] e ) X} FogrevTIN Dl
£ 2Ryt 7 Suppository
Yiofordw 5 |V A\
¥0 cILoIM, Ti7 v Druwor-evie.
NEOST) M I O | v ,
EoN S UTE | ) \a S“f
- Blood Loss
Fi0, / §a0, tgy [tao (13D [teo [laD
ETCO, A0 Jur [ 34w Jo
ECG - [ i
Temperature
Urine Output NOTES
Yl |~ 17 17 In
BP 240
V Systolic 220
A Diastolic
X Mean 200
= Heart Rate 180
Tourniguet on Time
Tourniquet off Time L]
140
Throat Pack In
Throat Pack Out 120 =
100 Fj# A 1N 13
80
€0 Fa # v # =8 N
40 L
20
10
0
[ 788
LAB Values
(GBS
/If'Equipment Checked and Temp: Induction Regional:
netional _LIAME 2T Fluid Warmer v il Extremity Specify: .
/C(}Bl:’ Q\ “. [ Cljng Film [C] OH Warmer re 0, CJRSI ] Spinal (] Epidural E] Caudal
/{ﬁm Site: . ,E’d:;gar's (] Cotton Wool [ Others ORIORB s s S as
QSGSE"' L1 Other sk 7 sGA Position: ..........
- (e Times [ Airway [ Oral (] Nasal Site: ‘j( i
o ng‘ i,linifr Anses St Cllwﬂ“) e M5 at M em Needle SIZE...o..ccoees: DB oo
(D/Auent Monitor OP Start: . = \} ¥ rg/g”"h . g;‘as_?” | (it Parasthesia [T]Yes [ No
Pulse Oximeter OPEnd:... R Lo p A ¢ Catheter at ki ................... €M
}/Capnograph Loave ORI ity LI Drug: MLvm Drug NAme & CONC: .....vvvvereeeeresseeresssssssssssessssseen
Ventllator Anaesthesia: [0 Awake [ Direct Vision BOIUS: ...cvovevecerrrrnressmseaesensssssensssaesesenne
[J Nerve Stimulator A ieo Laryngoscopy [] Stylette / Bougie 1T i
o = ] Monitored Anaesthesia Care [J Fiberoptic Block Level: .
TN []' Regional Blade# ............... Attempts: A Soymile:
03 Pressure Pdints Checked LT
Line (Size & Location) Transportation to
Eys Care: CIOVP: cooeoscmsseee | [ Bilat = BS CIPACU  HCU (] Other
/g}*m [ Semi-Closed Circle Relaxant Reversed _LY6§ [CINo [INA
Tape
[ Padding "g/gm::d e Name of the Doctor @'(
L] Awake Signature of the Doctor :... YL Ak
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POS1-ANAEd 1HEDdIA LARE UNIT RECORD

) ; o . ) i
Received in PACU b Slﬂﬁﬂ.ﬂ-« ............ Time Received : ....... “ ....................... Time Discharged : .........cc.ccocovvunnn.
o g‘li*‘ ip
240 240
w2 + 230 ), Mask [] Nasal Prongs
g ) c":%w"" e 14k ;’fg [ Tracheostomy ] T-Piece
@ 200 200 | [J Oral Airway ] Nasal Airway
= 180 190
180 180
S P AT E, 170 | Vomiting : [] Yes [SNG e e
z & 190 InaTube:  DYes G
v Mo 140 | prain: O Yes (MG
130 130
A 120 82’ 120 | Urinary Catheter: [] Yes z}ﬁ&
10
TRLR B < : 00 | cresttube: [ ves [ pe
5 90[ T A TEl) % | Nil Oral ClYes [
o. 80 I Tir I L= 80 ol \ L\/
= S | wuigs: ... ONY 2 2€ L L
o Y
w 50| o 50 Oral Feeds.
& RQ 40 40
v 30 | 30
20 20
10 10
0 0
SPO,
POST ANAESTHESIA SCORE STES N
(Modified Aldrete Score) IN 30 160 1 90 ouTt SCORING INTERPRETATIO
Able to move 4 extremities voluntary or on command =2 A Mini Total S f8isR ired f
Able to move 2 extremities voluntary or on command =1 ACTIVITY L Z q-_ Inimum lotal 5core of 8 Is Required for
Able to move 0 extremities voluntary or on command =0 Discharge
Able to deepl breathe m:. cough freely = g 2
Dyspnea or limited breathing = RESPIRATION . . - x
Apneic ' =0 L L Exceptions to this, are to be explained in the
8P = 20 of Pre Anaesthetic | =2 ; : PRy
BP = zn-gu of Pr:aAnaesthefi:eleve =1 CIRCULATION - 2 3 space below by the Discharging Physician:
BP + 50 of Pre Anaesthetic leve =0
Aickaablo i oo =7 conscoustess
Arousable on cal =
Nurzt!-:::pond?ng " =0 L 7
pai 21 com 2
Pale, dusky, blotchy, jaundiced, oth -
CyanotIcSky sk =0 T -
TOTAL L 0 \D l’D
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
QAW | y B | —o~ L
Y
Pain Tool Used: [ NPASS CJFLACC (] WongBaker [JNPS Reassessment Frequency:

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

Anaesthesiologist Name :
Anaesthesiologist Signature:

Date & Time:

PACU Nurse Name : Transferred to Unit by (PACU):

PACU Nurse Signature: Date & Time:

Date & Time:



\

el

A

S—— EE’.S';E%’,}’S ‘gzgﬂtmsgm"
Department of Anaesthesiology T e
EPIDURAL ANALGESIA RECORD

. 4 !
D 1 SO TIME: covervcireienemenenane Procedure done DY .......cc.oeeevvuerrerresssnsersisseseinssssasesessaessasens -
CSE /Spinal /Epidural Position : .....cccenueea. SPACE feeeeereeree e Technique (LOR/LOS) .....ccevnnee
1] 4] | OO Catheter at SKIN: ..occeevcveresecseseeemrereenaens Attempts :© ............ 1 ..........................................
Parasthesia : YES/NO if Y8S GBLAIS : ....cvvsirerininiitisereesrssestesssrssrsssssssesssssssmssessassassssssssessessessssssssssessonssnses sossassesassasssssossans
SOIULION COMPOSIHON & vvevveireririrersrsenenssereescssssssssensasonsnssnststssenssssonsessssensesosssesessensassens e ROV S—
Any other Issues ' g F
) 1eesrssresnsnuciens s anh s ea e N4 48R b 4 BEA 4 R A saR RS A SR E R SR £ e A s A nen £ e et et e te SR e e Res pmE e eR A TR R R ROR YRR SRR RO A RS OR S e ke
. 1 .
D} corretrisnii e e arres versessusecsessstaees e eaen i At bR AR R A RS seR R Ra e S Rt
- Time '""{:1‘,’/',',3“” Bolus (m) ,_eﬁ“‘;fi'gm ;:ater;z:se FHR Comments

Delivery Details :  Time : .eveveevreevevrveennes APGAR: ....coocererernne SVD / Instrumental / LSCS (if LSCS Details)
Catheter Removed by and Tip INSPECIEA © .....cvvvereereiercrrsireesnssnenrnresesisesassssnsssssssassssersesnessasssssesassessosssssamssessensansan
Palient SAHSTACHON I ..cvui it A bbb b b r et e benten s
Dicharge /Shifting ordered by v
Doctor Signature: S —
DOCIOr NAMIE: 1uuvesveusearsusonsenssrasossssmmssasscssenssrnsesesassbemesnesaees
Date and THTIE : ....ccceeirireiseeinremreercr e ressersensesesnessessesseseneas




Rainbow®

CONSENT FORM FOR GENERAL / socsrms  wuomers 15 ‘BirthRight“

Baby PARKALA RIYANASHIKA BY RAINBOW HOSPITALS

REGIONAL ANAESTHESIA / o0 Svamap g e BRSO

Dr. ALLU CHANDANA

MONITORED ANESTHESIA CARE  [I/I/0IN0NII 0 o

Anaesthesiologist : 07..;. Samar

Operative procedure planned : .. QLA AL Clw vy Bk AR S SRR RRE A

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

General anaesthesia involves rendering a patient unconscious before an operation. This ensures the patient is not aware of
events and does not feel pain during the operation. Drugs given through a vein and / or inhaled from an anaesthesia machine
produce it. Regional anaesthesia involves using a local anaesthetic to numb a specific area of the body for surgery: Prolonged
pain relief without numbness can be achieved by infusing weak solutions of local anesthetics arid narcotic drugs to particular
parts of the body after surgery or injury, using catheters.

Specific High Risk (s) : The doctors have explained to me the details of the high risk involved due to the following medical
problems and | have sought necessary clarification on all my doubts.

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

- [ Hepatic disorders [ Shock O Multiple organ failure [ Polytrauma / Renal Tubular Aacidosis

tl Incapacitating Cronic Obstructive Pulmonary Disease

O Others ... LOL VN G4 AA Y. (.. MMID LMD AN o
COMIMEBIES ...ttt s bbb s et b bbb bbbttt
* Doctor to d;)cument in medical record also if necessary (Cross-out if not applicable)

DECLARATION BY PATIENT / GUARDIAN / PROXY

/
| ﬁr)eby authorize  Rainbow Hospital & its authorized doctors to perform upon me / my patient
Ao vanaiaaks, the above mentioned oper}ﬁ / Diagnostic / Therapeutic procedures
O 2 18 O Y6 V=T d 2y VY WO

" | authorize and give consent for anaesthesia ( OJ Regional / E—I’Ggmral 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 PT.0




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

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

That | authorize and give consent to the team of doctors attending on me to administer 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 ‘E(No
DECLARATION BY THE ANAESTHETISTS PRO\IIDIN&NFORMATIDN 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 :
Signature : S}J\L ....... ....................................... Signature : ........... G —
Name : ? : : NAME o e e

Relationship with Patient: ..... Fodines . 0 R L1111
Date & Time o)]oaf}wmalfpm

Doctor (who is taking the consent) :

Signature : ..........\h WV‘*& ....................................
DR A IHILA -K

4



INFORMED CONSENT FOR SURGERY OR Children's ‘BirthRight‘

Hospital BY RAINBOW HOSPITALS

SPECIAL PROCEDURE fospiial, | LR
Patient Name : .PARKALA . AYANSAIGA. . Gender: (] Male [=female  Age: 5 2wven Y
UHID NO & oo eeeessseseseeeseeee s Date: ..... %[. %{% ...........
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)

.................................................. ENpOSTeme. . ADENoDeeTomY.  NGAT
i e e
............................................................................. (Nﬁfﬂ?.?flﬂ‘?..?ﬁ.ﬂ?’.‘p...P.%.K.’.’[lf.‘?f.............@.l.f ANWIKA...........

(! 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.

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
o with the risks, benefits and other information.
“ " 3. Ihave had achance to ask my surgeon questions.

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

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

Name of the Doctor who is performing the SUrgery / PrOCEAUTE: ..............coveeeeeeeeeeieerece et ens
Consentee : Patient Attendant
Signature : %‘J"Q Signature : ..... P .:.......Q.‘. .............................................
B\ 0
Name : .....Yx. 25 T e N Name : ........... PN\!H‘“ ...................................
Date & Time : ..... 2.4 .c;a.l..?-f.‘? ............................... Relationship with Patient: 0L 4 N S
Date & Time .. O0OM 96

Witness : Doctor (who is taking the consent) :

SIGNATUTE & +.ovvceeee e

1 E 17 TR S R
NITIE oo s ee s ennens Name : . Db CQAW@QWM ..................
D R L1111 ST i E T {L ....... W~ ALDpAA

Docu. No. : RCH /FRM / CLINICAL / 027 .
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BAH-00857884 1P26-00006779 .,QAV = \ :\- AW Hg N~

Baby PARKALA RIYANASHIKA
17-04-2021 5Y2m21D
Dr, ALLU CHANDANA

R
EMcnuciw s ewe-.. +RIAGE FORM

(F)

Date : ......

Patient's Namg : ................. W 051‘1? ..........................

.............................. Time of Arrival ; 112,06\7‘/\

o\

Rainbow® . .
Children’s ‘Bll‘tthght

Hospital BY RAINBOW HOSPITALS

1t takes a lot to traat the littie. Your Rightto a Safe Delivery

.. Age: 53/ Gender: []Male yeﬁ

Allergiesw Yes [ Food [] Medications [ Blood Transfusion  [] Other (SPEGIfY): v.uvervverecevernsmsessissssessmsssssnesssens [ Not known

Source of Information : @/Pi;rents [[] Others (SPeCify) ....eoveeeeeeveerrinrinicncanes

Mode of Arrival : /Mgry jzejlchalr [[] Ambulance
PR: [(9

i 22308 sp0;:. OO
....... WW— of WWMW

Initial Vital Signs:  Temp: q:}" f—'

et compsns: ..CL .0 (o GAAL.... 42

INITIAL PHYSIOLOGICAL CATEGORIZATION

Appearance Work of Breathing

L= Normal _ A ,E’@mal

[ Sick Looking , Circulation / Colour [J Decreased
[Iformal [ Abnormal [ Bleeding

INITIAL PHYSIOLOGICAL STATUS
« Stable

[ Increased [0 Unstable :
[0 Gasping / Apnea 1 Not — Life - Threatening
[ Life —Threatening

Triage Classification CTAS
1 Level1: Resuscitation 1 Immediate
[ Level2: EMERGENT : Life or limb threatening [T <15min
"1 Level 3: URGENT : Significant illness / injury with potential to become life or limb threatening 30 min

[[] Level4: LESS URGENT.: Significant iliness but not life threatening

/ 60 min

Level 5: NON - URGENT : May receive care when convenient

120 min

All Children less than 2 years age with high fever to be considered Level 3.

* CTAS - Canadian Triage and Acuity Scale

NOTE : All immunocompromised children and preterm babies to be considered Level 2.

Signature of Parer:t/ Guardian
Triage Completion Time : “7.\2@&m ..

Communicable Disease Triage Screening

PART A. The following questions should be asked to all
patients at the initial screening:

1. Have you had fever (elevated temperature) in the past 2 " Yes* TNo
weeks
2. Have you had cough or a rash in the past 2 weeks [ "] Yes ZTNo

3. Have you had shortness of breath or difficulty breathing in Yes A No
the past 2 weeks

PART B. For patients reporting fever and respiratory/rash
symptoms: [ | Not applicable

1. Have you travelled outside the INDIA? or had close []Yes [ No
contact with someone who has recently travelled outside
the INDIA, in the past two weeks?

If Vas, Stata LOCRHON: < iwves i i

2. Are your parents / close contacts at home is/a healthcare [ Yes 7 No
worker? {please encircle the choices} (e.g., nurse,
physician, ancillary services personnel, allied health
services personnel, hospital volunteer, or laboratory
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 : .. Q2.(A.8. 3 2

Date & Time : ?%LGQ 12—am
Docu. No. : RCH /FRM / CLINICAL / 085

PART C. A positive communicable disease triage screening is
considered for any patient who meets one of the two
following criteria:

| Any patient with Fever / Rash / Vesicles / Discharge from Eyes
and Cough

| 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.

PART D. ACTION / INTERVENTION: (for positive suspected
communicable disease triage screening)

Patients should be immediately isolated in a negative pressure
room or a single room (as appropriate) for pending evaluation.

The patient should be given a surgical mask immediately, if not
already wearing one.

]

Both patient and triage staff should perform hand hygiene.
| The staff should use PPE (as appropriate).

(2 [

Signature of Triage NUISe : ... S oo,
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BAM-00857684 I1P2€-00006779

Baby PARKALA RIYANASHIKA ]
= 11-04-:031 §Y2M21D Rainb:(')w°
[ r. ALLU CHANDANA ' . . -
T Children’s @ BirthRight
m ”"l l I ” ||I|II||”|| I” |I”|I| Ill Hospita] . BY RAINBOW HOSPITALS
1t takes a lot to treat the little. Your Right to a Safe Delivery

NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Date : 57#‘7—5 Time of arrival ; :?'IZ—%J{VV)
Chief Complaints: C/é&? o Coméz%msw ....... ,!)q/e 2. —/omz(aﬁ’ﬁy .........................

(3110 1| S Weight 13 ‘“’7 B it Head Circumference (<2 YEars) ...........o...cooeeeeerersersnersenns
Allergies: [Yes Zﬁ [l Medications [ Blood Transfusion [l Food  [CIOther: ..o
VRS, AABIMHIY v0nerssssmmsmresssaseronsnanmensSuRMRmER easRetssnrsrssasasissnssiisiimssusisriss s e oo s v s R S T RS
Pain Screening: [ Yes (dﬁo if Yes, Pain Score: .........cc..ec.. Pain Tool Used: [ N Pass CJ FLACC ) Wong Baker
[0 Character ...........cccoeveeen. LI LOCAEON oo 1 Frequency ......occeveeeeveenene C1 Duration ........cccoveervneen.
RISK FOR FALL: Functional Screening: ‘[;}fNo Abnormalities Detected
1 If patient is < 6 years ] Mobility Problem
tick below fall risk intervention directly ] Walking Problem
- K:sa:sesntr:: ;Ig\zearsa ol ] Developmental Delay
parameters . .
O
History of Falling: within past 3 months [ Yes _I;}NO Mirsculos iR Congartal Abnaime iy
Ambulatory Aids: Inform consultant for positive criteria
e Wheelchair CYes No
o Woes fumituss for sipport O Yes /D’Nb ................................................................................
Gait/Transferring: | s
i il 1 = . =
onmediia ST~ NO Nutritional Screening: [ _}-No Abnormalities Detected
* Weak L] Yes ;&»No : .
. ] Underweight
* |mpaired [JYes "[1No —_ ich
Mental Status: Forgets limitations []Yes ﬁ No VRPWCIHL
(] Feeding Problem
IF YE§ FOR ANY C_ATEGORY = RISK FOR FALLING O Special diet
Fall Risk Intervention: O Specialfeeding method
] Escort while ambulating P ¢
..ET/ st Patient Inform consultant for positive criteria
/D/gzlate patient and family on fall precautions/prevention

Psychological Screening: /Z]/No Significant Findings

Unusual concerns about patient's Psychological Status: [ Yes TNo

It Yes Consultant Notified: ......................cccooiinnninrnnn. DEBITINGY: ....ociiuiimisicasincinsontlossssaidissens
Social History: Lives With.......... Fome 2/ ...............................................................................................................
Siblingsinhousehold (1Yes [IN0 (ifyeS HOWMANY?)........cccominiiciininnnnnsiniossssssbaenssssnssssBiacssssssssssnsisssssssonsnassas

Time of Initial assessment completed by ER NUISE @ ...t
Docu. No. : RCH /FRM / CLINICAL / 120 (PT.0.)




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

Time Nursing Notes

NLbow A545C545  Hhe, p#&ﬂo(.?'h’o;g

Samples collected by: Time:
VJ*")(‘/"'\ ' @M/DM
Samples sent by : Time:

Medication given in ER:

?%%/ Medication Route Dosage & Instructions [ Dgir;t:])r gll‘érnsﬁ |
|
Condition of patient at time of shift - out : \ Details of Shift - out
HR: [OSH'M ----- BP: St CFT: Q’jcd Shift - out from ER to: OT .....................................
1 : oo /o
RR: /I .............. SPO,: L. [e© /2. v | “Time of Shift~ out: g:q‘s’gm ....................
GCS:.42.[L.T.......... Temperature:..929.2.F....
. 2% F Handover gIVOR TS ...oxuatiesmss kbt diniist s g mvmsnsorsss
Pain Score: .~8../..... - (Nurse's Name)
Repeat RBS (if applicable): ..........ccccoovveveiceiiinciienne, |

Tick as applicable: = MLC CLAMA  [CJBROUGHT DEAD

Procedures done With details (if @NY): ..........ccceeeeremiriimmsusiesseiinsuesseseasssssssssssssssssssasessssssssssasssssss oot shss s sasstsbaea st st s

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

Name of the Nurse : B}lﬁ-" =2 Signature of the Nurse : @ ...........................................
\
Date & Time ‘5’#)’6@,?‘\2-?6\.#\



Ref.No. F/IN/PR/10
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Final Diagnosis :




Pediatric Multiorgan History & Physical Examination

) x
Name : ! = ?“-M’;\wak\,tb.ﬂ AgelSex S‘* F
Informant Ve Al Reliability ?\/0‘9;‘4

Chief Presenting Complaints & Duration (Chronologically):

Soranns
W\M A&“&m«lﬁw

\
History of present iliness :

L\ "ﬁb\/\‘f\ QCCQ C{'\Ni C {e

NPO vnce VLo [ o ]




Pediatric Multiorgan History & Physical Examination |P26-00008779

BAH-00857684 IKA

YANASH!
B'-?b:::ﬂ m‘ yamzio  ®
Past History : (Including details of any previous investigation or treatment) Dr, ALLU CHAN

(TR

Birth & Neonatal History :
WA wl O &LO\»Q CO‘MﬁQLLa)\M

Birth & Socio Economic History :

About Father :

About Mother :

Any additional Information :

Developmental History :

Immunization History :

Ovs o Slo dnte -

ﬁ




Pediatric Multiorgan History & Physical Examination

Anthropometry

Head Circum(cms)__ (Centile ) Height (cm) : (Centile
Weight (kgs)_ T 4 tﬁﬁ (Centile )

On Examination :

Temperature : N Pulse Rate: _ (7 qDM Description

B.P spo2___ 94/ at KA

Resp. rate and type of breathing :

Rash : [/W;JJ L 't-rnv)li
Lymphadenopathy _ %ﬁw
Oedema :

Respiratory system :

Inspection (any s/o distress) : @
Air entry & breath sounds : N VY S @)

Any addes sounds :

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

Cardiovasclular System :
Inspection of procordium : (’*D

Heart Sounds : 575 2 @

Any murmur :

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

Per Abdomen :

Inspection @

Palpation : }U(} i
Ausculation : s &)
Spine: External Genitelia :

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




Pediatric Multiorgan History & Physical Examination

Central Nervous System :

Level of Consciousness : AVPU/GCS Score : "\/{ 5

Cranial Nerves :

——

Motor System :

Nutrition :

Tone :

Power

Co-ordinator :

Posture :

Involuntary Movements :

Reflexes :

DTR

Plantars

Superficials :

Sensory System :

Bladder / Bowel :

Clinical Summary & Diagnostic :

Adevond @m&%@ tlecp dujodered

,AM«A&J,\M Coaé(a\fmow J oA

W




Pediatric Multiorgan History & Physical Examination

Preventive aspects of the treatment :

Desired goals of the treatment :

)(\9- o cov‘amr:» e Lfs’d%fxlul

Planned Labs : Planned Management :
P on ConmudaTinn (D) tve
1= 2nffn 208 < @'Lt NP o

Cff"' Hatin 03<

| o
“wled @3 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 on
whose name the patient is being referred

Doctor's Signature Name Date Time




\\

2 ,,,
Ea ﬂ\SL\\J‘”\ _:Z - V’ Rainbow"® ® - ¢
| (Stker *W”‘ Children’s .Burtthght

Hospital BY RAINBOW HOSPITALS

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

NUTRITIONAL HEALTH ASSESSMENT - GIRLS

Date: . 8 / :}’[256 Time: . ; P*‘)
Weight: ......... l:“"L”'i? Centile: .SO% ........................................................................................................................

HEIGE: oo <
Inference: ............ (AT QL\S‘ etk e ———
210 S e stsissssiissns st Calories; .| 4.00. km’lﬂl .......... Protem %@T”YS/A ............
Diet Recommendations: .......... ,SO% ....... P?Ofl' B éhq“dd/ ....... [l@MKJ‘S .........................................

Re-Assesment: .7 ....\ ............ SpilOJ ............ leldd_ f'?} ........ OU)-&':%QIQ« ..... ~Hoodls ...

@ Food Alergies: .. N Veg/Non-Veg ............. ALO.N =V J ...............................
Diagnosis: ..... ﬂciﬂﬂﬂ’lﬂnﬁ Ma&ﬁﬁt‘a ..... S T [,

Nutritional Intervention - / Oral ] Enteral [ Parenteral

Patient’s Signature: PMA'AJH'\O\ ........................

GROWTH CHART (GIRLS)
Birth to 36 months: Girls 2 1o 20 years: Girls
Length-for-age and Weight-for-age percentiles Stature-for-age and Weight-for-age percentiles
9 in cm 345678910111213&4151817181920
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Dietician's Name 5’\%\\@1{\ ...............................

Docu. No. : RCH /FRM / CLINICAL / 161
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BAH-00657684 1P26-00006779 T S——
W - . -
Baby PARKALA RIYANASHIKA Baby PARKALA RIYANASHIKA Rainbo . BIFthR|ght
11 u-zm sY2M210  (F) 17-04-2021 §Y2M210  (F) Children’s e
CHANDANA H BY RAINBOW H
Dr, ALLU CHANDANA Hospital e s e beves

B T

Date of Admission: %lqiw e DIUG ATIBIGIES: .revveeveeeeeseeeesesssessssssesenenssssssesesesesienns ] 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 - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient  2) Right Drug 3) Right Dosage  4) Right Route  5) Right Time
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.
S0S / PRN (As Required Medication)
] Dater
DRUG : Tige
Dose Route | Frequency |Start Date
Doctor’s Signature |Valid Period| Pharm.
! — -
Additional Instructions:
.' ﬂ DRUG : Date
& & Time
l Dose Route | Frequency |Start Date
{' Doctor's Signature | Valid Period| Pharm.
3
; Additional Instructions:
5
\ . Date»
\ DRUG : Tige
? Dose Route | Frequency |Start Date
]
{ Doctor's Signature |Valid Period| Pharm.
)
¥
l Additional Instructions:
l Docu. No. : RCH /FRM / CLINICAL / 118 Page: 1/4 (P.T.0)
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::r-o:l'.:mmmm:t:z uw W
f ke 1N
M REGULAR PRESCRIPTIONS  Weight. .) 2"\, “Ward. ..o

. Date*
DRUG : r]",} P RNACE TAMaL Tigme 5}?
Dose Route | Frequency |Start Date

Lomy | AV | ¢"\ly| 8]

Name & Signature of the Do¢tor

Starting the Drugs: P
’“B_ 5...#_, —
Additional Instructions: 10 )
T

44"

Daily Doctor’s Endorsement by a Sign
. Date¥
DRUG : /]'7/- AvGMENT LY (Time 2}3’ ®
Dose ute | Frequency [Start Date ‘
Noony | TN 2D |83/ C
Nam¥ & Signature of the Doctor
Starting the Drugs:
R-S . ~—

Additional Instructions: A

Daily Doctor's Endorsement by a Sign

DRUG : ) ~) - AOE M ENT/V ?,;ﬁ‘;%

Dose | Route |Frequency [Start Datel |9 |
6ol IV | TIp| ®/H & i
Name & Signature of the Doctor
Starting the Drugs:
4

B'\S'\L‘ﬂ(, —

Additional Instructions:

C

Ch

R,
Daily Doctor’s Endorsement by a Sign  |* /7
—p Dater

Dose Route Frequency |Start Date

20 ,,7 (v oD g/7
Name & Signature of the Doctor

Starting the Drugs: fw

Additional Instructions:

Daily Doctor’s Endorsement by a Sign
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Baby PARKALA RIYANASHIKA

Weight. ....covevecrienn Ward. ....oocisisissii

17-04-3021 sYazam210 (F)
r. ALLU CHANDANA
T e — i
Tluj]e Nurs: Sig. I Nurs Sig. l urse Sig. ‘
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
ROUte Sta n Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Name & Signature of the Doctor oo pot flowe Dote
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: = S pose pose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VAnlABLE DOSE Tlgle [ Nurs:Siq. I Nurs;Sig. [ Nurs:Sig. ] Nurse Sig.
Dose Dose Dose Dose
DRUG : 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 Do Bose Ooss Dowe
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: i p G e
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
. e Dosage & Other .
Date Time Medication instiuctions Route Signature Nurses
| wing{
i 5044 [ \nl D< i ) e W
g\ F 9:50 f\J D <AHM g ol ] ¢ iji“é,
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LV. FLUIDS CHART weight (3. 2. ward. ...
_-osition of I.V. Fluid Route Flow Rate] Doctor | Nurse | Date of | Doctor | Nurse
(i infusion, mention mi./hr = Mcg/kg/min. etc) mi/hr Sign Sign  |Stopping| Sign Sign
Y } \
gi‘.}{mt DY VA v e r\/‘“‘ L P \C‘f):\\\ %’
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Baby PARKALA RIYANASHIKA I:/? &
17-04-2021 5Y2M210D (F) Rainbow . o o
Dr, ALLU CHANDANA 7 Children’s . Blrtthght
ERTERT T rospital _ | {zaoeins
1t takes 3 fot to treat the little. Your Right to a Safe Delivery

POST OPERATIVE - DOCTORS HANDOVER FORM

0T to z_ﬁu CINICU  CIMICU [ WARD
Date: ...... gl’f‘h“ ....... Time: ...... \ Wen -

I IR DD VG BVEBINLL.. . ..orrnssnmsresssmosnsnnsnasafis shxFans ForraFNn xR s mrma S A A Rae A SF S mEom s e immel sesbh s con nra s s e AR AR TR S S PAT RS

TEMP: oo HR: RR: ..2o\lmb” gp: 20leo (0121
Peripheries: ...\ . Sp0,; L1e0 [ T g0 fma

IRGINIEE. - oescoermssrsnros sanerevSis s rennsme pmers rassstnan s mbstone AN CAsmAT e AN AR A AR TRA A RN e 4TSN easiem Rt R 2 s £ a s R NS a A AR SRS
ET Tube: || Cuffed __ Uncuffed

Size of ETT: oo e Length of Fixation of ETT: ......ccovovveieccceeeeses

Surgeon’s Notes: ,(%s _INo

Time of Arrival to Unit: .............. \k‘\““ .......................

Handover given by: Handover taken by:

Anesthesiologist's Name @\{ﬂﬁ"f’@/ ............ DOCIOr'S NAME ...t
SIgNAUrE: .......eeeveeerreeren. P LA SIGNALUTE: .v..oveceereeeee s eesseesesseeesseeeseeseeeees
Date & TiMe: w..vvoveeveerens A+he DG L1111 RSSO SO
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Rambow
Children’s

BY RAINBOW HOSPITALS Hos ltal

sBirthRight

Your Right to a Safe Delivery

It takes a lot to treat the little.

EAH

17 ”‘W.q
"4-202, R YANA,m '°°Ooa7:-9

oa.s,,“"':RATION THEATER NOTES

Patient's Name : l/ ///////7‘/‘)"7,377]‘///“21 B . s Age: ..coee.e. Gender: ........cooevee.

UHID.: oo ] ﬂ//[/ﬂ PINO. ©ooeoeoeoeoeeeeeee e Weight : oo
Surgeon: ™), ./ 1. siondpnrien Asst. Surgeon :
Anesthetist : OT Nurse :

Surgical Procedure :

"m&ﬂsqu %mw vl QH.

Indications forSurgery:C[,MtN'\g_,_ /g(j_br %W Bﬁmh/v\m(

Menerdatas

Date :

Start Time : End Time :

PRE-OPERATIVE PREPARATION :

OPERATION NOTES:

www.rainbowhospitals.in




POST - OPERATIVE ORDERS :

- NoD wilsl Lly  owanlee
- e BUGMENAIND Cmmn//d??ﬂ
/l;\) M - 2C0we] J\//@Gﬁ\//
- J%un . et Sﬂpm ><-‘-d¢26
AT “-$nq

- i pon - Be dome | W)/ A gp

- Vedrauon - YR[D 54
P <
2

—  Soupec NS XQu |
1117 e
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Consultant Surgeon's Signature




SURGICAL
SAFETY CHECKLIST

Surgeon : DX)A%J

Asst. Surgeon : ............

Anaesthetist : ..p;p.«.
Scrub Nurse :

BAH-00657684 IP26-00006779

Baby PARKALA RIYANASHIKA

17-04-2021 5Y2M21D
/8% ALLU CHANDANA

IIHIHIIIIHIIIIIIIIHIIIHIHIIIIII

(F)

SURGOTY NAMD 5 cuieisimminssrisisssmssssssinisasisess
Date ......... O 128 intime o OUL-tIME oo |

t)/ ..... Gender : 1@' Ralnzﬁw

Children’s
Hospital

Tt tikes @ 10¢ 10 treat the litle

@ BirthRight
BY RAINBOW HOSPITALS
. Your Right to a Safe Delivery

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

Yes, and Adequate Intravenous
Access and Fluids Planned

Blood Units Reserved

Has Antibiotic Prophylaxis been given
within the last 60 minutes?

k

NS
Signature ......... \N WY .......... . A

IYes UNO%
A

Yes

DX o A

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

Is Essential Imaging Displayed?

No. I NA

Aes L
1Yes ?'(OTNA

Signature .gm/fﬁ,u/é ....................................
A7,

SIGNIN  Time:.... L4 .L001 TIME OUT  Time: /.14 #%21 SIGN OUT  Time:...............
Patient Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team:
ety \,A/m No introduced themselves by Name and Role {65 ~No The Name of the Procedure Recorded Y68 N0
Site s _[1No Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle
Procedure % ] Nurse Verbally Confirm Counts are Correct (or Not Applicable) ~ C)¥es “INo T NA
Consent S ' ‘NO Correct Patient (Check 1D Band) “@ CINo The Specimen is Labelled (including
Site Marked “Yes N0 (M Correct Site \0 & Hes 11No patient name) IYes CINo ZNA
Anaesthesia Safety Check Completed _ [“Yes k' No Correct Procedure y@ [1No Whether there are any Equipment 7
Pulse Oximeter on Patient & Functioning, [)¥es ©'No Anticipated Critical Events {gf‘g" Problems to be addressed UYes CINo CINA
Does Patient have a: @m/ Surgson Fieslows: & 2 ) / ﬂa nA
Known Allergy? OYes U What are the Critical or Unexpectijh 9 &} To Surgeon, Anaesthetist and Nurse:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, What are the key concerns for recovery )
v.l ' . Anticipated Blood {Loss? \Wf "{% No CINA and management of this patient? ~1Yes CINo
Yes, & Equipment / Assistance ﬂﬁg 5 p(j WA
Available CYes CINO Anaesthesia eviews: o oM 4 Wff) SP co 0 m
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? [J¥6s (1No (1NA |U Wﬂ,f ,S "M’
1
(7ml/kg In Children)? Nursing Team Reviews: tf e ﬂ\f!t‘] M @ (& y
|
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Dr. ALLU CHANDANA Rain bs-(')'wo . . . i
00 NI R Children’s | @ BirthRight
rrrins 11 SFER FORM rospital _ | (@ amemmesin:

%\%j Patisnt Name & UH&J No. Date & Time of Admission Date & Time of Transfer Order

5" Par kala ijqnsx:\\csx ng b | [ : .
HNET DAY D 006S H6gY L\Jy )37 o %l:’ e Cd - 30
Treating Consultant Name Transfer Ordered by Reason for Transfer

D1 Al chondars | Dn gw’-‘%‘\“"“* B4

From Unit To Unit Information to Attendant
: ; Yes ;'/ No[ |
Tw (02) 234 Mooy @"1>
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
— clinical documents. If any handed
. over to attendant
Yes[ & No[ ]
If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. [tem Name Quantity
ks
2.
3.
4,
m
o 5.
Shifting Summary / Notes Written by Doctor:  Yes[ | No[ |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

g(,\;a\ DN - MM

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 | Nurse not Available | Available Bed not ready

Docu. No. : RCH /FRM / CLINICAL / 102
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PATIENT TRANSFER FORM
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Rainb:'c-;w“ i

Children’s .BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Hospital

It takes a kot to treat the littie.

BAH-00857684 1P26-00006779
— Baby PARKALA RIYANASHIKA
17-04-2021 syam210 (F)

"

Date & Time of Admission

%Z 16@ 7‘-359%

Date & Time of Transfer Order

‘8/%1%@-

Py

Treating Consultant Name Transfer Ordered by Reason for Transfer
From Unit To Unit Information to Attendant
LOCU’L Yes| | No[ |

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

over to attendant
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[ |

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

Patient & Clinical Records Received by :

L

Date & Time of Patient Received :

a2
G 145Dy

€790

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
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Chitdren's ‘BirthRoisgm"
PATIENT TRANSFER FORM Fospital - | (g remem

Your Right to a Safe Delivery

BAH.0p
?;:i ::: oy mN,::::L“"”T" Date & Time of Admission Date & Time of Transfer Order
Dr.ALLy ¢ M21p i L AT
i /mm/"ﬁmuu/mmm: slife © 2376 | 8lThe 707
Treatlng LU U Transfer Ordered by Reason for Transfer
zr ) . -
o Somi¢ Opsondeo
From Unit To Unit Information to Attendant
_ Yes (1 No[]
O (2N,
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to attendant
2/5 o Yes| | No-+]
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity

1, RL . )

4.

5.

Shifting Summary / Notes Written by Doctor : Yes# | No| |

Name & Signature of Person who is Transferring Name of Person Ordered Transfer

% Neba D Koo

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 | Nurse not Available | Available Bed not ready

Docu. No. : RCH /FRM / CLINICAL / 102
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Rainbow® . .
Children's | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the litte. Your Right to a Safe Delivery

" BAH-00857884

1P
Baby PARKALA RivAN Y 25-0000;779

17:04-2021 P
Y
Dr, ALLU CHANDAN o 21 ° ")

QT

Date & Time of Admission

9!3’?% @

Date & Time of Transfer Order

3’ Hobe

Treating Lunsunant .. Transfer Ordered by Reason for Transfer
o NOLaee
b \ AOm™T S5 Fon
From Unit To Unit Information to Attendant
— M////No '
=10 o] -

Number of Sheets in Clinical File

Personal belongings including

D

Number of Imaging Films

clinical documents. If any handed
over to attendant

Yes| | No | |

If yes, what ?

Medications / Consumables / Surgicals / Hand aver

[ten Name

Quantity

> ® 4,

O 5.

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

Name & Signature of Person who is Transferring

maﬁ,oui

Name of Person Ordered Transfer

Dy Nadneen

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 || Nurse not Available
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Ui
MEDICATION RECONCILIATION FOR

Drug Allergies: .................... AN Q\\ .................................................

rf,//é
Rainbow" . _
Children’s | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the litte. Your Right to a Safe Delivery

~T 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 FIOm: ... . oo

L

ON
MEDICATION NAME DOSE ROUTE LAST DOSE
S.No | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, Iv) | FREQUENCY | pove / Time ‘;gﬂ:ﬁ,’gg
a ® 1 0C CIDe
~

2 Ele: =1 D6

3 Jc [1DC

4 Jc CDpc

5 ¢ 0oc

6 ¢ [De

L m 7 Oc Obc

o

8 ¢ CIDc

9 [JC CJDC

10 UJC OJDC

MEDICATION HISTORY RECORDED / VERIFIED BY

* C- Continue, DC - Discontinue

Doctor Name & Signatjre oD Ned el
' f\

Date & Time : ....... Sﬂ)/b ...... @qﬂ?ﬂ?(ﬂ”’) .......................

Nurse Name & Signatuge: ............ (% \’\Q ...... SO

Date & Time : ....... 3:42’5@(3—\\_3.5\0\”«) ...............................

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