015853 1P26:000084% R l;//ﬁ
"o ainbow. | @ BirthRight
\ oT‘I l° \\\\“\ EI;I; g :-te;; s . BY I!:IlNBUW Holsg‘rALs
“ \‘\\ \\‘\\\\\\\ \\\ 1t takes a lot to treat the little. Your Right to a Safe Delivery

SURGERY DETAILS

Patient Name: MO&[QIW&QSOW{U}Q Date of Birth: &3406/2”0 ............ Age: l’)’ .........
Gender .......... Male... Ward oo O UHID No.: N - 0ol 563
I Prb—00006ub]
Date of Surgery: .20, 16 ............................ _7TO0T-1 []10T-2 [JOT-3 [10T-4 [JOBGOT-1 []OBG OT-2
o 0, Cangly v
Name of the Surgery : ...... . .............. n 5"‘{ MU %7’3’ } ..... e Xuﬂ\of\ ......
ﬁ
Timein:..... “‘M’fﬁm .................... Time Out :...... ’ ’MS%’M .....................
NAME AMOUNT
D
1. Surgeon f st Dh/js:f(«"*{% ............................................................................................
2. Anaesthetist ... 0SB N e
3. Assistant Surgeon : .......... @Y ..... mLL k"@ﬁ ..........................................................................................
0] .
~ 4. 0T Technician SFFQQQMJ@YAYW/M ..................................................
@ 5 Circulating Nurse STF K eeevereeveseseesessesssmssessssssssnasessessesssesiess | sesesesestassetasessessasseasesnsseassssennens
6. AssistantNurse ;... STQK&XQ\QQQ/\« ..........................................................................................
Special Equipment: [ Laparascopy | Broncoscope [ Harmonic _| Morcelator
1 C-ARM (] Cystoscopy [ | Versa Point "1 Liver Cusa
_ 1 Neuro Cusa E )
Signature af the Surgeon Signaturﬁgﬁj]ating Nurse
Order No: ...\ 20.:0000 2031308 cc.cccocccev Order by: .Afrfﬁa«m...éajspzﬁ@.i%ﬂ'.wpm

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







5
HNH-00015653 |P26-0000546 ]

e sl e Kwﬂrgﬁ'imﬂs‘ BirthRight
i CONSU% BLES OF OT tospital _ | )z

Circulating staff - ’@wf A\ ochnican: ..\ eihw Date : %5/36 TN o

Anaesthesia Disposables wevot 0 ueea | SUrgical Disposables et | isea| _DISPOSables (Baby Side) [ TV
ET tube N Major Pack §em 01T A niviek ]
LMA L Sulures 'f 3_3 ‘ % Cord Clamp
ECG leads: A/P/N o Suction Catheter
HME fitter : A/P /N -] Feeding Tube
Syringes : 10 cc ' out }— | Vaccum Suction Set
05 cc ~2 Y Goves (PL\-S, fy Al Surgical Gloves
02 cc YVSLA €ncde £} ‘Z B Gauze Pack
01 cc v o Syringe 1ml / 2ml
Cautery plate :A/P/N Surgical blade \{— Surgical Blade # 20
IV set G tube Koochies (S)
n L Laytery penci
NS : 10mi/ 100mi/ So0mi/ 1000m | | A| () X] Koochies
At ~a pung Ointments
MRAl ,l{\ €4 Suction Catheter
Fentanyl (5] | Cap, Mask WD
Morphine Gauze Pack (3
Ketamine Mop Pack )
Propofol O 2.} Steristrip
Rocuronium ~ | Underpad
Glycopyrolate (4’| Draw shest
Myopyrolate Abgel
Ondansetron Foleys catheter
Pencan 25g/ Spinal Needle 22 Urobag
Bupivacaine 0.25% J/V Chest Drainage Catheter
Bupivacaine 0.25%(Heavy) Romodrain bag
Antibiotics ] | Bandage
Ao 270 (93 | Tegaderm
Suppositories loban
Anamol : 80mg / 250mg/ 170 mg Double J Stent
Supridol : 100mg Vaccum Suction set L
Justin : 12.5 mg / 25mg / 100mg Plastic Bed Sheet
Tab. Misoprost : 200mg | Betadine Solution e
Q. nasdad 74] Microshield '
98 twaadlo - (3.) 4/ Cotton Balls
2.0 EueAl 2] | Latex Gloves Jol
Pc 1 7] | Ramdione Scrub
@’lgo mysl 2 M Saral

Surgeon thesiolo OT Technician
Order No. -.... 2. Dﬁﬂﬂlﬂxgﬂﬁ ....... z 34 Ordered by : ,A—VL[\AM 3.(345"/24@ [Q..L.J.ﬁ”}.)

Doc. No. : RCH/FRM / GENERAL / 125
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z - @ Rainbow Childrens Hospital-Himayatnagar
Rainbow . P y g
Children's
Hospital ermigm Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
pita
quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,5000289,
040-48873000, info@rainbowhospitals.in
ELECTRONIC MEDICINE PRESCRIPTION
MRN - : HNH-00015653 Name + Master VEDA SHOURYA
Age ] Sex :18Y1IM2D/Male BPoctor 1 JYOTI BOTHRA
AdmiReg Date/Time + 30/05/2026 09:28 Payor + MEDI ASSIST INSURANCE TPAPVT LTD
Order Date 1 30/05/2026 12:32 Ordernumber : 26-0000203135
Visit ID . : |P26-00006465 Ward/Bed Ne  : 4F -OT/PDA-413
Fato Address : Ramkoti, Hyderabad, Telangana, INDIA, 500095
S.No Description Generlc Name Dosage Route / Frequency Duration Instruction Qty Status
1 gttgegggd{la%ROPTlc 1 Nos External / Once Daily 1 Days 1 Nos Dispansed
2 |DSYRINGS 2.5ML{NIPRO) SYRINGE 2ML 1 Nos Extemnal { Once Dally 4 Days 4Nos| Dispensed
1
3 [VACCUMESUCTIONSET  |YACCUMESUCTION 14 s 1 Once Dally 1 Days 1Nes| Disponsed
4 [MONOCRYLSOCUTTING  |MONOCRYLYB44G  |1Nos { Onco Dally 2 Days 2Nos| Dispensed
5 ?gﬂ&%gm%mm) 1 Nos Injection / Qnee Daily 1 Days 1Nos| Dispensed
6 (E;?_'SSESE_#‘,‘,‘;ROP“C 1 Nos 1 Onice Daily 1Days 1Nos| Dispensed
7 THEMIPYRRNOM 0.2MG INJ 1 Nos External / 10 AM 1 Days 1 Nos Dispensed
8 MEZOLAM INJ S MG 5 ML . 1 Vial External / Once Dally 1 Days 1Vial] Dispansed
9 NS iV 10 ML AMPULE 1 Botile External / Once Dally 1Days 1Boltte] Dispensed
O SURGICAL BLADE 15 SURGICAL BLADE 15 1 Nos Extarnal f Once Daily 1 Days 1Nos| Dispensad I
31 |THEMICAINE 2% 30ML INJ 1 Nos External f Onca Dally 1 Days 2Nos{ Dispensed
" 12 |RL500 ML CLOSED SYSTEM ey 1 Bottle 1 Once Daily 1Days 1Bottle|  Dispensed
13 [ECG ELEC‘II:':RODES {(ADULT) |ELECTRODES ADULT {1 Nos External / Once Dally 1Days ANos| Dispensed
i
J
; JYOTI BOTHRA
Reg No : TSMC/FMR/02962

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

Note
* This prescription Is valld only for specified duration.

* Do not refill medicines.

Printed Date/Time : 30/05/2026 12:41 Printed By : SUNKARI SANGEETHA Page 1 of1

—_—
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Rainbow

H ]
ggggf&? 5 ginkRight  Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
. ;I.hln

quarters road AP State Housing Board Himayatnagar ,Hyderabad ,

Rainbow Childrens Hospital-Himayatnagar

Telangana, INDIA ,500029.

040-48873000, info@rainbowhospitals.in

ELECTRONIC MEDICINE PRESCRIPTION

TR

MRN ; HNH-00015653 Name : Master VEDA SHOURYA
Age [ Sex :18Y 11 M2D/ Male Doctor : JYOTIBOTHRA
Adm/Reg Date/Time : 30/05/2026 09:28 Payor : MEDI ASSIST INSURANCE TPA PVT LTD
Order Date : 30/05/2026 12:32 Ordernumber  : 26-0000203136
Visit ID : 1P26-00006465 Ward/Bed No : 4F -OT/PDA-413
Patient Address : Ramkoti, Hyderabad, Telangana, INDIA, 500095
S.No Description Generic Name Dosage Route / Frequency Duration Instruction Qty Status
1 SGLOVE 7.0{POWDER FREE) 1 Days 2Nos| Dispensed
JYOTI BOTHRA

* 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 : 30/05/2026 12:41 O

At e

Printed By : SUNKARI SANGEETHA

—

O

Reg No : TSMC/FMR/02962

Page1 of1
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}
P (4 inbow Childrens Hospital-Himayatnagar
Rainbow Rainbow Childrens Hospital-Himay g
ﬁgsgr&ns w Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
- quarters road AP State Housing Board Himayathagar ,Hyderabad ,

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

N ammmeD
ELECTRONIC MEDICINE PRESCRIPTION

MRN ’ : HNH-00015653 Name : Master VEDA SHOURYA
Age / Sex * :15Y1T1IM 2D/ Male Doctor 1 JYOTIBOTHRA
AdmiReg Date/Time + 30/05/2026 09:28 Payor : MEDI ASSIST INSURANCE TPAPVT LTD
Qrder Date 1 30/05/2026 12:32 Ordernumber : 26-0000203134
VisitID : 1P26-00006465 Ward/BedNo  : 4F-OT/PDA-413
Patlent Address : Ramkoti, Hyderabad, Telangana, [NDIA, 500095
C‘ﬁ.No ‘ Desérlpﬂon Gonerlec Name Dosage Route / Frequency Duration Instruction Qty Status
/ .
GENERAL SURGICAL KIT GENERAL SURGICAL
1 |mepmaks) XIT 1 Nos 1 Once Daily 1 Days 1Mes Ordered
2 MCT-ROF 1U?MG 10ML 1Nos External / Once Dally 1 Days 2 Nos Ordarad
3 |Ns100ML ACCULIFE - EH 1mL External / 10 AM 1 Days imb Ordarad|
4 ’;’%’,{:‘f_"‘"z SOLUTION 10% 1Nos Extomal / Once Dally 1 Days 1Nos|  Ordered
5 ﬁEROP'NE (?TROP'NE’ Ihd 1 1 vial Extemal / Once Daly 1 Days 2 vial Ordered
NITRILE EXAMINATION
6 | GLOVES P F- MEDIUM NITRILE GLOVES M 1 Nos { Once Dally 10 Days 10 Nos Orderad
OxygenMask With Tubing - 5 ‘
7 Adult ROMSONS-FC 1 Nos External f Once Daily 1Days 1 Nos Ordered
8 Encore Microptic gloves-6.5 1 Nos [/ Once Daily 1Days 2 Nos Orderad
9 ﬁggZE 7.5X7.512PLY {5 GAUZE 7.5X7.512PLY S|, Extemal / Once Daly 1Days 4Nos Ordarad
) NOS
10 |neeoLEZsG DISPOSARLE NEEDLES |4 o External / Once Daly 1 Days 1Nos|  Ordered
11 |DSYRINGE SML.(NIPRO) SYRINGE SML 1 Nos External f Onca Dally 1 Days 3Nos Ordered
<\12 DSYRINGE 10ML (NIPRO) SYRINGE 10ML 1 Nos Extemnal / Once Daily 1 Days 4Nos Ordered
"y
13 |STICAINE INJVIAL 0.25% 1Nos External / 10 AM 1Days 1Nes|  Ordered
14 BC\;-INTRN:IX SAFESET 1 Nos { Onco Daily 1 Days 1 Nos Ordered
15 [FRCEMASK3LAYER- FACEMASK3LAYER |1 Nos { Oron Daly 10 Days 10Moz|  Ondersd
16 |SURGEON CAP{FEMALE) FEMALE CAP 1GCap 1 Qnca Daily 10 Days 19 Cap Ordared
JYOTI BOTHRA
Reg No : TSMC/FMR/02962

-
* This document is just for reference purpose only. Not to be considered as prima'ry report.

Note .
*“This pre;crlptfon is valld only for speclfied duration.

* Do not refilk medicines.

Printed Date/Time : 30/05/2026 12:42 Printed By : SUNKARI SANGEETHA Page1 of 1
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oy et ]
e lsmau':t-t-gn!m. Your Right to # Sale Deiivery
NARCOTIC PRESCRIPTION FORM
(PATIENT COPY)
1
Patient Name: wk'Lw.;,LQq- QRC‘- & 7’,}7“- \S Age: | - /Yy Gender ! ¢Y'aid
UHDNo: H)B-000 .J‘ LiPNo: 20 - CoOMGS Date: 40 /g ‘26 Tme TS ¢4 AN
Diagnosis: Tj-!fv; (4 5 '-L_V-.r_ft_l_{(_f;?-,,n W A ,_'." b OT
) PRESERIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks
/1. | Fentanyl Citrate Inj. 50mcg/MI 0O Mmea o1
| 2 Morphine Sulphate Inj. 15mg/MI *J\m\
3. | Remifentanil Hydrochloride Inj. 2MG i S0k
4. | Remifentanil Hydrochloride inj. 1MG =
Doctor Name: 1?"!,1 Doctor Registration No: {\7727
Sngnature:\u !"}fpw ,_? Uﬁ

NARCOTIC DISPENSING FORM

APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs D:spensed) }

¢

al -, 4 (i )
IP Registration No: ... <5 CQOCC["“"-‘ ..................... Date: .52 ... ( ’“6 ...........
P
AadhazrNo-BEINe: PatientiONUONAN. . sisiceiteiveisioiine ety i d o butevyers dis rs sab Bl Soetss
4 Maa ‘-
1. | Name: /\~ﬂ$,b7 ‘J&OQ ,«, "LU?-@ (2 } 1 , _. Remarf&s
2. | Complete postal address (with contact number, if any) <ot UL o
3. | Brief description of the illness Cay X ¢ |.'\“C* 4
4 Whether registered with any other registered medical practioner /
" | recognized medical institution ( If yes, details of the recorded) Ay
5. | Details of essential Narcotic drug dispensed { J‘i\fﬁ,_m, 7
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
LY | Paﬁeﬂt AW
/ i, ‘\ - | { ~ \U ‘ )
201824 er (O . 0 \&" e
|
\f.r | g ’
YV oam &, ( SURTEA G w\ (&
Dispensed by (Name & ID No.): S o T SRy ARSI S Signature: ..
v ,1, Jiroh FImey O onfT ﬁ!"\
Becaived bY tName & 1D O e sr s s ot orntsfa s b B S v Ly b Py sy W SHNAEe: N mse e Evisaniniey
NISE . ... o v s oreertns

Docu. No: RCH/ FRM/ CLINICAL / 133
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Rainbow® T
Cali?dr%vr‘l"s | ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

LRISGHARGE SUMMARY

'Name I Master VEDA SHOURYA | UHID HNH-00015653
Father/Guardian A Mr T.VISHWESHWAR Age/Gender 15Y 11 M2 D/ Male
Address B Ra_nmkgti, Hydgré_bafi. %gié_pge_n%a.i INI?IA. 500095
IP No | IP26-00006465 | Admission Date 30-05-2026
Ref Doctor Self, o

Discharge Date | 30.05.2026

Consultant:

Dr. JYOTI BOTHRA

DNB, MCh (Pediatric Surgery), FMAS

SENIOR CONSULTANT PEDIATRIC SURGERY & UROLOGY
TSMC/FMR/02962

DIAGNOSIS ICD CODE

RIGHT WRIST GANGLION CYST EXCISION

Procedure : Right wrist ganglion excision done on 30.05.2026.

BANJARA HILLS HYDERNAGAR KONDAPUR OUTPATIENT CLINIC

@ 1800 2122 @ www.rainbowhospitals.in
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Rainbow® | . L.
Children’s | & BirthRight

i ‘ Y RAIN OSPITALS
Hosprta' . ?;rR:‘_;'Bzngala EELIVE;,‘

Magfe; VEDA SHOURYA UHID HNH-00015653

Name

Admission Date 30-05-2026

IP No IP26-00006465

History: Master VEDA SHOURYA, 15Y 11 M 2 D child presented with history of
ganglion cyst over right wrist prior to admission. For the above complaints
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 83/min, Blood Pressure - 118/63
mmHg and Respiratory rate - 28 /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: 8.8 kilo grams.
Investigations: Enclosed reports.
Procedure : Right wrist ganglion excision done on 30.05.2026.

Surgery Notes:

* Linear incision over the cyst.

* Cyst dissected and divided till the base over the joint.
* Hemostasis confirmed.

* Incision closed with monocryl 5-0.

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

Advice:
* Diet as advised.
* Tablet. Combiflam, 1 tablet twice daily after food for 2 days.

@ 1800 2122 @ www.rainbowhospitals.in
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Rainbow® L
Children’s | ..Blrtthght

HOS pital BY RA:NBD\V_HOSWT{\LS

Your Right to a Safe Delivery

Name : - Master {JEDA SHOURYA UHID HNH-00015653
' o | Admission Date 30-05-2026

1P26-00006465

* Remove dressing at home on tuesday and daily bath
* TAB DOLO 650MG TID FOR 2 DAYS .

Fever Management

* TAB DOLO 650MG 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. JYOTI BOTHRA after 1 week (06.05.2026) in OPD
at Himayatnagar with prior appointment (Review consultation will be

o 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
after food based on tolerance of stomach.
Follow up immediately in Emergency Room if high grade fever, vomiting,
breathlessness or refusal to feed occurs.
The content of the patient discharge summary, medication, food & drug
interaction, care to be provided at home, nutrition, immunization and safe
parenting, when and how to obtain emergency care etc also have been
explained by doctor ............... in a language that | can understand and |
acknowledge.

o

Parent/ Attender

In case of emergency contact 9154865030 emergency pediatrician on duty.

NAG PR OUF . C SECUNDERABAD (MABH Accredivedi  KONDAPU " L B NAGAR (NAKH Accreditnd)  NANANRAM GUDA
HIMAYATHNAGAR BAMJARA HILLS (101, ¢ NABL i HYDERNAGAR KONDAPUR DUTPATIENT CLINIC SECUNDE 4 . A AR Accomn :

‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘

@ 1800 2122 @ www.rainbowhospitals.in







Rainbow” . C
~ Children’s ‘Bll’tthght

Hospital BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

Name

Master VEDA SHOURYA | UHID 7 7HNH-00015653

'IP No IP26-00006465 ' Admission Date 30-05-2026

To take appointment for OPD consultation at Rainbow Banjara Hills / Rainbow

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

You can also take appointments at any time by going online to our website
www.rainbowhospitals.in

Registrar/Resident/C.M.O

’A
Dr. JYOTI BOTHRA
DNB, MCh (Pediatric Surgery), FMAS
SENIOR CONSULTANT PEDIATRIC SURGERY & UROLOGY
TSMC/FMR/02962
A

HIMAYATHNAGAR BANJARA HILLS (JC), WA " HYDERNAGAR (i KONDAPUR OUTPATIENT CLINIC SECUNDERABAD KONDAPUR LB NAGAR (A ited]  NANAKRAMGUDA
w3 7300 5 - 3040 - 4246 2 6 r E '

@ 1800 2122 @ www.rainbowhospitals.in |




A | . Rainbow Childrens Hospital-Himayatnagar

Rainb%w‘ ’ . Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA quarters road AP State Housing
Children's d Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.
Hospital § BriaRight TEL NO :040-48873000

: wRalnbouwr WEB : https://rainbowhospitals.in

1]

i ADMISSION SHEET

T

Registration Details :

Admission Nc;: : IP26-00008485 Admit Date : 30-May-2026 Admit Time :09:28 AM UHID : HNH-00015653

Patient Detiails :

H

Patient Name | : Master VEDA SHOURYA Age $15Y11M2D0
Guardian _ ! Mr T.VISHWESHWAR DOB 1 28-06-2010
. Gender % : Male Religion

Occupation 1‘ : Martial Status

Address (H) ‘i - Ramkoti Hyderabad Telangana INDIA Phone No : 9885801906/

D t 500095 E-mall . 9885801906@gmai.com
i
:

Admissicn Details :

Bed Type : DAY CARE Bed No :ER02 Ward Name : GF -EMERGENCY

RoomNo :|ERD2 Admission Type : First Visit

Contact Detalls :

Name : Mr T.VISHWESHWAR Relationship : Father

Contact Address ; Ramkoti Hyderabad Telangana INDIA 500095 Phone No : 9885801906

T
@ ?g-nﬁﬁ‘xre =

Doctor Details :

Doctor Name : Dr. JYOTI BOTHRA Specialisation  : PEDIATRIC SURGERY

Referral Doctor : Self. Phone No

Co-Consultant

Payment Details : Deposit Amount  : 5000.00
Payment Mode  : Cash Payor Name + MEDI ASSIST INSURANGE TPA PVT

Printed Date / Time : 30/05/2026 09:34 Printed By : 020635 Page 10of 2
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R?Il?dbow o
Children’s
Hospital Bzrt&R:ght
It takes a lot to treat the little. Your Right to a Safe Delivery.

ACTIVITY pErnDN ENR BILLING .

HNH-00015653 1P2€-00008465

Master VEDA SHOURYA
s.oe-:m 1sv11uzn M)

Name

BN T T — o

Date of Admission : --------------—- Time : ----—--------- Date of Discharge : Time:

Room / Bed NoO : =========mmmuun Ward : -- Suggested Billable bed type : --=-----ecmmmmmmcmmeeee

WARD TRANSFERS

Date Time From To Signature of Nurse

200576 | 9220 | £R T I/
0/[$126 | 1£009m | 0T mleV 8/l

Cross Consultation Visit

Doctors Name Date Order No. Signature

9.

10.

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




HNH-00015653 |P26-00006465
Master VEDA SHOURYA

28-06-2010 Y11 M20 (M)
Dr, JYOTI BOTHRA

INVESTIGATIONS AT

Order No. Sign

Date Investigations

65176 CRP 90 ys 3 o
PP C pore By 6p Bsi e (‘{f/fﬁ'é/?




MEDICAL EQUIPMENT ( WARD & ICU)

Date

Name of
Equipment

Connecting
Time

Disconnecting
Time

Order No.

Signature

v bl
L

-




" VED, 26
28-08.291, A SHOURy, ' 00008455

o]
" JYon '°T'Hu D

PROCEEDURE lk/ﬁ/li////llflllllllll/llll/l//[//

M)

Date Proceedure Quantity Order No. Signature

.

: /
w/sps| W Pleecerf M |70 | L—

ANY OTHER INFORMATION

1sr1,u2 —

Date : Time : Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor




GENERAL
DOCTOR

NURSES

e

:f"':.ﬂsgg‘f:”oURY;st-ooonms . M:./é' ®
[ e YT @ Children's ‘Birth Right
i R | W
—_— DRUG CHART
Date of Admissipn: .................................. Drug AllErgies: .covecevecererrerererasessesssaseenssnenssnsssmssssnaraeses 3 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 dnuig 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 af 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

AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXGEPT FIRST DOSE OF EPINEPHRINE DURING GPRY). Follow Hospitals's Verbal Order Policy.

S0S / PRN (As Required Medication)

. Date¥
DRUG: Tie
| Dose | Route |Frequency [Start Dat|
Daoctor's Signature | Valid Period] Pharm.
Additional Instructions:

@

2 . -

2 7 [Date}

é DRUG : Tifme

“/ Dose | Route |Frequency |Start Date
Doctor's Signature |Valid Period| Pharm.
 [Additional Instructions:
i Dater
DRUG : Tije
= | Dose Route | Frequency |Start Date}

5

# | Doctor's;Signature | Valld Period| Pharm.

o |

& [Additional Instructions:

Docu. No. : RCH /FRM / CLINICAL / 118

Page: 1/4 (P.T.0)
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HﬁH-ﬂBM £653 IP26-00006465
Master VEDA SHOURYA
28-08-2010 MYNMM20 ™) ’:l

i

REGULAR PRESGRIPTIONS

Weight. ....ocovvevernennn. Ward. ....vonvesvenenne T

&

\

——TT R

DRUG :

Date
T]gne

¥

Dose Route | Frequency [Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional [nstructions:

Braily Dector’s Endorsement by a Sign

DRUG :

Date

v

Dose Route | Frequency |Start Date

Time
v

Name & Signature of the Doctor
Starting the Drugs:

Additional [nstructions:

Dally Doctor’s Endorsement by a Sign

DRUG:

Datel
Tir'ne

v

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

O

Daily Doctor’s Endorsement by a Sign

DRUG :

Date
Tir'ne

v

Dose Route { Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement hy a Sign

Page: 2/4




Q

f‘;’atient Sticker Weight. e Ward. v
i Date»
VAFEIAB LE DOSE Tlg]e Nu:s‘g Sig. | Nurs‘} Sig. | Nurs‘a' Sig. I Nurs; Sig.
Dose” Dose Dose Dose
DRUG : or. sin, o Sign, or. Sign. o, Sign,
Route Sta 1t Date Dose Dose Dose Dose
Dr. Sign. Dr, Sign. Dr. Sign. Dr. Slgn,
Name & Signature of the Doctor Dose Dose Doss Dosa
Dr. Sign. Dr. Sign. D Slgn. Dr. Sign.
: | Additional{Instructions: ose Doss Dose Dose
; Dr. Sign. Dr. Sign. . Sign. Dr. Siga.
] Date»
% VAF]“ABLE DOSE TiU]B ] Nurss Sig. Hurse Sig. I Nurse Sig. | Nurs‘g Sig.
: Dose Bosa Doss Doso
6 DRUG : Dr. Sign, br. Sign. Or. Sign., or. Sign.
D B D D
e Route Start Date 056 058 058 058
é Dr. Siga. Dr. Sign. Dr. Sign. Dr. Sign.
S
| Name & Signature of the Doctor Dose Dose Dose Doso
Dr. Sign. Dr, Sign. Dr. Sign, Dr. Sign.
: | Additional {nstructions: pose pose Dose pose
Dr, Sign, Dr. Sign. Dr. Sign. Or. Slgn.
| STAT / ONCE ONLY DRUGS
] , _ Dosage & Other
i ; Route Signature Nurses
E Date Time Medication Instructions g
1
&
fau
i
L.
o
L
=
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AU T

LV. FLUIDS CHART

'}'[1 11 || Ap——— Ward. ........c.co.......

vate lime vuinposition of I.V. Fluid

Flow Rate
(I infusion, mention ml./hr = Mcg/kg/min. efc) Route

mi/hr

Doctor | Nurse | Date of | Doctor

Nurse

Sign Sign | Stopping| Sign Sign

20|S [Nam | BINAEN
UaTE

\v

|60

_/5/

0, |&
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Dr, JYOT! BOTHRA Children’s . Blrtthght
T riospitai_ | (e
nnnnnnn Iittle. Your Right to a Safe Delivery

PHUURESS NOTES AND DOCTOR'S ORDER

Date
& Time Progress Notes Doctor's Order
éeg No: 02962

Docu. No. : RCH /FRM / CLINICAL / 088
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Master VEDA SHOURYA
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DA Ot ) Coarons | @ BirthRight
rospital _ |\ zaawornsus
: PROGRESS NOTES AND DOCTOR'S ORDER
&a-:—?me Progress Notes Doctor's Order
Docu. No. : RCH /FRM / CLINICAL / 088 ) {PT.0)
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BY RAINBOW HOSPITALS

. “t 'Hospital
Your Right to a Safe Delivery It takes a ing treat the little.

: : ¢ |[Rainbow’
‘Blrtthght Children’s

OPERATION THEATER NOTES

HNH-00015853 P26
000064/
Master VEDA SHOURYA 5

Patient's Name : g, vart 6Y1M20  an AGE oo Gender : ..................
UHID.: oo T S — Weight © v
Surgeon : Asst. Surgeon :

Anesthetist : OT Nurse :

Surgical Procedure :

R) (Owsh &c?cf(m Cﬁ@r ex iyen
Indications ;o@rswgzryjﬁ& Q@ P%er %q} -

Date : ?y/g'/zz/é Start Time © 1! p6H M End Time: [/} US Hm
PRE-OPERATIVE PREPARATION :
— NBRM
\

OPERATION NOTES:

—ﬁio@u cncistern over Tt Cyg )

. (]
- Cyrr \ygec fed ancd  ivicked i Af
U e e g .join'* :

_ HHemosens . Cﬁw{;ﬂmo/ ]

_ncion OO gt M@moc&qj/ Do

../‘

www.rainbowhospitals.in




POST - OPERATIVE ORDERS :

—Tan (OB Ltely  hwic o donyg

YM&({];/) /
Keawoe Jduuoy (@ ,QLC/YV\L‘ on  Tues oy
0 ClQQu“'\’a per(Cy :

_ Rlw__alx 4 wredc .

/]

Be Ll Batte

Consultant Surgeon's Name Consultant Surgeon's Signature

Date : &5( 2. e 241 (ﬁw\




surgeon : [T GaINTD. ... | A

: -00006465 "
RGICAL M | Patient Name He o ourYa L Gender: .1 1 o] it
su G CA Asst. Surgeon “—E:\'ﬂ. ............ ;mu;:f:A 3"01'-;:"“n - E?I'i?t?l’.::'s )

Birt"hRight"
SAFETY CHECKLIST | Areestetst:... D0-00000 D BripSuoNo. .. o svomaorama o5 Hospital | () =z
Sl 17171 || SRS ol | Qe

Before Induction of Anaesthesia » » Before Skin Incision » » Before Patient Leaves Operating Room
SIGNIN  Time: [}AM TIME OUT Time:.1}>\Qat). SIGN OUT  Time:. [l 45

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

Identity Aes TINo introduced themselves by Name and Role™Yes 1 No The Name of the Procedure Recorded )ﬂft No

Site Z?es CINo Surgeon, Anaesthes.ia Professional and That Instrument, Sponge and Needle

Procedure ZTes CINo Nurse Verbally Contirm Counts are Correct (or Not Applicable) ~ [fes T'No 1 NA
Site Marked s ONo A Correct Site L28s TNo patient name) %fes 'No TINA
Anaesthesia Safety Check Completed  'Yes CINo Correct Procedure _¥es TNo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning _yr& CINo Anticipated Critical Events Problems to be addressed Ll‘\Yes CNo TINA
Does Patient have a: Surgeon Reviews:

Known Allergy? CY¥es CNe” What are the Critical or Unexpected Th Sueas; Ansastheist A terme:
Difficult Ail’\\'av / Aspil’atiﬂn Risk? Stepsh Operative Duration, What are the key concerns for recovery ra

Yes, & Equipment / Assistance Anticipated Blood Loss? =¥es TINo TINA and management of this patient? /Yé ONo

, & Equi [

Availableq g “TYes /Nf, Anaesthesia Team Reviews:
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? [ Yes )lo—:l NA
(7mi/kg In Children)? Nursing Team Reviews:

Yes, and Adequate Intravenous Has Sterility (including indicator results)

Access and Fluids Planned “Yes TINo Ad. | | Been Confirmed? are there Equipment

Blood Units Reserved Yes C1No /N/ issues or any Concerns? TYes CINo CINA

Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? ~Yes T'No CINA
within the last 60 minutes? )(Yes “INo yNA/

Doc. No. : RCH/FRM / CLINICAL / 111
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=
Rainbow® . .
Children’s | @ BirthRight
Hospital BY RAINBOW HOSPITALS
It takes a lot to treat the ittle. fwmﬂmlﬂlsﬂlnlllvlry

MEDICATION RECONCILIATION FORM

ENUQ AUBIGIOS s osiesrsssrmnsivesssassssrssisssesssismmoronrmuns ssimass

[J 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)

SHItING FIOM: oo oo eeeeeeeeeseeeeeeeseesessssassesesene ST B o N

3o (GENEN?E!T:!‘;]}%#:LM EETTERS) (m';?.snin) (PO, l:t%l,"stc, ) | FREQuENcy | B2t o ?gﬂ?g:s_m
! Oc CIoc
. Oc ooc
3 Oc Coc
4 ¢ ooc
S Oc¢ COoc
6 0c Ooc
7 Oc ooc
8 Oc¢ Ooc
9 lOc Ooc
10 Oc Ooc

MEDICATION HISTORY RECORDED / VERIFIED BY

'
Nurse Name & Signature: Bul’l" .............................

* C- Continue, DC - Discontinue

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

Date & Time ; ...... 30/?/7’5 ...... .28 B e

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




HNH-00015653 IP26-00006465
Master VEDA SHOURYA
28-06-2010 18Y11M20 (M) !///)

Dr, JYOTI BOTHRA

Department of Anassihesiology DTN E3ireows | @ BirthRight
PRE-ANAESTHETIC EVALUATION Hospital .

It takes a lot to treat the little.

Your ngm to a Safe Delivery

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

6 “’@M ...... Propused Operatlon ......... % .é’/KU\S\ 91/‘

DALE: ...corciosnsthanssrmaransisssseensnnssarsersssssansas TR .ot A e PODOSEN ODOTANONE v B innen o it dessrsionsss

Diagnosis: Ct ................................... @ ............................................ e e ot et

BP/CRT: v HRE oo Weight: eqfﬂs»\ Physical Status: 4" 02 ©3 04 05

Laboratory Data:
GlUBOSE; s uiisissssssmmssmasrsans: | FTORIHE usassemmmitmmitmsnosimss XRaY: .o
UP8a: .vvvvecerieerecervienenne AL e IR ECG: ...ooovvecrecrenrerinrene
CrBaE: ..o JOABUE siinmsione BV oo ¢ 2D ECh0 vemetioimsimmasives
[ PRl | |31 || | — B)‘. étress/Anglu:.................
KE i i 1315 S ———— (8¢ -1 SRS R——
Cat 4. ovvivivsvorenns AKPHOS: i M,
Mg++: .. AMYIASE: i, PO e

(P! ECT USRI . | ] 1~ 2 b e O,

Allergies: NEAA
Medical Histor, ~ CVS: L~ @ koA, - naade (WU - R in

RESP : | e - Y . ,}M,\,,@ Diabetes :
ONS : € v f\

§ o .
Rosi - WA OOMNAAKRI X 2
Hepatic / GE : ' Physical Activity: o= W
Others : . 4
Past Anaesthetic History:

Physical Exam P( Ce (E D .

Airway: MP 1 @4 Mouth Opening: ;TWMentohyoid Distance: )i Neck: ﬁ,_‘_{_:i[Teeth:UL_(
Lungs : g LA é@ . '

Heart: % + ]

CNS: (_ /\j ~ o
Pregnant: [] Yes }mo/ “INA Venous Access Site:‘d;) Spine Exam for regional : @

Anaesthetic Plan% ﬁ{EGmNAL [ GA-ETT [JLMA

Peri-Operative Plan Explained to the Patienf:/?e/s 1 No

L4 A‘ Y ] — ‘
CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions: 5 0’ 3 [ U1l 33 1/ 3 0 o~
1. DVT Prophylaxis : ?
Water / ORS 2 Hours
2. NIL ORAL<:0mers 6 Hour, m@

3. Informed Consent: L[ ndard High Risk
. Post Opergéive Pain Management)/i/mscussed with Patient

Signature: .\...> O Bty L P 0 LSRR
Docu. No. : R
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ANAESTHESIA CHART

M
Rainbow®

Children’s
Hospital

It takes 4 lot to treat the e,

"l“\

.BirthRight'

Your Right to a Safa Delivery

Change in Patient Condition:

£ Yes _i2"No

-

Fasting Status: &{(};u;r N

Physical Status: LZPatient Identified = Gonsent Present A= Chart Beviewed
H.R: b5/m [BP/CRT- I6D/56 [ S0, /00%. | RR: _/m | Last Feed: >6A8u1~-
Pre-OP Diagnosis: LMo Ve .. Operation: .

Surgeon; .. 2. 7"% /&MV ............................. Anaesthesiologist: B &t P’M ........ Techniclan: ;“
W 1/eD —F (8 —= [0
N,O/AR{O.PM _ i ﬂ" Al ¥
HALD /507/SEVO Antibiotic
Prugs; —
MIDAZTIHM A7 /’ 74 Stipposiary
4 i
FENTANIL LY V2L A E -
Blood Lass O
FIO, / Sal, {'6 Ui [ﬁ'a A -
ETCO,
£ K
Temperature
Uring Cutput NOTES
L AP
2z
BP 240 *
V Systolic 220
A Dlastalic
X Mean 200
+ Heart Rate 180
Toumiquet on Tine
Touriquet ot Tie 160
140
Theoat Pack In
Throat Prek Out 120
100 —i\i‘ - A
an - -
60‘ [ XK
ad
20 i '
10 O
0
ABG
LAB Values
GRES Z A
Others: -
J? Equlpment Checked and Temp: Indiction Reglonal:
Functlonal ] HME [ Fuld Warmer (WA [ inhat Extrermity
BF U [ Cling Film [ OH Warmer a o, CIRSL 1 Spinal
O Cuff Site:. @ ..... b [J Hugger's . £ Cotton Waol £ Ottlrs Gihers: ..f
U 311 Oth PR
,E_." £KG Load 31 GAC o (0 Mask\ O SGA Positon: .
sad Site:
O Temp Site Times: J/am O Arway\ OOl OINasal o
00 FIO, Monitor ANaas S1ArT: . resssmsenserrinanens ETT# at tm Needla Size: MER..... ? ...... 11571+ N
0 Ag:ntMonhnr OP Start: c.ovuveerens J ..................... (1 Oral [(ONasal 3 Cuit Parasthesia [ Yes ‘C1No
" Pulse Oximeter OP End: E1 TracheastomyN] Topical Catheter at SKID cuuuujeriogene
L~ Capnograph Leave OR: //?fm- B Drug: Drug Nama & Conc: [ / hx;‘ o [E‘ /
O] Ventiator Anaesthesia: O Awake O Birect Vislon Bolus: %Vm /}/.'f
7 Nerve Stimulator , [0 GA E1 Video Lasyngoscopy\[J- Stylette / Bougie Infusion: .... /
Posilon: 2" Monitored Anaesthesla Gare 3 Fibeoptic Block Level: *4 .
OSIOM: e A2 Reglanal BIAEH covresusins AUERIDE: sossnmmesesmsnaens Comments:
2" Pressure Points Checked Difficulty Why? .
Line {Slze & Location) Transpartation 10
Eya Cara: IV 7 Bilal = BS 'ACU aicy 1 Other
g ?int CGAAT o, é 3 Seml-Closed Circle Relaxant Reversed [ Yes *1 No %A
ape 2w HEY {0 Closed G
1 Padding CIN i Other Name of the Doctor 1@ X500 0
=2 wake aw: ' Signature of the Doclor ;
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2062000  18y11M20 Rainbow : « L
Dr. JYOTI BOTHRA i Children’s . Blrtthght
iy oopi] | @
It takes a lot to treat the fittle. Your Right to a Safe Delivery

UUI o ———

. UNIT RECORD

Received in PACU by ; .

30"&'?(? pTime Received : 1‘),00?/"\ ............ Time DISCharged : ............oovvvvvr.

Anaesthesiologist Name :

§5g P it L gig IV Cannula Site : @ﬁim
4
w 230 230 | [] 0, Mask [C] Nasal Prongs
é gfg gfg (] Tracheostomy [ T-Piece
® 200 200 | CJ Oral Airway ] Nasal Airway
E 190 190
80 180
S :70 170 Vomiting : [ Yes, LNo Drug: T e i T
S 16 160 ) —
B 0 150 | NG Tube: Ol Yes o
140 140 | Drain: []Yes [
¥ 130 130 s [ ¥es. LMo
A 120 120 | Urinary Catheter: [] Yes V}No
5 110
) :1138 A 1444 P4/ 100 Chest Tube: [1Yes [+fio
90 =i —
& = a0 Nil Oral [ Yes /No
. | wruies: w/
& =0 50 | oral Feeds: d&s o
40 40
30 30
v 20 [ B, 4 B 7 20
10 -V 10
0 | 0
SPO, |
MINUTES
POST ANAESTHESIA SCORE IN ouT SCORING INTERPRETATION
(Modified Aldrete Score) 30 | 60 | 90
Abl o move 2 extortes :3132{:2 e 1 ACTIVITY | 2|2 o7 o A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 Discharge
Able to deep breathe & cough freely = ?
D fimited breathin = RESPIRATION
Aﬁﬁa‘lﬂa i =0 o o i Exceptions to this, are to be explained in the
BP = 20 of Pre Anaesthetic leve =2 space below by the Discharging Physician:
BP = 20-50 of Pre Anaesthetic | =1  CIRCULATION
e = NNU| 2|2
ﬁ”"“:;'é?a'"’ I =$ CONSCIOUSNESS P
roi on callin =
Nmurespondmg ¢ =0 1L 7 1L
Pink =2
Pale, dusky, blotchy, jaundiced, oth =1 COLOR
Cyano;:ky y, jaundiced, other =1 Q/ '% w 2
TOTAL 0‘ [0 10 [\0
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
¢
%5104 (|2 Fop O N/ @
30bj26 100N |  p o NIL é
)
bk " FoPM| 0 NI &
[
/524 0P o NI ﬁ
Pain Tool Used: | NPASS [ FLACC [WongBaker “INPS 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
AN@esthesiologist SIGNALUIE:  —.........ooooooooosossersosesseses e, Y MiEEEoks ey tons
€. Prior to pain reliving intervention
Date & Time: d With in 30-60 minutes after pain relief intervention
PACU Nurse Name 5‘W Transferred to Unit by (PACU): _
PACU Nurse Signature: Date & Time:___. 9045“‘/26 @ f 9 ?0{9 f"\
Date & Time: ?ﬁ/
—— ————— R — -
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EPIDURAL ANALGESIA RECORD

.
Rainbow® ) e
Children’s ‘Blrtthght

Hospital BY RAINBOW HOSFITALS

It takes & kot to treat the little. Your Right to a Safle Delivery

DALE: ..ot Time: ............ reereeeneas P rocédure done by

CSE /Spinal /Epidural

Depth: ......

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

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

R L L T T N N T R RS TR RIS

] r (S * ¥

Solution COMPOSHION & ......uueuiieeicsirctrecenieneeresrnesssressssinrissessssesserssssessane O V0 SN SOV S N -

Any other issues :

Infusion Rate
(ml/hr)

Bolus (ml)

Level
Left Right

Maternal

BP | Pulse

Comments

—

Delivery Details :

111 (1SR APGAR: ..o SVD / Instrumental / LSCS (if LSCS Details)

Catheter Removed by and Tip INSPECIRE 1 .c.vvereevecereericeeere s sceenere s raseervsssssssssssssrsbersnsssassersanessassersrnosens ettt assaas

PAlIENE SAHSIACHION © veeerieeiece e s e et r s es s easestaat st sa s aas e etmme e scm se e eameememeeeaeemesemseneraresreeeraraasrerersesnrateerresnes

Discharge /Shifting ordered by

DOCIOr SIGRAUIE: vvvvvvvirreirieisirrssrerssesisassesseressesensesesssmessees
DOCIOT NAMIE: oot ssiancss s ssranesesssrsresessensanesas

DAt AN TIM & creereeeeeeee e e remreeeeeeeeemeemreeseresesessevarsrreseeressans

*
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PATIENT TRANSFER FORM

\%

R b
el ’ .Burtth ght

Hospital BY RAINBOW HOSPITALS

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

Patient Name & UHID No.

HNH-DDD15653 1P26-00006465
Master VEDA SHOURYA

28-06-2010 18Y11M2D (M)
[~ Dr, JYOTI BOTHRA

AUl

0. Samey

Date & Time of Admission Date & Time of Transfer Order
30/5)26 . 199 AN\ | % f5/26 @ 12 TOPM
Transfer Ordered by Reason for Transfer

phrat/on

From Unit

o7

To Unit

Ml

Information to Attendant

Yes 4+ No[ |

Number of Sheets in Clinical File

Number of Imaging Films

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

Yes A~ No[ ]
If yes, what 7
Medications / Consumables / Surgicals / Hand over
Sl.No. ltem Name Quantity
1k
2,
3.
4.
5.
Shifting Summary / Notes Written by Doctor : YM No[ |

qudtps o

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

0% Sp/y

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




P/:cNT TRANSFER FORM

Y

Rainbow® . "
Children’s (L BirthRight
Hos pita[ . BY RAINBOW HOSPITALS
It takes 8 lot to treat the litte. Your Right to a Safe Delivery

— Maste, VEDA "2"0000“65
— 28062079 TOURYA

1
Or. JYOM Boryga T 1TM2D gy

dmm

Date & Time of Admission

2/s/r6 O

Date & Time of Transfer Order

3/s5)14 ©

Treating Consultant Name Transfer Ordered by Reason for Transfer
) ¢
Pn gvaﬂmj D ~ssiom
From Unit To Unit Information to Attendant
Yi No| |
e 07 es\J—  No[ ]

Number of Sheets in Clinical File

Q2

Number of Imaging Films

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

Yedli—  No[]
If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. ltem Name Quantity
1
2
3.
4,
5.

Shifting Summary / Notes Written by Doctor :

Yes[ ] No[ |

@"’)’ 1""

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

Vv, 8795)1 ‘W/

Patient & Clinical Records Received by :

S

Date & Time of Patient Received : 7@/ 6"‘/% @ L1500 41~

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




Rainbow® A

CONSENT FORM FOR GENERAL / Children’s .BirthRight"

Hos pita| BY RAINBOW HOSPITALS
REG'ONAL ANAESTHESIA/ 1t takes a lot to treat the littie. Your Right to a Safe Delivery
MONITORED ANESTHESIA CARE
HNH-00015653 1P26-00006465
Master VEDA SHOURYA /
Patient Name :or. syom sorea® T ¥2% M0 s AGE: ..co.............. Gender : Male Z Female O]

vovo I,

Anaesthesiologist : ’9“ . &/ﬂ"’“‘ dpa

Operative procedure planned : ............ 477 % “‘7‘(: ...................................................................................................

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 [ Renal failure
" [0 Hepatic disorders O Shock I Multiple organ failure [ Polytrauma / Renal Tubular Aacidosis
i.] Incapacitating Cronic Obstructive Pulmonary Disease

rs: OVWM@MM—?« .................................................................................................................
COMIMEBIES : ...ttt es e84 R s st
* Doctor to dﬁcument in medical record also if necessary (Cross-out if not applicable)
DECLARATION BY PATIENT / GUARDIAN / PROXY

| hereby authorize Rainbow Hospital & its authorized doctors to perform wupon me / my patient
............................................................. the above mentioned operation / Diagnostic / Therapeutic procedures

" | authorize and give consent for anaesthesia ( gional / O General Anesthesia /},Monnﬁred 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 Q,N/
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

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

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

Patient / Patient Attendant, Witness :
Signature : ............. \)‘W ..............................

Name : l\[.g?vl\l 77 SO

Relationship with Patient: .....\.. Qﬂqza} ................

Date & Time : .............. {: l‘l( ............ C\]"[O\{,{&’“

SIIRERIIR © sicoivccsiiniiossobidssiuige roncsssinissssssissnisiiss Za &
Name : 54 /ﬁ'



Rainbow® L
INFORMED CONSENT FOR SURGERY OR ~ Childrens ‘gggmggm
SPECIAL PRNCEDNIIRF A gt
— N 00015653 IP26-00008465 i
Patient Name:...gﬁgﬁf :T:E‘;R::mzo M s Gender: N,Ma‘le/tvl Female Age: ... I 5r ....... e
Ry (111111111 ous: B0/5126....

Instruction:

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

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

I'have been advised of the benefits and reason of the procedure(s) as indicated by the clinical observations anmnostics
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 likelinood of success or outcomes. My questions regarding the condition,
the proposed surgery and the outcome have been answered to my satisfaction prior to signing this form by the surgeon.

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

I have been explained that the following complications though rare are possible and will not hold Surgeon, Anesthesiologist or
the hospital staff responsible for any untoward 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
with the risks, benefits and other information.

3. Ihavehadachance 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 qgi;edure. 1/{
Name of the Doctor who is performing the Surgery / Procedure: .24 .52 o

Consentee : Patient Akendant :

SIgNAtUre : .....c.ooeeveeeieeee e Signature : ................

NBITIE % i issassinuinipansiihonssssnisasin s ssussvasaisasnsnsins Name : \l.ﬁ

DA & TIBE e riveilsinsimsansimrnisnymimivsomisitises i Relationship with Patient: .....A% o 5 b 5
DB & TURE st

Witness :

Doctor (who is taki

t t):
Signature : "T“*’/I\{ .............................. '\‘iﬂse“)
B s SIGNALUNE © oo B e
Name : }_W}\W """"" Name : YB( CQ(CA'( ........ T&V}“QM ........
LD B TIE J ccviiniscninvisssnas cuimmmmusniamssisomansinssnnivs

Date & Time : RN .cE-3 - P@N b s fr fresA -
Docu. No. : RCH /FRM / CLINICAL / 027 3D‘ wa ) 1ot Fohtet -
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Patient's Name, : , ..... 4 (:«Oqﬂ\ ...... ()L—DL\?LC?/ Q’\M¥> ...... Age:..lS. l.1 nk Gendey@‘@ | (] Female

Date : ....3.00.. S_b-f'»‘ me of Arrival : . .1 LSOD.....

Allergies;rﬂ’mo [1Yes [ Food [ Medications [] Blood Transfusion [] Other (SPECIfy): ......ccooeeeeueeemeermueneeienesiesesennns ] Not known
Source of Information: ] Parents  [T] OIS (SPECITY) ...cvevueveriieiiieireieinriicrese e s ests st tssessesse s besbesessssas s essesae et aes e srsa s s sasssnssresessenssarssnnaee
Mode of Arrival : /Aﬁulatory [C1 Wheelchair D Ambulance
Initial Vital Signs: Temp: 9. 20— PR:. ?ﬁﬂn BP: lL&-f b3 45?3% $p0,: \.OG/ -
Chief COMPIAINtS: ........ .%o 0. S0 O (Ra T YN S
INITIAL PHYSIOLOGICAL CATEGORIZATION /;IT/IA& PHYSIOLOGICAL STATUS
Appearance Work of Breathing Stable
Normal _ A Normal O Increased O Unstable :
O Sick Looking Circulation / Colour [] Decreased [ Gasping/Apnea [ Not — Life - Threatening
/ZN/ormaI [J Abnormal [ Bleeding O] Life ~Threatening
Triage Classification CTAS
(] Level1: Resuscitation (1 Immediate
[] Level2: EMERGENT : Life or limb threatening [ < 15min
] Level 3: URGENT : Significant iliness / injury with potential to become life or limb threatening ] 30min
Level 4: LESS URGENT : Significant illness but not life threatening Tl 60 min
7] Level5: NON - URGENT : May receive care when convenient [ 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 : .......occovevranne.

Communicable Disease Triage Screening

PART A. The following questions should be asked to all PART C. A positive communicable disease triage screening is
patients at the initial screening: considered for any patient who meets one of the two
1. Have you had fever (elevated temperature) in the past2 [ !Yesyﬂﬁ e L
weeks [C] Any patient with Fever / Rash / Vesicles / Discharge from Eyes
2. Have you had cough or a rash in the past 2 weeks [l Yes )Z’No ad Uouph

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

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

PART B. For patients reporting fever and respiratory/rash

symptoms: [ Not applicable PART D. ACTION / INTERVENTION: (for positive suspected
1. Have you travelled outside the INDIA? or had close []Yes ‘/ﬁ communicable disease triage screening)
conct wqh sowone who has ;ecemly travelled outside 1 Patients should be immediately isolated in a negative pressure
the INDIA, in the past two weeks? room or a single room (as appropriate) for pending evaluation.
16925, StBLOLABKBON: wc.ccocmmrrnsssmssssssmsssamsosiossinssoseos / [1 The patient should be given a surgical mask immediately, if not
2. Are your parents / close contacts at home is/a healthcare | |Yes I No already wearing one.
workfsr? {pleage encnrcle_ i choices} (e..g., niig, [1 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 resplratory or rash diseas L

Name 0f Triage NUPSE : ....ceueicseesfrrmssslFecesmnusesuseissefinnasivsnins Signature of Triage Nurse : ............ G 2AL «g_ .......

Date & Time : ... _Z.z.z./.. /é 2.5 20mm)

Docu. No. : RCH /FRM / CLINICAL / 085
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Nurianvu (NITIAL ASSESSMENT IN EMERGENCY ROOM

Date : 3@!5/3—@ Time of arrival : ... 156D

Chief Complaints: e B R 80 Ff ....... LQOU»\J ............................... RBS: oo
Height : ..........c....... Weight : E&I<EG. BMI: ................. Head Circumference (<2 YBAS) .
Allergies: [1Yes ~~No [ Medications [ Blood Transfusion L Fpod B O mrismmrmsimsmies
I YBS | HABMETY ©..eceeeceeeeee ettt et a s e e b esees e e es e s e s e sesaesesaenessenese s eaeeetesanan
Pain Screening: Yeszﬂ IF'Yes, Pain'Seore: ..o Pain Tool Used: T N Pass ' FLACC ' Wong Baker
[
: "1 Character ....... o\ \pf ..... "I Location ..... 0|2 [ Frequency ....... N\ﬂ ..... O Duration ...... ).
RISK FOR FALL: Functional Screening:/E/No Abnormalities Detected
L1 If patient is < 6 years [ Mobility Problem
tick below fall risk intervention directly 1 Walking Problem
J KPanentthm b> |6 yearsam : _|  Developmental Delay
ssess the below parameters . .
[]
History of Falling: within past 3 months []Yes E/Nﬁ MUselesxaletel Congeriil Abnarmaly
Ambulatory Aids: ‘ Inform consultant for positive criteria
¢ Wheelchair [JYes [No
 Uses fumiture for support ] Yes /D No | s
Gait/Transferring: e
* sk e —Yes LANO | Nupitional Screening: Ao Abnormales Detected
* Weak []Yes [ANo .
: L1 Underweight
™ | ° Impaired CYes [ANo O 0 bt
Mental Status: Forgets limitations [ 1Yes E/No - Verweig
[l Feeding Problem
::F ;I;S I:::RtANY (t:.ATEGORY = RISK FOR FALLING 1 Special diet
all Risk Intervention: : .
] Escort while ambulating Skl ey method
] Assist Patient Inform consultant for positive criteria
Educate patient and family on fall precautions/prevention

Psychological Screening: -7 No Significant Findings

Unusual concerns about patient's Psychological Status: [ YeS/@/No

If Yes Consultant Notified: ............ T CDRIEITIMBY. v ovisits cvsnmmnmie SR

Social History: Lives With .............cc.c.....; A mﬂ.(.l;ﬂ ...................................................................................................
Siblings in household/\%es [ ] No (ifyesHow Many?) IO MO A g\&f{@ .................
Time of Initial assessment completed by ER Nurse : .............. I 27~V S

Docu. No. : RCH /FRM / CLINICAL / 120 (P.T.0.)
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rsing Notes (Including Labs / Medications / Other Care): Dr. JYOTI BOTHRA .
e —— T
| Tirrle I 7 Nursing Notes

(S | — = — =
Samples collected by: Time:
Samples sent by : % o Time: AHEHA™.
Medication given in ER:
%ﬁ%i | Medicgtio_n | _ Route | Dosage &_ Instruction_s _ 'E{ggr ‘ ggﬁ
| o
Condition of patient at time of shift - out : Details of Shift - out
HR: ‘7'?5““ BP: CFT: ?'/Of/c" Shift - out from ER10: ... 7o
! ‘ ne/s
i (' """ / """""""" SPO; ... L0" A e Time of Shift - out: [0!‘306\(\/\ .......................
GCS:.. <. [.. (2. Temperature : 2 F
e £ 22 | HAROVE, GBI 10, s cvissisesisansmsissssiesim
Pain Score: .>X. ... ' (Nurse’s Name)
Repeat RBS (if applicable): ...........cccoevurerrerrvenrersinrsenes
Tick as applicable: = MLC CJLAMA C'BROUGHT DEAD
Procedures done with details (if @NY): ..o b e n s a e an
Name of the Nurse : g:)\ 7 e }\/R\'— ..................... Signature of the Nurse :

Date & Time :.26./.5°. /. 24.. 2.2 20w
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|
!
Patient Name . _::ﬁ::-::f%?: 0w RYIqu-oooauss —_
Patient IDi#
: "e " ||||“||||||||||||[|||||||H||l||||[|
Consultant .

Final Diagnosis -
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Pediatric Multiorgan History & Physical Examination

Name : Age/Sex

Informant Reliability

Chief Presenting Complaints & Duration (Chronologically):

et Grznaé.}zatj,ub(_u_gwdd_f
it

History of present illness :

[/" &za 1l ﬁ(;’ﬂ CepdL Qucta £ JL(_}[ elhuu )
\/ / v

Az/( 5 giotonf mManvtyenind
& &/

/ gfx(}ff.;f'run &7 wuzdd )
X IS g L /A ° 5
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Dr, JYOTI BOTHRA

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

(M)

Birth & Neonatal History :

Birth & Socio Economic History :

About Father :

About Mother :

Any additional Information :

Developmental History :

Immunization History :

“ 3
/mnwacr/Q Wﬂﬁ e G rra




Pediatric Multiorgan History & Physical Examination

Anthropometry
Head Circum (cms) (Centile ) Height (cm) : (Centile
Weight (kgs)__ S &/, (Centle )

On ExamlnaGtm g G
, AL .
Temperature : _M._»-._ Pulse Rate: Description

B.P [1¥ /67'~\~\/}« SPO2 997, at _AA

Resp. rate and type of breathing :

Rash

/
Lymphadenopathy f/ oV

Oedema :

Respiratory system :

Inspection (any s/o distress) :

Air entry & breath sounds : [SACED clio

Any addes sounds :

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

Cardiovasclular System :

Inspection of procordium :

Heart Sounds : -./., Ik L &

Any murmur :

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

Per Abdomen :

Inspection

Palpation : (_ﬂi/ L Ng

Ausculation :

Spine: External Genitelia :

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




Pediatric Multiorgan History & Physical Examination

Central Nervous System :

Level of Consciousness : AVPU/GCS Score :

Cranial Nerves :

HNH-00015853

28-06-2010

1P26-00006465
Master VEDA SHOURYA

15Y11M2D

Dr. JYOTI BOTHRA

AU

(M)

Motor System :

Nutrition :

Tone :

Power

Co-ordinator :

Posture :

\

Involuntary Movements :

\

Reflexes :

DTR

Plantars

NI

Superficials :

Sensory System :

Bladder / Bowel :

Clinical Summary & Diagnostic :

Qar\wﬁﬂ C Py ef-
i

Ovies /a(q(,/r I ndd F
(o

A

&ga‘./mz, %’W

AL
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Preventive aspects of the treatment : m , ” ,' ” ” "mm "" mmm m

Desired goals of the treatment :

Planned Labs : Planned Management :

74 (op 9«556 Dore 1%6-'/%\ P4 C
, C§2R C ISP

ey AW
kel D (b Lo all mengegaranl

- U
f &zc&f;‘aﬂ % %{’% )
|

L T % X

Please fill up the followi g‘ details
1. Name of the Referring Doctor : * 2

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




