HNH-00018017 "z

1P26-00006681

T Chitdren's ‘BirthRig ht
i nosRial. | L

SURGERY DETAILS

Gender: .......... Mode Ward: ... 0. =% UHID No.: . Hn{H 200061601 1

/ D>( Dl 000063 |
Date of Surgery: ................. QCI/A ........... "0T-1 [OT-2 []0T-3 []OT-4 J0OBGOT-1 []OBGOT-2

Name of the SUFGery : ... S SN v 1‘“\( \’\M‘( AT e T o) § 1"\*—*

NAME AMOUNT

1. Surgeon DYVULLK‘H”\(%UHW)Q ..................................................
2. Anaesthetist CD{&QW/D%M[(M ..................................................

3. ASSISTANT SUMGBON & coeeeieec ettt essn s seisese deeeseseeseseessea s et ea s s s e ene e

4. 0T Technician @(”A"’U?ﬂi .......................................................................
5. Circulating Nurse &*MWM&M ..................................................

6. Assistant Nurse &“&W\Aﬂ*\ .........................................................................

Special Equipment: [ Laparascopy (] Broncoscope [ Harmonic 1 Morcelator
L] C-ARM [] Cystoscopy ] Versa Point 1 Liver Cusa
_| Neuro Cusa L] Others ...

Signature oﬁ %ﬁ Signzgg)f Circﬁgng Nurse

o4

Order No: %WEOOQMOQE-Z Order by: é@ﬂ/dtf . 2@]6@(5@1&4/%
Docu. No. : RCH /FRM / GENERAL / 114 CGH fd  chuwd )
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HNH-00018017 1P26-00006681

Master 8.VEDANTH REDDY (! @J - % ®

o e sunsan vaaans " Uhﬁf @% h e Children's | & BirthRight

T CONSUMABLES OF 0T 'ospial_ | @mmeree
Circulating staff : CKQA-{MV\\ ..... Technician : m7nd .................. 07 I R 1T11 R

Anaesthesia Disposables ‘m“m“ usea | SUrgical Disposables I“MQ" " i Disposables (Baby Side) .....Qwu...
ET tube Major-Pask— (¢ 1oy ﬂnﬂ 10 | Inivitk
LMA Sutures _ Cord Clamp
ECG leads : A/®/ N 3, 920R . 9A9i5 (r WM Suction Catheter
HME filter : A/P/N K 7 ' Feeding Tube
Syringes : 10 cc | Vaccum Suction Set
05 cc ~ | cloves Caidy 6, bl |04 Surgical Gloves
02 cc o/f ' i ’ Gauze Pack
01cc B /| Syringe 1ml/2ml
Cautery plate : A/P /N Surgical blade 1~ @ || Surgical Blade # 20
IV set NG tube o Koochies (S)
RL Cautery pencil /6]
n NS : 10ml/ 100ml / 500mi / 1000ml Koochies
) ( L @ | Ointments
- P Y o1 | Suction Catheter
Fentanyl /0% | Cap, Mask aHa
Morphine N Gauze Pack T}l (W) 92
Ketamine Mop Pack @k -]
Propofol Steristrip
Rocuronium Underpad
Glycopyrolate Draw sheet
Myopyrolate Abgel
Ondansetron Foleys catheter
Reacan-28y/ Spinal Needle 22 0o QA//Urobag
Bupivacaine 0.25% " | Chest Drainage Catheter
Bupivacaine 0.25%(Heavy) Romodrain bag
Antibiotics Bandage
~ Tegaderm
Suppositories loban
Anamol : 80mg / 250mg /170 mg Double J Stent
Supridol : 100mg Vaccum Suction set
Justin : 125408+ 25mg / 100mg [k, Plastic Bed Sheet o
Tab. Misoprost : 200mg Betadine Solution 8)
Microshield &)
Cotton Balls
Latex Gloves 106
Ramdione Scrub '
Saral

z:;ZfT\JHo B QXD&O%?OEL/ ;2?21252 esmloglsit.m Ordered by : ... Q@ &ﬁ&}% &Qé/&ﬁ OT;;;;H;W

Doc. No. : RCH/ FRM / GENERAL / 125
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Rainbow :
Children's
Haspital

inbow

MRN

Age [ Sex
Adm/Reg DatefTime
Order Date
Visit ID

Patlent Address

Rainbow Childrens Hospital-Himayatnagar

Qirthi 3 Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
flal

quarters road AP State Houslng Board Himayatnagar ,Hyderabad ,

Telangana, INDIA 500029,

040-48873000, info@rainbowhospitals.in

ELECTRONIC MEDICINE PRESCRIPTION

HNH-00016017 Name
3YG6M 12D/ Male Doctor
20/06/2026 09:29 Payor
29/0612026 13:32 Orderaumber
IP26-000065681 Ward/Bed Ne

TR

* Master S8, VEDANTH REDDY

* MUKTA SUBHASH WAGHMARE

: STAR HEALTH AND ALLIED INSURANCE CO LTD
* 26-0000209206

. 4F -OT / PRE/POST-422
KACHIGUDA CHAPPAL BAZAR HYD H:NO3-2-756, Kachiguda, Hyderabad, Telangana, INDIA, 500027

* This docume,

Nota

* This pruscrirt[on is valid only for specified duration.

* Do not refill;

Printed DatefT

mediclnes.

fimo  29/06/2026 14:09

Printed By BODIGADDA KARUNA

ntis just for reference purpose only. Not to be considered as primary report.

S.No Dgscrlptlon Generlc Namo Dosage Route ] Frequoncy Duratlon Instruction Qty Status
1 ?&?&Rg; ENCIL 1Nos External / Once Daly 1Days 1 Nos Craered
j 2 DSYRINGE; 10ML (NIPRO) SYRINGE 10MY 1 Nos External / Once Daly 1 Days 1 Nos Ordered
3 |VICRYL RAMDE 5.0 9msw | VICRYL RAPIDES- 1Nos 1 Once Dally 1Days 1Mos|  Orcerea
4 SURGEONS CAP SURGEONS CAP 1 Cap Oral I Once Daily 1Days 10 Cap Ordered
GAUZE 7.8X7.5 12 PLY {5 GAUZE 7.5X71.512PLY 5
5 NOS)NON XRAY NOS 1Neos External f Once Daly 1Days 2 Nes Ordered
[+ Encere Migroplic gloves-5.5 1Nos 1 Once Daily 1 Days 1 Nas Ordered
ENCORE MICROPTIC !
7 \oLovesdpe 1Nos / Onea Daily 1 Days tNos|  Orderen
SPINAL NEEDLE PED 22 G .
B {(VYGON-§183,57) SPINAL NEEDLE 22G 1 Nes { Once Daily 1lays 1 Nas Ordesed
g ECG EL%CTRODES {PAED) |ELECTRODES PED 1 Nos External / Once Dally 1 Gays 3 Nos Ordered
NITRILE gXAMINATION
i0 GLOVES P F- MEDIUM 1 Nos Extemal f Cnce Dady 1BDays 10 Nos Ordered
t1 SLIRGICA]. BLADE 15 SURGICAL BLADE 15 1 Nos Extarnal f Once Dady 1 Days 1 Nos QOrdorad
12 ?af:‘c:m?sp SOLUTIONS — 1 Once Daly 1 Days 1Nos|  Ordorod
13 gfgﬁ?:r ;”RG'CN' KIt 1 Nos { Once Daily 1 Days 1 Nas Ordered
O 14 |VICRYL 4.0 NW 2305 VICRYL 4-0 NW 2305 1Nos { Onca Raily 1 Days 1 Nos Ordered
UNDERPRDS 60X20
15 BUTTERALY 1 Nos External f 10 AM 1 Days 1 Nos Ordered
16 :&V:V:{A 2 SOLUTION 10% 1Mos 4 Once Daily 1 Days 1Nos Ordared
RELIFAR;\(PARACETAMOL) .
17 1000MG J00ML BOTTLE 1Nos 1 Onca Daily 1 Days 1 Nos COrdered
!
18 DSVRIN?E SML.INEPRO) SYRINGE SML 1 Nos External / Once Daily 1 Days 1 Nos Ordered
I
19 DSYRINGS 2,5ML{NIPRO}) SYRINGE 2ML 1 Nos External { Once Daily 1 Days 1 Nos Ordered
MUKTA SUBHASH WAGHMARE

Reg No : 08964

Page 1 of 1
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Rainbow Childrens Hospital-Himayatnagar

Rainbow
Children's ” . . , . .
. Brthe Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
Hospital . P [ 7, opp
Rainbow quarters road AP Staie Mousing Board Himayatnagar ,Hyderabad ,
~ Telangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.in
ELECTRONIC MEDICINE PRESCRIPTION

MRN : HNH-00016017 Name : Master S.VEDANTH REDDY
Age | Sex r3YEM12D/ Male Doctor 1 MUKTA SUBHASH WAGHMARE
Adm/Reg Date/Time 1 209/06/2026 09:29 Payor : STAR HEALTH AND ALLIED INSURANCE CO LTD
Order Date : 29/06/2026 13:32 Ordernumber @ 26-0000209207
Visit ID : 1P26-00006681 Ward/Bed No : 4F -OT/ PRE/POST-422
Patient Address : KACHIGUDA CHAPPAL BAZAR HYD H:NO3-2-756, Kachiguda, Hyderabad, Telangana, INDIA, 500027

S.No Description Generic Name Dosage Route / Frequency Duration Instruction Qty 1 status

1 |EACE MASKSLAYER - FACE MASK3LAYER |1 Nos External / Once Daily 1 Days 10 Nos| Dispensed

MUKTA SUBHASH WAGHMARE

Reg No : 08964

* This document is jus! 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 : 29/06/2026 14:08 O Printed By--BODIGADDA KARUNA o Page 1 of1
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? ;i Rainbow . o a i
. Children’s B BirthRight
Hospital . BY RAINBOW HOSPITALS
| Your Right to a Safe Detivery
DISCHARGE SUMMARY
Name Master S.VEDANTH REDDY UHID HNH-00016017
Father/Guardian Mr S.DATHU REDDY Age/Gender 3Y6M12 D/ Male
KACHIGUDA CHAPPAL BAZAR HYD H:NO3-2-756, Kachiguda, Hyderabad, Telangana, INDIA,
Address
500027
IP No IP26-00006681 Admission Date 29-06-2026
Ref Doctor Self.

Discharge Date  30.06.2026

Consultant

Dr. MUKTA SUBHASH WAGHMARE

MBBS, DNB (Gen Surg), MCH (Pead Surg), FMAS
CONSULTANT PEDIATRIC SURGEON

Reg No: 08964

DIAGNOSIS ICD CODE
LEFT HYDROCELE

Procedure : LEFT HIGH LIGATION OF SAC DONE ON 29.06.2026.

History: Master S.VEDANTH REDDY, 3 Y 6 M 12 D child presented with
complain of swelling on left scrotum since 1 month and known case of left
hydrocele planed for surgical correction. 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 110 /min 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: 14.53 kilo grams.

Investigations: Enclosed reports.

EANJARA HILLS

@ 1800 2122

@ www.rainbowhospitals.in
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Name Master S.VEDANTH REDDY | UHID HNH-00016017

IP No {P26-00006681 Admission Date 29-06-2026

Procedure : LEFT HIGH LIGATION OF SAC DONE ON 29.06.2026.

Surgery Notes:

* Left inguinal incision taken.

* External oblique aponeurosis opened.

* Sac thin, separated from cord.

* Sac divided ,ligated proximally and excised distally.
* Wound closed in layers.

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.

Adyvice:

* Diet as advised.

* Remove dressing at home on Thursday on 02.07.2026

* T Bact ointment for local application twice daily for 5 days.
* Syrup. Ibugesic 5ml, twice daily for 2 days

Fever Management

* Syrup. Crocin DS (Paracetamol - 5mi/240mg) 4 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. MUKTA SUBHASH WAGHMARE after 2 weeks 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
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 I
acknowledge.

2/3
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Rainbow”

' Children’s Blrtthght
i Hos p|ta| BY RAINBOW HOSPITALS
Your Rrx t to a Safe Delivery
Name - - Master S.VEDANTH REDDY  UHID HNH-00016017

IP No IP26-00006681 Admission Date 29-06-2026

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

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

Registrar/Resident/C.M.O '

Consultant

Dr. MUKTA SUBHASH WAGHMARE

MBBS, DNB (Gen Surg), MCH (Pead Surg), FMAS
CONSULTANT PEDIATRIC SURGEON

Reg No: 08964

O 1800 2122 @ www.rainbowhospitals.in




Ref.ﬁno. F/IN/PRI0
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Patient Name ©___——— ||||II|I|ll|||||III||IIIIIIIIIIIIIIll

]-l]Janent 1D# - ///’
('_‘,onsuﬁam . —//-
Final DiagnOSiS L ///




Pediatric Multiorgan History & Physical Examination

Name : Age/Sex
Informant Reliability
Chief Presenting Complaints & Duration (Chronologically)
=) g/o : 4Ndﬂxr\q O 19 N
K/ (/a u_xﬁ« ple el Jo '
or Y

History of present illness :

£ ﬁAl/J /mcudf—w it hjo I{/t’/{) \_@épcﬁouﬂ

lfama. /af ALLU’;/‘&J Loiree flom

~ ha)l a/le DWNJAJ”“‘

— Mo hfo bowe] {/é/ao(cﬂr.o&;lulw.

— Ao Mo juor - toeghs ,ra/{/‘.
r / / (4 '

,-_/\ﬂ h/o V()m;'/b;; //00/\44"[00,&,




Pediatric Multiorgan History & Physical Examination

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

Birth & Neonatal History :

Birth & Socio Economic History :

About Father :

About Mother : ‘A /a /* d/;) Vf#

Any additional Information :

Developmental History :

Aﬂpm/)v fa /C-‘

Immunization History :

Up fvttld,lﬂ ‘




Pediatric Multiorgan History & Physical Examination

Anthropometry

Head Circum (cms) (Centile __ )Height(cm): ___ (Centile
Weight (kgs)___ 4" S 3/53 (Centle )

On Examination :

Temperature : 74}0\-&' Pulse Rate: I 0/ il Description

B.P spo2__a$/. RA at

Resp. rate and type of breathing

@) Lydoecs

Rash

Lymphadenopathy

Oedema :

Respiratory system :

Inspection (any s/o distress) :

Air entry & breath sounds : ﬁ/ [ A NVAS @

Any addes sounds : A lo o Aols

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

Cardiovasclular System :

Inspection of procordium :

Heart Sounds : __A; Av_ /cF)
/

Any murmur : A ’r)

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

Per Abdomen :

Inspection

Palpation : '/S%UI-,/— /\fo"‘ {;(L‘M

Ausculation : Ll o g cnawvl;;_

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 :

/ T/«r

Motor System :

Nutrition :

Tone :

Power

Co-ordinator : @
B

Posture :

Involuntary Movements :

Reflexes :

DTR @

Plantars

Superficials :

Sensory System :

Bladder / Bowel : @

S—

Clinical Summary & Diagnostic :

()_bydiowete

{mm Jov

(o hiyb S [jgahon gsac




Pediatric Multiorgan History & Physical Examination

Preventive aspects of the treatment :

Desired goals of the treatment :

Planned Labs : Planned Management :
=) (8p whole =ty luccl
cannulation _— ,I:/om'-u[or /4l
7“3 fuubm

Y4 mf—aﬁuc/ _4pm

p——
.

N@«—c,.d B;} @1&)7:%

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 'ibeing referred

=l s 1130 A,
Doctor's Signature Name Date% [ Time . 30k :

DA\ —

=




ACTIVITY RECORD FOR BILLING

HNH-00018017
1P26-0000868
Master 8.VEDANTH REDDY i

Narm 17.42.2
2022 :vm
Dr. MUKTA SUBHAS, 12 ¢ M)

Rambow
Children’s
Hospital

It takes a lot to treat the little.

//

_

L\

Blrthnght

B\' RAIN Sﬂw HOSPI SPITALS
Your Ri ghl to a Safe Delvery

L T — Consuant; ——————
Date or Aurnmssiv.. . -Time : —=---=-cmmeue- Date of Discharge : --------===------ Time: -==---=----
Room / Bed No : -----------———- Ward : ----------m-me- Suggested Billable bed type : ------------=-----
WARD TRANSFERS
Date Time From To Signature of Nurse
:Lq'//&é (oL SAn Ep o7 _ gt
LU PY A VA2 (. 303% AT
Cross Consultation Visit
Doctors Name Date Order No. Signature
1.
2
3.
4.
B.
6.
T
8.
9.
10.

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




INVESTIGATIONS

Date

Investigations

Order No.

Sign

vhié |CRP

(65 70O

PBC Dore of PResip




MEDICI?L EQUIPMENT ( WARD & ICU)

Date

Name of
Equipment

Connecting
Time

Disconnecting
Time

Order No.

Signature

|




PROCEEDURE

Date

Proceedure

Quantity Order No.

Signature
A

/
WPleeemey/

D lons

="

ANY OTHER INFORMATION

Date Time: Prepared By :
Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
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CONSENT FORM FOR GENERAL / gﬁ‘a?é’_.?%".}’fs ‘EE:@R‘L‘Z&%‘L‘E
REGIONAL ANAESTHESIA / Hospital | ) oncre
MONITORED ANESTHESIA CARE

N Or, MUKTA SUBHASH WAGHMARE .......................................... Age : \7. ......... Gender : Maée/D/FBmale O
A e
Surgeon Name: .......

UHID
\
Anaesthesiologist : ................... E)’M A0

Operative procedure planned : @%Cﬁ%l!uﬁ’nQNOF&C ..................................................

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

General anaesfhesia 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.

O Heart disease O Hypertension [ Diabetes mellitus O Renal failure

- [ Hepatic disorders [0 Shock [ Multiple organ failure [ Polytrauma / Renal Tubular Aacidosis
I'ZI Incapacitating Cronic Obstructive Pulmonary Disease

L Ohers : . %(omhmrmm O PV ST <t
COMIMENLS ..ottt b b8R8 bbbt
* Doctor to document in medical record also if necessary (Cross-out if not applicable)
DECLARATION BY PATIENT / GUARDIAN / PROXY

| hereby authorize Rainbow Hospital & its authorized doctors to perform upon me /

..... 5 Neponm... 'Rﬁpj?*/ the bove mentioned operation / Diagnostic / Therapeutic procedures
Ahort . dosTion.. U S8 P TR

| authorize and give consent for anaesthesia ( egional / O General Anesthesia / D\W 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 PTO




| 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 injectibns, 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 O No

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 :

Relationship with Patient: ... 2044€7...........
Date & TimMe : ..29706-26 oo

Doctor (who is taking the consent) :

Witness :

Signature : .......... l%" ......................
Name: ............ m‘* ........ € '44[1

Date & Time : ........ 20{&(7 l(w@ﬁ’k&




INFORMED CONSENT FOR SURGERY OR s ‘BirthRight“

0000 Hospital BY RAINSOW HOSPITALS
S P E c IAI Hibilomibei iPae 6681 It takes a lot to treat the little. Your Righi\ﬁ a Safe Delivery
Master 8.VEDANTH REDDY

17-12:2022 3Yem12p

r. MUKTA SUBHASH wa

Zj:‘;“::ame Dm,",”,”"""""mmmifmﬁ i Gender: L] Male [ Female Age : %

.............. Date : Q»"H =
Instruction:

This consent form should be signed by Patient (If an adult 18 years or older) or by a parent/ guardian, if the patientis 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 thesperformance of the following operation (s) or procedure (s) (use no abbreviation/ Avoid technical terms)

I have been advised of the benefits and reason of the procedure(s) as indicated by the clinical observations and/ or diagnostics
performed. | recognized that the practice of medicine is as much an art as a science and therefore acknowledge that no
guarantees have been or can be made regarding the likelihood of success or outcomes. My questions regarding the condition,
the proposed surgery and the outcome have been answered to my satisfaction prior to signing this form by the surgeon.

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

| have been explained that the following complications though rare are possible and will not hold Surgeon, Anesthesiologist or
the hospital staff responsible for any untoward event thereof.

My signature on this form indicates that

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

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

3. Ihave had achanceto ask my surgeon questions.

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

5. lautharize the consent to the performance of the operation or procedure. W
Name of the Doctor who is performing the Surgery / Procedure: ..................... FD~ .........................................................

Consentee : Patient Attendant :

Signature : ..... £ Sigr{ature:......ﬁ)ﬁ_ ..........................................
Name : GEBOWI
Relationship with Patient: ... IR
Date & Time : 2?[6}[6/111{0/%"”
Doctor (who is takjngthe consent) :

SigRAtUre : .............

' Date & Time : M\‘O\u\\ﬁm

.t No. ; RCH /FRM / CLINICAL / 027
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R Bl N Children’s (4 BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER
Date

& Time Progress Notes Doctor's Order

el o 8¢ VR o

q’g\‘l‘_\\\
(ﬁ:‘zﬂ.
'// D ’)&—!/L YOLO"L\
: AR S0 N L VSl | A T
v U { —
A o Ltup’r\'\h, S M
I
Bloe— con -
\ ?ﬁ—wp...
DI =da— .
- — AV 1~ 5PD

Q!“ﬁ\_/ L

M=

- \

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




Patient Sticker

¥
Rainbow® ) .
Children’s ‘Bll’tthght

Hospital BY RAINBOW HOSPITALS
Tt takes & kot 1 treat the lrle. Your Right to a Sate Dellvery

PROGRESS NOTES AND DOCTOR'S ORDER

Date ,
& Time Progress Noles Doctor's Order
P } noa r_‘
- i ‘.l
L]
P
- -
- T R - . w
r - .
1,1 =
A -
’ A * ~
1 »ooan .
A
L]
3

Docu. No, : RCH /FRM / CLINICAL / 088
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HNH-00016017 1P26-00008681
Master 8.VEDANTH REDDY )
17-12-2022 3Y&M12D M) ]

Dr. MUKTA SUBHASH WAGHMAR|

Department o mnaestiesioony I[NNI~ hineraws ‘Bi”h"‘ghf

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Ht\//‘/ /50/?

PRE-ANAESTHETIC EVALUATION Hospital

1t takes a lot to treat the Imie
Name: V AKMN. / B AV 44

BP/CRT: e HR: o Weight l ;‘ ASA Physical Status: y/mz 03 04 O5
Laboratory Data: =
q HT“,/ GIUCOSE: oovvovevveerrccrenss PPOTBIN: e, HIVE oo XRAYIAR it bssnnssisnseinases
. UPeA: cvooeeeeeeecerencenene A et HBS AQ: .ocovvarrienens BORL )
wac. . 3000 Creat oo, TORIBHE o HOV: oo 2D EChO: e
Plate: 2;&3)0&“» TER oo rosmimmrmme iy 0]18 1 OO Blood group: .............. ' Stress/Anglo: .................
Pt Rnmneais T PO L1 Lo SR i SR [1]: 17 e e A
22 1 FE CaEF4 cnmmmmmsnme  AIKPNOS: iomnminaias Tcivausie i
INRE el dmesnars MR S ussimmmassussissnaser. VIBEO: sz ussccientesiinscos JBHisansrmrmmnenes
- Gl m ettt SGOT/SGPT: ..o A"ergies: N@ 4/
Medical History: ~ CVS: / '
RESP : ' : /11 7/ Diabetes :
CNS :

Renal *’70 W — Meeruon d N
Hepatic / GE : H/O UJUJI‘_/W(/ OYL@/\..( W W/ o Mm%twﬂy 2 o

Others : %‘) WWM UQMQ/{B}?D@V\M'{ I /‘J S

Past Anaeslhellc History: /\Jj

Physical Exam: wl / W -
Airway: P } 34 r Mouth Opening: &&g ), Mentohyoid Distance: %@ Neck: (&) Teeth: MCV
y ‘ B

Lungs : = ’ M

Heart: /

CNS: / 5 '
Pregnant: [IYes [INo l;{dﬁ/ Venous Access Site ”% AMMW Exam for regional : M/
/

Anaesthetic Planyﬁt{ ONAL (1 GA-ETT [ILMA 0
= A ¥
Peri-Operative Plan Explained to the Patient: }W/ o No W .

CURRENT MEDICATIONS DOSAGE Pre-Operative lnsiructmnsg‘m 25 M ]/ an
/\'p] = 1. DVT Prophylaxis : \L
- . Water / ORS 2 H
2. NILORAL<Z] - o WATEI

Others 6 Hour,
Informed Consentmm ~ High Risk C£L -

4. Post Operative Pain Management:/'ﬂ?scussed with Patient
5. Other Instructions: '

o
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Pre Induction Assessment:

ANAESTH ESIA CHART Hos pital BY RAINBOW HOSPITALS

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

Children’s .Blrtthght

Change in Patient Condition: [ Yes W Fasting Status: (} ' e‘l/'""'-’_"*

Physical Status: Vﬂatrent ldentmed Mnsent Present P/Chart Reviewed
J 1
R 2] PJCRT. @: $00.98]_opkn |RR 19]uin | LastFeed: >}
I
Pre-OP Diagnosis: . o eolele.......... ﬂ Operatm Lff L’-hq’; L

V) . -9ac Date : . 226 26....

v v ‘ e
Surgeon: %MQ"‘US&@}%QJBNM A@esthesmloglsm -2 o rinlfiy: Per Kechnician: —ooind.....
] TO | I +
aOfAiRO PM_ 3]y Y LY A AC 7Y 7K AL =Y
HALO /SO TSEVO ‘ Antibiotic
Dyugs:
Inj- dpaky iy :
v Suppositary
DH-Q Org IDicLOmRe
L 210 A /.;Nj
1V ﬁ’ﬂ
Blood Loss
FI0, / Sa0, D ] 1 e/ IDOL 1Y
ETCO, ﬁ 221 ) éi-—‘%& 2
ECG £ \ER Zp i
Temperature RL o [ :
Urine Output NOTES
e |
AN COMNA®
3
Bp 240
V Systolic 220
A Diastolic
X Mean 200
* Heart Rate 180
Tourniquet on Time
Tourniquet off Time 160
140
Throat Pack In
Throat Pack Out 120
100 3
A 7
0 = ¥
Ly A h Nl A LA LA Al A
40
20
10
0
ABG
LAB Values
[GRBs
ers
J=Fquipment Checked and Temp: Induction - Regional: .
Functlanal [ HME [] Fluid Warmer Ow ["1 Inhal Extremity Specify: .. C%dﬂ.’ ........ A
WIIm ] OH Warmer [ Pre 0, [ RSI ] Spinal ] Epidural \_;,efudal
Cuﬁ Sit #Hugger's 1 Cotton Wool [] Others DHRAIS: .. 0 i i saasspyau st e ias
Sne "] Other _ it @ .Lak)!,o_’
] Mask ] SGA Position: ...\ i hin et (o b AS——
GLea ] ) o = - -
mp Sit b\ Times: ] Airway ] Oral ] Nasal Site: . s '&*f‘
= FIO, Monitor Anaes Start: )12 S WERD. . ETT# oo - SR~ | Needle S|zec§ac-‘ .......... Depm:
i Mocitor op start.....). &+ m o1 Oral TiNasal O Cuff Parasthesia [1Yes L
U,)DR o ONiFetar OP End: ... a L 1 Tracheostomy (] Topical Catheter at skin .
apnugraph Leave OR }&"S«{ ’Fl’() I 7 Drisg N &Conc‘o &#h]?lmﬂmz
[T Ventilator Anaesthesia: [ Awake [ Direct Vision Bolus: P‘M.'
[ Nerve Stimulator O GA [ Video Laryngoscopy [ Stylette / Bougie 1 S s A, RS
ytumd Anaesthesia Care ] Fiberoptic Block Level:
PORBR e L~Regional Blade# ............... L T o
J'ﬂg:;ss”’e Points Checked DIFICUIY WHY? oo Comements: ..
Line (Size & Location) Transportation to
Eye Care: C1CVP: . . /' Bilat = BS 1 PACU oy [ Other
yint CTART: . ] Semi-Closed Circle Relaxant Reversed [ Yes [1No [INA
~| Tape .. RAL..on. ; [] Closed Gircle
] Padding - 2 O Otfier Name of the Dacmg)(m e
LI Awake Signature of the Do
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o WD Ill

Received in PACU by : ........

%
Rainbow”
Children’s
Hospital

It takes a lot to treat the iitte.

\

UNIT RECORD

\Q:..l.g..Pm

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Time Discharged g T

250 250 o - LL
s IV Cannula Site : ‘@7
% 230 230 ) ] 0,Mask Nasal Prongs
220 220 b
] 310 10 [ Tracheostomy [J T-Piece
9 200 200 | [ Oral Airway D Nasal Airway
= 190 180 :
a 180 180
8 170 170 | Vomiting : [ Yes {of, DRUES ccvsicvisisimmimmimmaraisascaisesais sosmsion
160 oo
B 150 150 | NG Tube:
v 10 140 | prain: O Yes ﬁ
A 130 130
120 120 | Urinary Catheter: (| Yes _#TNo
i 10 10
iz 100 = e 100 | Chest Tube: [
20 90 —
3 a0 Nil Oral | No
70, r
- 30(\ A & ;g 172 TV SO D S S
@ fg - ; i 50 0@l FEBAS: w.evvvvocvireiesiesissiisssssiesssesmsssssessiessisniins
40
%e’ s il <, I 30
20 20
10 10
0 0
SPO,
POST ANAESTHESIA SCORE MINUTES
(Modified Aldrete Score) IN 30 160 1 % out SCORING INTERPRETATION
Able to move 4 extremities voluntary or on command =2 e R .
Able to move 2 extremities \mlumar; or on command =1 ACTMVITY . ] 2 Z A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 ‘ 4= Discharge
Able to deep breathe & cough frealy =2
Dyspnea or imited breathing =1 RESPIRATION D || i) 2l : : by
Apngic =0 . 1 Exceptions to this, are to be explained in the
BP = 20 of Pre Anaesthetic leve =2 i i ician:
BP = 20-50 of Pre Anaesthetic leve =1 CIRCULATION 2 i 2 2 l space below by the Discharging Physician:
BP = 50 of Pre Anaesthetic leve = = |
Fully awake =2
Arousable on calli =1 CONSCIOUSNESS
le:'aspondinu e =0 é. - ’2___ Z_ 7
Pink -2 a—
Pale, dusky, blotehy, jaundiced, other =1 COLOR ) 1 2
Cyanotic =0 B L- L b
TOTAL q l 0 / 0
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature

946,

199 m

@

19\

1#m

Q

NoVT m e o
nmat

2
@

09ls

104 Py

Movzvmee/

(&)

2411,

| \o AN

¢
o

Mot dnaf

(.

Pain Tool llsed

I NPASS

] FLACC

1 NPS

) Wong Baker

Reassessment Frequency:

A

Anaesthesiologist Name :
Anaesthesiologist Signaturg/

Date & Time:

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

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

PRIBRIIMES, e

Transferred to Unit by (PACU): e,
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T
«1 wwunAL ANALGESIA RECORD

N

2.
Rainbow® ] I
Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS
Tt takes a lot to treat the litte. Your Right to & Safe Delivery

Discharge /Shifting ordered by
Doctor SIgRature; .....oieieimenerrsrrssesesrsesssesssssssssesnses
DOCIOr NAIMIE: ceeiiveiiiiiierevieseresssresrrsssseesosecsessessssrasssessnnessessens

Dale 800 TIMIB & e reeeceaeeesareeresnesnestesarsarsssessesenvans

Dafe: .o seeeenrecneraeneaes TIME: e Procedure domne DY .e.vvvceoveeerereercmereceeenrcnssesesssenessessesesessessessenes
CSE /Spinal /Epidural Position : ...cocciveeeees SPACE fvvverererrerarrerernonsensensens Technigue (LOR/LOS) ....cccovveevennee
D511 (1 KO Catheter at SKIN: oo esessesomseasenns BREMPLS e
Parasthesia : Yes/No if y8S detailS : ... ireverrer e seessesnssssisnassons Gunereressne e e et et na e s e e e nnebnes
Solution Composition : ‘ ...................
Any other issues :

B) trerrenerriaenise et st e R R R kR4S SR A4 PSR R BRI SE SRR 4B AT PR ORI R R R e AR AR PR R RS RS EAREEnAR ARt e e
D} 1ertietee e e e et bR e R R RS R eSS R R R R AR R e RS RRbER RS
Tie Iml;::?;;‘gam Bolus {mi) LenLe‘;:ilgm Bl:‘later:z:se FHR Comments l

T
T -
Delivery'Detalls : . Time ! .ovvvivonirennannne APGAR: MN ........... SVD / Instrumental / LSCS (if LSCS Details)
Catheter Removed by and Tip INSPECIEU & .vuvvvevernmrereimsnnirsinnneeanian et es R es RS RS bren ereeeetbe s rnersrs
Patient SAlISTACHION : 1ivvveiriiriiinimmimnnsrensi Firsss s seniasonsssasmssoressasrsrsasnessesesasesas st sesbessssesssbosesaenssessenes S




\%

: ‘ Rainbow’
‘Blrtthght Children’s
Sy |Hospital

OPERATION THEATER NOTES
v Vot
Patient's Name : . [ :ﬂtxgw LI GO 5 5iccnsvsnnennd GONABT | ccosurssvsvnsssins
UHID. e T A
Surgeon : Asst. Surgeon :
Anesthetist : OT Nurse :

Surgical Procedure :

(O Hueh Lpation of San
@ ‘LQNJWULQJL

Date : StartTime: || * G5 b EndTime: (5 U0 hn)
PRE-OPERATIVE PREPARATION : /

Indications for Surgery :

OPERATION NOTES: Add Trpuanad LnU'sCon

o 0 fernne C’f@)&.qu G\ED"PDV\@UWW Oa\bh‘qf

Lax — +Houn ; C,Q.ﬁm/\rf/\#—-c.ao o (’ﬂJ\rtQ
Laa b s.

oo Lioided  Qipeded  pvoxomediy

L excited dani L / (

WO nd Apigd O ﬂou[#a,vs

~ www.rainbowhospitals.in




POST - OPERATIVE ORDERS :

5(‘:1/{7 [%OCT%S?C ot 3D N;BCQQT
(
T— Bepest omx YA RD psdloy
(Jau\}jw Doty Ronnoved) U
Rl Newnt  mMonde /_(0:3
-

Consultant Surgeon's Name

Date : Qﬂl‘%}% ....... Time : ....... lr)—'”\/f??""“




SURGICAL
SAFETY CHECKLIST

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

Anaesthetist : ........... \FD\ Sat ...

Serub NUrse : ... % X

! Surgeon : ...... ) ....... \/Dr‘zutﬂd’ﬁ : . 17-12-2022

HNH-00018017
Master 8.VEDANTH REDDY

Dr. MUKTA SUBHASH WAGHMARE ... Gender : A% A
ﬂ')@’) vuL-uig |

| Do /|H |||||||||||||||||||||||
SZF\IZ/ ,4/4” -uie .

Ady..... | Date:

Y&M12D

1P28-00006681

M)
inbow* . :
Children's ‘Bll‘tthght

Hos pl t a| BY RAINBOW HOSPITALS

It takes & lot I trest the ittie. Your Right to a Safe Delivery

8 Sabip...|

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

Known Allergy? [1Yes U.Nﬂ/
Difficult Airway / Aspiration Risk?

Yes, & Equipment / Assistance

Available [ Yes MG
Risk of > 500ml Blood Loss
(7mi/kg In Children)?
Yes, and Adequate Intravenous
Access and Fluids Planned Yes.Mo CINA

iYes)Z‘ﬁﬁ CINA

rYes/"Hﬁ[ INA

Blood Units Reserved

Has Antibiotic Prophylaxis been given
within the last 60 minutes?

What are the Critical or Unexpected N%C" vf

Steps, Operative Duration, \\\{
Anticipated Blood Loss?

0 ONA
Anaesthesia Team Reviews: rpé!,’ )
Are There Any Patient-specific Conce y@ No CINA
Nursing Team Reviews:

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

Is Essential Imaging Displayed?

AYes [INo [INA
TYes T'No CINA

Signature :

NAME .....ooorere {&chf@\@ﬂoﬂfm

SIGNIN  Time.. )\ 'MSAm). TIME OUT  Time:.... Y22 04 V™' SIGN OUT _ Time.....q.. 10PN

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

Identity =68 TN introduced themselves by Name and Role,~"Yes No The Name of the Procedure Recorded ~ /Yes CINo

Site _ss TNo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle

Procedure =65 TNo Nurse Verbally Confirm Counts are Correct (or Not Applicable) MO “INA

Consent ‘/Eﬁé LINo Correct Patient (Check ID Band) #Tes CiNo The Specimen is Labelled (including
Site Marked L¥eS CNo -INA Correct Site Pfes CINo patient name) CYes CINo J—NA/
Anaesthesia Safety Check Completed S6s o Correct Procedure w [INo Whether there are any Equipment VNO/
Pulse Oximeter on Patient & Functioning <r¥es No Anticipated Critical Events Problems to be addressed “Yes [INg LINA
Does Patient have a: Surgeon Reviews:

To Surgeon, Anaesthetist and Nurse:
What are the key concerns for recovery

and management of this patient? D)CS{NO

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



PATIENT TRANSFER FORM
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R

rvauny VUNISUIENT NdMe

GOy Mu Ll

(M)

L

\%

Rambow . R
Children's | @ BirthRight
Hos pita| . BY RAINBOW HOSPITALS
It tokes a fot o treat the lite. Your Right to a Safe Delivery

Date & Time of Admission

29 |62

6
@929

Date & Time of Transfer Order

25 (¢ [o6 12 oo

Transfer Ordersd by

Ty &

O‘m\ K

Reason\for Transfer

Obspnion

From Unit

o1

To Unit

%OOM 3Q_33

Information fo Agtendant
Yes [ No [ |

Number of Sheets in Clinical File

Number of Imaging Films

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

— ST Yes [ | No_/
If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. ltem Name Quantity

! Dsthrose el [

2.

3.

4,

5. e

Shifting Summary / Notes Written by Doctor : Ye(s‘{ No[ |

Name & Signature of Person who is Transferring

Mo

Name of Person Ordered Transfer

D g

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




PATIENT TRANSFER FORM

"2

Ralnbow . o
Children’s | @ BirthRight
Hosp ital BY RAINBOW HOSPITALS
It takes a lot to treat the fittle, Your Right to a Safe Delivery

HNH-ODD‘MM? |P26-00006681
Master SVEDANTH REDDY

i supriasi WAGHMARE

— \\\\\\\I\\\\\\l\\|\\\|\\l|\\|\|\l\I\\

(M)

Date & Time of Admission

24 /é e wem

Date & Time of Transfer Order

24 (6/26(> o

NJ

£P

Transfer Ordered by Reason for Transfer
DR PM&M/ Admitrom
From Unit To Unit Information to Attendant

7

Ye@/ No[ |

Number of Sheets in Clinical File

2

Number of Imaging Films

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

Yes[ | NofA~
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
2 B
2.
3.
4.
5

Shifting Summary / Notes Written by Doctor : Yeig/

No[ |

Pizabfn

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

DE:  prume~/

Patient & Clinical Records Received by :

7 7
gﬁ// 1e-. .
|v 4

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 / GLINICAL / 102

|| Nurse not Available

[ ] Available Bed not ready
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Master &VEDANTH REDDY s @
1712202 ' IYEM12D @) Rainbow’™ | @ . .« 1
Dr. MUKTA S8UBHASH WAGHMARE Children’s Birth nght
It takes m kot to treat the Mde. ::u?:;z?:: :‘U: g::::—:
NI llIIIlIlIIIIIII II tospital_ | @)
*‘!
Date of Admislsion: S Drug AlIBIGIES: ....ccccvcrriressrcrscessemnessmsssssssessosnssnessaneas J Not known any Drug Allergies
FOR THE SAFETY OF THE PATIENT
GENERAL -|l Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR -I Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
j Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.
H Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not aiter 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 fime. When the chart is full, a new supplement can be kept within this
drug sheet folder,
NURSES G 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 GPR). Follow Hospitals's Verbal Order Policy.
S0S / PRN (As Required Medication)
. Dater
DRUG : Time
Dose Route | Frequency (Start Date
Doctor's Signature {Valid Period| Pharm.
Additional Instructions:
. Dater
DRUG : Time

Sigry

VERIFIED BY * NAM@ ... oo covvvcernsemmmrssseamasmsmssarsssssrasossins

Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period] Pharm.

Additiona| Instructions:

. Dater
BRUG : Time

Dose Route | Frequency |Start Date

Doctor's| Signature | Valid Period| Pharm.

Addﬂiongl Instructions:

Docu. No. : RGH /FRM/ CLINICAL / 118 Page: 1/4

(P.T.0)
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L

REGULAR PRESCRIPTIONS

Weight, .voevevereeranrnnes Ward. e

DRUE :

v

Date
Tir'ne -

Dose Route

f_.requency Start Date -

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DRUG :

Date
Tigne

hd

Dose Route

Frequency

Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date
Ti;pe f~'

L

Dose Route

Frequency

Start Date

Name & Signature of the Doctor
Starting the Drugs:

(@)

Additional Instructions:

Daily Dactor’s Endorsement by a Sign

DRUG :

Dates

v

Tir'ne

Dase Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Dostor’s Endorsement by a Sign

Page: 2/4

5 — ——
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Master 8.VEDANTH REDDY .

" 1z-:m SYSM12D ™) Weight. .....covveeee. Ward. ......cocoiinenn

UKTA SUBHASH WAGHMARE
Date»
ml“l n | Tlg‘le Nurse Sig. I Nurs&&u. I Nurs\:ﬂiu. | Nurs!e'Sm.

Dose Dose Dose Dose

DHUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

ROUtE Sta rt Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

Name & Signature of the Doctor e Dose A sk
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

Additional Instructions: e s s ot
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

VARIABLE DOSE Lo
Time [ Nisi sig. l Nurs; Sig. —[ Nurse Sig. l NursEig.

Dose Dose Dose Dose

DRUG : Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.

RDU te Sta rt Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

Name & Signature of the Doctor e B e B
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

Additional Instructions: e pose pose i
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

STAT / ONCE ONLY DRUGS
: Lot Dosage & Other :
D Tim Medication ) Signature
{ at? e edicatio lnstnictions Route g Nurses
, DICLOF&N’HC 2.5 Pp N Yy~
2 |Glas| '10pm &fpoa WA '“/‘7 ¢ w
v

.,h\ e)ag 10!15

-y e

07(.90»7

A

JrM

\

v

Page: 3/4

(P.T.0)
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LV. FLUIDS CHART
Dr. MUKTA SuBHA

il ﬂllIHIHlllllllmlllllll!ll lll

Weight. .......coveen Ward. ..o,

G
azqﬁ},& ss DNS WV s*equC %\}/?ﬁ IM L(§/ tz\

Page: 4/4
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L Chirre | @rtgh
EMERGENCY ROOM TRIAGE FORM
Patient’'s Name : .............. V 'C(_:‘&\k)f\ ....... R‘&Cldﬁ‘ .......................... Age : /)\ém Gender: EWMale [ Female
Date : '29/&’/)'6 Time of Arrival : .53, <.,

Allergies: ‘'-No (1 Yes [ Food [ Medications (] Blood Transfusion (] Other (SPECHY): ........ooovvvveveeerrmmmmrnrrrsssesseesesennne ["] Not known

Source:of forination”:  [L-Barerts [0 OMErs (SPBOHTY .oiismnmiseiismmioniisassisitssmsinansissisieiinmisit i s s avidish essiorisatiossesadesisssastestiins
Mode of Arrival : SrAmbulatory ,, U Wleelchair (] Ambulance o
Initial Vital Signs:  Temp: 9,}’7 F oo tlSEh a . $90; .27 / “

Chief Complaints: G{C’ ...... @ﬁ?!\o‘e .

INITIAL PHYSIOLOGICAL CATEGORIZATION

Appearance Work of Breathing
& fomal A (O-ermal

Circulation / Colour

[ Sick Looking [ Decreased

INITIAL PHYSIOLOGICAL STATUS
table
[ Unstable :
[ Not — Life - Threatening

J Increased
[ Gasping/ Apnea

ormal [ Abnormal [ Bleeding O Life —Threatening
Triage Classification CTAS
[1 Level1: Resuscitation 1 Immediate
[] Level2: EMERGENT : Life or limb threaténing ] < 15min
[ Level3: URGENT : Significant illness / injury with potential to become life or limb threatening 1 30min
[] Level4: LESS URGENT : Significant illness but not life threatening ] 60min
[1 Level5: NON — URGENT : May receive care when convenient [ 120 min

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

* (TAS - Canadian Triage and Acuity Scale

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

Signature of Parent/ Guardian
Triage Completion Time : QJC{W’B ™

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 O Yesw
weeks
2. Have you had cough or a rash in the past 2 weeks [[]Yes THG
3. Have you had shortness of breath or difficulty breathing in [ Yes { Mo
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 @ >
contact with someone who has recently travelled outside
the INDIA, in the past two weeks?
If yes, State LOCALON: ...c.o.oveveeeeeeeeeeetceeee e
2. Are your parents / close contacts at home is/a healthcare [ Yes [ |Ne—

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 febriizrﬁpiratory or r%sh disease?

I 2 B A

Name of Triage Nurse : .....

Date & Time : :ra/é/?»é ......... ®.8. U

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

1 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).

%.

Signature of Triage NUSE : ......cccveevrienceeeesceeee e,
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NUHKSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Date : 99/6,/ ........................ Time of arrival : 3,33/')”
ChiefComp!aints:..@@.....@(?{.’Jm:ﬂ...ﬁiﬂ.....;BLMGE.C/.% .................................. BBS: e e
Height : ...c.ccoevevvee Weight & ..o BMI: e Head Circumference (<2 years) .......ccooovevrenceinenerennnnns

Allergies: [1Yes Y No [J Medications [ Blood Transfusion e s D i R ——
[ YBS | IABNEITY oottt e b e ea e e en e sner e en e s s s n et e s s e

Pain Screening: (] Yes (L Ne—1if Yes, Pain Score: ....o.05..... PainTool Used: [ N Pass " FLACC [] Wong Baker

) Character ..., [1L0CALHON oo oo ) FrEQUENCY wvvvvrveveerereereeee T DUFAtOR oo
RISK FORB FALL: Functional Screening: [ | No Abnormalities Detected
If patient is < 6 years 1 Mobility Problem
tick below fall risk intervention directly ] Walking Problem
[ If Patient is > 6 years 71 Developmental Delay
Assess the below parameters , .
[ |
History of Falling: within past 3 months 1Yes NNo Mizzeu|eskeietal Gonganitai Abnormally
Ambulatory Aids: Inform consultant for positive criteria
e Wheelchair IYes MNo
T Rr— DlYes [ERG | e s e
BEITIDEIORIING: = 0 0 | summusesasaressmeimmn ot am i o s s S5 R
° i i LY LN s -
B I Yes L1 Nutritional Sereening: ] No Abnormalies Detected
o Weak [JYes 1No O Underweiaht
* |mpaired [1Yes +No T 0 , Ift
Mental Status: Forgets limitations [1Yes “No ‘ Ver?‘"e'g
] Feeding Problem
L:Jisisi[::t:x:“(:;'ziﬁom = RISK FOR FALLING ] Special diet
: - ; :
[} Escort while ambulating SRR dmymEn
] Assist Patient Inform consultant for positive criteria
[] Educate patient and family on fall precautions/prevention

Psychological Screening: [ | No Significant Findings

Unusual concerns about patient's Psychological Status: [ /Yes  [INo

If Yes Consultant Notified: ....................ccooooeviiiinnnn, (Date/TIme): ..o

Social History: Lives With............. TQQM‘.....!.M ...................................................................................................
Siblingsinhousehold [1Yes [1No (ifyes How BRIV T ) s i s i PR T TR el

Time of Initial assessment completed by ER Nurse : .. B...4/6.. r) KA
Docu. No, : RCH /FRM / CLINICAL / 120 (PT0)




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

Time Nursing Notes
> ]45?55}?'& & K+ 7?,}. Cow], L‘, ON
) ehecred  plc gal U"JLW

A

Samples collected by: Time:
Samples sent by : Time:
Medication given in ER:
%%tq%/ Medication Route Dosage & Instructions | Dg%t[(])r gjgﬁ
Condition of patient at time of shift - out : Details of Shift - out

HR: g2 M BP s CFT S5 Shift - 0t fr0M ER10: o T

(]
u . 6
Rfmerssnmsre e RPLL: 9®/ Time of Shift - out; .. ... DO

GCS:.....-5/L.S....... Temperature : @3{’(: ....... T—— Qﬂ&%ﬂq&,ﬂ}]ep
Pain Score: ..()........ (Nurse's Name) %(\U

Repeat RBS (if applicable): ...........ccovveevceecieiriceen,

|
Tick as applicable: = MLC CJLAMA CJBROUGHT DEAD

Procedures done WIth details Ul aNY): iocvrsrmsmemssimimiotsmriss ey st s o s B U R

Name of the Nurse : @QA'V Signature of the Nurse : ...... i" __________________________________

Date & Time : .22 L e/ o D B0 O P~
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Master SVEDANTH RED o = Rainbow®

ayemi120 . : : -
\12:2022 Children’s & BirthRight

°"\\'\“\”\i‘\'ﬁ\ﬁ‘\’\i\iﬁ\"\{\'ﬁi\'i\\\|"ﬁ\\ - Hospital _ | ) museons:
MEDICATION RECONCILIATION FORM

DIURBIIES: . ..o ninnninsmnin i i s onssm s R R R AR A 5455 0J 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)

SNIMHING FIOM: ..ol Shifted to: .......... Y O,
e (ssuemﬁ%?é%tt%fmm (m[;?.snig; (PO, ﬁgl,rgc, v) | FREQUENCY [L,:ts:/nno,:i ?“sﬁ?gm
L -~ |oc Ooe
2 Oc doc
$ | Oc Ooc
¢ Oc ooc
® Oc¢ ooc
6 Oc Ooc
/ 0Oc¢ Ooc
8 Oc Ooc
9 10c¢ Ooc
10 Oc doc

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

Doctor Name & Signature : D"" ...... 4)”‘491““’ ....................................
Date & Time : ... 22l hlx0.8 [ Ls B/

-------------------------------------------------------------------------------------------
i

Nurse Name & Signature: .......... WC\SW) ........

Date & Time : ....... 92.@///3’5.@/00;[.{6’{? .............................

Docu. No. : RCH /FRM / GENERAL / 090
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~PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Notes

Doctor's Order

Docu. No, : RCH /FRM / CLINICAL / 088
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Hospital

Tt takes a lot to treat the Btte.

‘PRUGRESS NOTES AND DOCTOR'S ORDER

Dale
& Time

Progress Notes

Docter's Qrder
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6 COp L0 4! Children’s & BirthRight
s . Hospital BY RAINBOW HOSPITALS
1t takes a kot to troat the e, Your Right to a Sale Delivery
NARCOTIC PRESCRIPTION FORM
(MEDICAL RECORD)
Patient Name: «‘«'f A T b -!":H_ % T L-;An Age: 2 v L1 _Gender:
UHID No: 1y 1 - /gy b IPNoxy ¢ . ¢ {1 ‘_\.Jr Date: =+ /4 f” Time:
Diagnosis: e 1 e PN -
PRESCRIPTION DETAILS (Tick only one of the following)
[ 8.No Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mcg/MI IOt Yyt /
2. | Morphine Sulphate Inj. 15mg/MI
3. | Remifentanil Hydrochloride Inj. 2MG
4. | Remifentanil Hydrochloride inj. 1MG
Doctor Name: 4 o Pyea L‘, Doctor Registration No:
A\, (j T apAac l IrAf }1"‘\ B o LN
Signature: 3.t~
-
! COTIC S 0
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)
Dr Registration No: ..0o.... L 0BG Date: ............. S S B
Aadhaar No. of the Patient (Optional): ..........cccooviiiiiiiii e
1. | Name: "' ' 1 < cadan ™ K¢ jlu Remarks
2. | Complete postal address (with contact number, if any) {0l f
3. | Brief description of the illness ! &
£
4 Whether registered with any other registered medical practioner /
" | recognized medical institution ( If yes, details of the recorded)
5. | Details of essential Narcotic drug dispensed 3
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
Patient Attender
| L ¢
Dispensed by (Name & ID No.): SIgRAlUTS; oL L e i
Received by (Name & ID NO.): ... boecrs oo bt it oot SIGNERUTES ool
TimEs e B SR e ‘

Docu. No: RCH/ FRM / CLINICAL / 133
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—F % - 0oap 203Nk Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

1t takes a k% to treat the itle. Your Right (0 a Sale Delivery

NARCOTIC PRESCRIPTION FORM
(PATIENT COPY)

Patient Name: Mﬁ} [U( S \JOM M e: 3‘{ LS lU""*’}G}ender: ./‘"[QLQ
UHDNo: HIUH - 000 !((‘ H IPNo: 26- COOO“S'" Date: ,?q ]B .'26 Time: 1 S LM
Diagnosis: —*\{b 14 [oqa)b.gr
PRESCRIPTION DETAILS (Tick only one of the ‘fouowmg)
S.No Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mcg/MI A iy o1
2. | Morphine Sulphate Inj. 15mg/Mi i
3. | Remifentanil Hydrochloride Inj. 2ZMG ‘\\
4. | Remifentanil Hydrochloride inj. 1MG T
Doctor Name: ‘ Doctor Registration No:
Signature:

NARCOTIC DISPENSING FORM

APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)
P Registration No: Qé’L‘OCO(}(\E‘ ..................... Daté: ... h(‘ / 3 C

Aadhaar No. of the Patient (Optional): ..

1. | Name: Mader S Veda ﬂi‘“ Wg Remarks

Kot cv@v(,;rm;{ oot
2. | Complete postal address (with contact number, if any) ua um 2 Lj('

3. | Brief description of the illness *’hq\n &Lo.cpha e &G C
U v
4 Whether registered with any other registered medical practioner / . _
" | recognized medical institution ( If yes, details of the recorded) N0
5. | Detalils of essential Narcotic drug dispensed L @’m_T%f/
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
-‘ 1 : Patient Attender
bl2p  "enlowwy/ o
A"
5 g 4
| N L A
Dispensed by (Name & IDNO.): -..vvv....... e e ‘.‘. ..... f ) .................................... Signature: ........ e
) Y\ TF991 ) -
Received by (Name & ID No.): ... %0 L W’U‘\ ........... g.— ......... q“ ...................... Signature: k

e e W, A b

Docu. No: RCH/FRM/ CLINICAL / 133







