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i
SURGERY DETAILS

Gender: .......... Mads.... Ward : ... Q’i:ﬁ.. ........ UHID No.: /4. 200016248
/ Qt2¢ -0000 5245
Date of SUrgery: ........... L. [)0T-1 (Z0T-2 [JOT-3 [10T-4 [10BGOT-1 []OBG OT-2

Name of the Surgery :

NAME AMOUNT
N .
1. Surgeon T e / TMMM\[&HMNCWW M A oee ...

: rbf%‘(ur\dﬂ ......................

3. Assistant Surgeon :

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

4. OT Technician  : Bhﬂn\linj Q- Stanake

5. Circulating Nurse : S‘(%MM

6. Assistant Nurse &‘N&Mﬁ\ .........................

2. Anaesthetist

Special Equipment: [ ] Laparascopy (| Broncoscope ("] Harmonic [ Morcelator
[ C-ARM [ Cystoscopy 1 Versa Point [ Liver Cusa
| Neuro Cusa [] Others ..o
f’\ VN e &’
Signature of the Surgeon Signature of Circulating Nurse
Order No: ogﬁ’ﬂﬁf”ﬁ%ff? ............ Order by: ﬁ/v(/’l«uz/é ........ Q?/;/Zé 7
Docu. No. : RCH /FRM / GENERAL / 114 [0 [ FHnq
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Wi Qudiring Rainbow®
o oUR venkar navegy Children's | @ BirthRight
i urid] Gk
i CONSUMABLES OF OT Hospital | | @il
Circulating staff .......... WLWU) ........... TEChNICIAR: .ovvviivicsisscsmimisearissssmareinis Date : 010/?/2@ Time :.
Anaesthesia Disposables weves ¥ Uees | Surgical Disposables wsved Y eoa| Disposables (Baby Side) __GQ'VM
ET tube Major Pack Inj Vit.K
e (P nogauf 2% L ) 1 &) Sutures INOROCYY Ry Y 0 | | Cord Clamp
ECG leads : A;(P) N -_/6} (Rapid 413" A0 | | Suction Catheter
HME filter : A/ P / N ' Feeding Tube
Syringes :10cc \/’9 Vaccum Suction Set
05 cc \/@ Gloves - (i [7 ] 21 )| sSurgical Gloves
02 cc N2 £ npyd 7 o \/é ) | Gauze Pack
01 cc Syringe 1ml / 2ml
Cautery plate : A {f’) N ‘,/O/ l Surgical blade Surgical Blade # 20
IV set e NG tube Koochies (S)
RL Cautery pencil
NS : 10ml / 100ml / 500 / 1000m| Koochies
M Nauvet I 0 fodmq| ©] | Ontments %
LB A=Attt Suction Catheter 4 W-—-—*ﬂj—
Fentanyl n ]' Cap, Mask ‘/Q)( :W b
Merphine ) ’ | Gauze Pack “1 -5\ \/O/ \ <t Y g — 1~ o4
Hetamine M (Deiyp | amn 6 \| Mop Pack v !
Propofol L& )| Steristrip
Rocuronium | Underpad Vi N j
@ ~-Glycopyrolate 't _@i Draw sheet
Myapyrolate ﬂc,(d‘nrwwt K\ Abgel
endanseton NP Aol | Foleys catheter
Pencan 25¢/ Spinal Needle 22 " | Urobag
v | Bupivacaine 0.25% &rﬂ Chest Drainage Catheter
Bupivacaine 0.25%(Heavy) Romodrain bag
Antibiotics \ mh( | Bandage
awqoﬂ 922 Gl Spieet Ve \/o} Tegaderm & R /6}
' Suppositories ' "1 loban '
Anamol : 80mg / 250mg/ 170 mg Double J Stent
Supridol : 100mg Vaccum Suction set
Justin : 12.5 mg/ 25mg / 100mg Plastic Bed Sheet
Tab. Misoprost : 200mg Betadine Solution b%}
Microshield
Cotton Balls

Latex Gloves

A
— m

Ramdione Scrub

Saral

Surgeon

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

Anaesthesiologist

Order No. : J&g ..... .00, ZQ?'?.%‘\ / ? ?%Ordered by :

//'&é?ﬁlﬂ/, '
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Age ! Sex
Adm/Req DatefTime
Order Date
Visit ID

Patient Address

Rainbow Childrens Hospital-Himayatnagar

Rainbow Children's Hospital, Door no. 3-6-267, opp. Cale niloufer, Old MLA
quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.in

DA DY

ELECTRONIC MEDICINE PRESCRIPTION

HNH-00016288
3Y11M29D/ Male
02/07/2026 07:32

- 0210712026 11:02

IP26-00006710

Telangana, INDIA, 500029

Name

Doctor

Payor
Ordernumber

Ward/Bed No

. Master CHANDA DEVA

. MADUR VENKAT NAVEEN

: STAR HEALTH AND ALLIED INSURANCE COLTD
: 26-0000208975

. 4F -OT 1 PDA-412

~ FLAT NO 510 BLOCK B VENKATRAMA TOWERS AVANT| NAGAR BASHEERBAGH, Himayathnagar, Hyderabad,

* This document i

B jurst for reference purpose only. Not to be considered as primary repost.

—Q Description Generle Name Desage Route / Frequency Duration instruction Qty Status

1 MCT-ROF 100MG 10ML 1 Nos Injaction / Cnce Daily 1 Days 2 Nos Dispensed

2 g?gegg_y:ﬁ:ﬂ OFTIC 1 Nos I Once Daily 1 Days 1 Nos Dispensed
PREGELLED SURGICAL . .

3 PLATES PEADIADVANCE) 1 Nos External f Once Daily 1Days 1 Nos Dispansod

4 BSYRINGS 2.5ML{NIPRO) SYRINGE 2ML 1 Nos External f Once Daily 1 Days 2 Nos Dispensed

]

5 SGLOVE # 6.5 (SURGICARE} | SURGICAL GLOVES 6.5 |1 Nos External / Once Daily 1 Days 1Nos| Dispensed

6 DSYRINGE 5ML.{NIPROD) SYRINGE 5ML 1 Nos External f Once Daily 1 Days 3Nos| Dispensed

7 F.CG FLECTF§ODES {PAED) |ELECTRODES PED 1 Nos External / Once Daily 1 Days 3 Nos Dispensed

1

CAPNOGRAPLHY NASAL

8 CANNULA-PEAD 1 Nos External 7 10 AM 1 Days 1 Nos Dispensed

0 1 3|

9 Sgg)zﬁgl\lsii?'i‘}z LY (5 SggZE T.5K7.512PLY'5 1 Nos External f Once Daily 1 Days 1 Nos Dispensed

10 |DSYRINGE 10ML (NIPRO) SYRINGE 10ML 1 Nos External  Once Daily 1 Days 2Nos| Bispensed
3

1 F%%V;RANZ SQLUTION 10% 1Nos External ! Once Daily 1Days 1 Nos Dispensed

s N "

12 ”383?2532 ?UX9° 10's Pack 1Nos External/ 1-2 TIMES A DAY |1 Days 1Nos|  Dispensed

13 MEZOLAM INL 5 MG 5 ML 1 Vial Injection / Once Daily 1 Days 1 Vial Dispensed

14 |VICRYL RAPIDE 6-0 5913w ggg?;"\",;, RAPIDEE- 1 Mos { Once Daily 1 Days 1Nos| Dispensed

15 vg‘rjgcnu -0 CUTTING 1 Nos 1 Once Dally 1Days iNos| Dispansed
SPINAL NEEDLE PED 22 G .

16 {(VYGON-5183.57) SPINAL NEEDLE 22G 1 Nos 1 Once Daily 1 Days 1Nos| Uispensed
ADRO —_— ;

17 1NDJR1 M%L’:SE (ADRENALINE) 1 Vial Injection / Once Dally 1Days 1viat| Dispensed
TEGADERM WITH PAD .

18 SXTDCMS (3582)(5562) TEGADERM 8582 1 Nos External f Onca Daily 1BDays 1 Nos Dispensed

MADUR VENKAT NAVEEN
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Rainbow" . C
| Children’s @ BirthRight
. Hospital . BY RAINBOW HOSPITALS
Your Right to a Safe Delw;'v
. DISCHARGE SUMMARY
Name Master CHANDA DEVA UHID HNH-00016288
Father/Guardian Mr CHANDA ANUP Age/Gender 3Y 11 M 29 D/ Male

FLAT NO 510 BLOCK B VENKATRAMA TOWERS AVANTI NAGAR BASHEERBAGH, Himayathnagar,

Addregs Hyderabad, Telangana, INDIA, 500029
IP No IP26-00006710 Admission Date 02-07-2026
Ref Doctor Self.

Discharge Date 02.07.2026

‘ Consultant

| Dr. MADUR VENKATA NAVEEN ,

‘ MBBS, MS (Gen. Surgery), DNB (Plastic Surgery), MCh. (Plastic Surgery),
| CONSULTANT PLASTIC SURGEON

‘ Reg No. 38362

“ DIAGNOSIS ICD CODE
| FOREHEAD LACERATION

Procedure : DEBRIDEMENT + SUTURING OF FOREHEAD LACERATION DONE
ON 02.07.2026.

History: Master CHANDA DEVA, 3 Y 11 M 29 D child presented with complain
of fall and laceration injury over forehead since 1 day 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 98/min and Respiratory rate - 22
/minOn auscultation of chest air entry was bilaterally equal with normal heart
sounds. Abdomen was soft with no organomegaly. Examination of other
systems was normal.

HIMAYATHNAGAR RANJARA HILLS B HYDERNAGAR KONDARUR QUTPATIENT CLINIC (iC edited SECUNDERABAD (N KONDAPUR L B NAGAR 1/3 RANAKRAMCUDA
mergeny] 040 - 4873000  Emmegoncy 040 - 4464 3555, 91009 25516 i 3 040 - 4246 2300 - 3040 - 4246 2100 Emmsguncyy 040 - 4245 2200 Emengency) 040 - 4746 1400 “w 3 040 g (B 1 DAGETI13233
@ 1800 2122 @ www.rainbowhospitals.in




Name Master CHANDA DEVA UHID HNH-00016288 )

IP No 1P26-00006710 Admission Date 02-07-2026

Weight on admission: 14.5 kilo grams.
Investigations: Enclosed reports.

Procedure : DEBRIDEMENT + SUTURING OF FOREHEAD LACERATION DONE
ON 02.07.2026.

Surgery Notes:
* Debridement + suturing of forehead.
* Laceration in layer.

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.

* Syrup. Augmentin DUO (Amoxycillin 200 + Potassium Clavulanate 28.5
mg/5ml) 2.5 ml twice daily for 5 days.

* Syrup. lbugesic 2.5 ml twice daily for 5 days.

* Neosporin ointment local application SOS.

Fever Management

* Syrup. Crocin DS (Paracetamol - 5ml/240mg) 4.5 ml after food as and
whenever required, if temperature > 100 *F (maximum 4 times a day at 6 hour
intervals). )

* Tepid sponging if fever > 101 *F,

Review consultation with Dr. MADUR VENKAT NAVEEN after 1 week in OPD at
Himayatnagar with prior appointment (Review consultation will be
charged).

Food instructions while taking medications:

* Antibiotics along with food & milk products prevent their absorption of
drugs & supplements. Antibiotics can be given 1 hour before food or 2 hours
after food based on tolerance of stomach.

2/3
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Rainbow®

o Children’s o BirthRight
Hospital . BY RAINBOW HOSPITALS
Your Right to a Safe Delivery
Name Master CHANDA DEVA UHID HNH-00016288
IP No IP26-00006710 Admission Date 02-07-2026

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.

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 appointments at any time by going online to our website
www.rainbowhospitals.in

N o™
Registrar/Resident/C.M.O

Consultant /3 o
Dr. MADUR VENKATA NAVEEN , & & )
MBBS, MS (Gen. Surgery), DNB (Plastic Surgery), MCh. (P|35Q7§5.5'Ufge_FY5,;i!
CONSULTANT PLASTIC SURGEON 4
Reg No. 38362 —

Y

P
o

R BANJARA HILLS B il HYDERNAGAR (M. . KONDAPUR QUTPATIENT CLINIC SECUNDERABAD KONDAPUR L B NAGAR 3/3
1000  Emergencry 040 - 4466 5555, 91009 25516 Emergency:y 040 - 4 1040 - 4346 2100 Emargency3 040 - 4246 2200 mergency] 040 - 4246 2000 Emergency 040 - 21403

@ 1800 2 & www.rainbowhospitals.in
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PATIENT TRANSFER FORM Hospital | S bt
Patient Name &C 1D ’:fi Date & Time of Admission Date & Time of Transfer Order : ‘R\(
)/ 2 ,
w\l& ’)/) 16 ‘2/] 26 oD
Treating Consultant Name Transfer Ordered by Reason for Transfer

@ Quit

@Y\f pHAA

Chspundion

From Unit To Unit Informati ttendant
—_— Yes No
D | @«) LIAN QD@ .
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. if any handed

over to attendant
Yes[ ] No[]
If yes, what ?
Medications / Consumables / Surgicals / Hand over
Si.No. ltem Name Quantity
) NS = )
2.
3.
4,
L3
Shifting Summary / Notes Written by Doctor:  Yes[ ] No[]

Name & Signature of Person who Is Transferring

el

Name of Person Ordered Transfer

Q\(,\/ﬂ/‘m’

Patient & Clinical Records Received by :

o

Sup

Date & Time of Patient Received :

S 12.3tpM @/'J//i/)/g

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




2. . Rainbow Childrens Hospital-Himayatnagar

Rainbo . Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA quarters road AP State Housing
Children’s _ =¥ Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.
Hospital 5" TEL NO :040-48873000
Wiskalsom WEB : https://rainbowhospitals.in
ADMISSION SHEET
. ! ; R L T R
Registration Details :
Admission No : IP26-00006710 Admit Date :02-Jul-2026 Admit Time :07:32 AM UHID : HNH-00016288
Patient Details :
Patient Name : Master CHANDA DEVA Age :3Y11M20D
Guardian : Mr CHANDA ANUP DOB : 03-07-2022
Gender : Male Religion
Occupation : Martial Status
Address (H) - FLAT NO 510 BLOCK B VENKATRAMA Phone No : 9703040150

TOWERS AVANTI NAGAR BASHEERBAGH

Himayathnagar Hyderabad Telangana INDIA E-malil : NO@GMAIL.COM
- 500029
Admission Details :
Bed Type : DAY CARE Bed No :ERO1 Ward Name : GF -EMERGENCY
Room No : ERO1 Admission Type : First Visit
Contact Details :
Name : Mr CHANDA ANUP Relationship : Father
Contact Address : FLAT NO 510 BLOCK B VENKATRAMA Phone No : 9703040150

TOWERS AVANTI NAGAR BASHEERBAGH
Himayathnagar Hyderabad Telangana INDIA

500029
sk
ature

-

Doctor Details :

Doctor Name : Dr. MADUR VENKAT NAVEEN Specialisation : PLASTIC SURGERY

Referral Doctor  : Self. Phone No

Co-Consultant

Payment Details : Deposit Amount  : 10000.00

Payment Mode : Cash Payor Name : STAR HEALTH AND ALLIED

INSURANCE CO LTD

Printed Date / Time : 02/07/2026 07:36 Printed By : 020099 Page 1 of 2




ACTIVITY RECORD FOR BILLING

\\

Rambow

Children’s
Hospital

[ttakﬁalott treat the littie.

.BlrthR|ght

| Your Right to a Safe Delivery.

HNH-00016288 1P26-00006710
Name: - Gomie  Synumo ) TTTTTTTTTTTmmmmmmmmmmsssoommmssooees
Dr, MADUR VENKAT NAVEEN A e “l th]vL
S [T T B oot
Date of Aunnssiun , ==========mmmaem 1ime : -------------- Date of Discharge : ---- Time:
Room / Bed No ; --=-----=------ Ward : -—-----=--m-m- Suggested Billable bed type : -
WARD TRANSFERS
Date Time From To Signifure of Nurfe
2foa (a6 | Bpm | eg 0T L. [
ablLb| & St OT | ppitop vy
‘)_l\']\ \{) bl Mokk ot 2R Qasw uaws/k/ Q
Cross Consultation Visit
Doctors Name Date Order No. Signature

s

2.

3.

4,

5.

6.

7.

8.

9.

10.

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




HNH-00018288 1P26-00006710
Master CHANDA DEVA
03-07-2022 3Y1MmMa9D (M)

Dr, MADUR VENKAT NAVEEN

INVESTIGATIONS AR
Date Investigations Order No. Sign
217126 Cep |04 68 /@'
P%‘-‘:’ hereie do'w?_- /,/ il ,ZJ

V




HNH-00D182E8 1IP26-00006710
Mastar CHANDA DEVA

MED{CAL EQUIPMENT ( WARD & ICU)

03-57-2022 IY1IM29D {511
Dr, MADUR VENKAT NAVEEN

e

Date

Name of
Equipment

*

Connecting
Time

Disconnecting
Time

Order No. } " Signature

1t




HNH-D0016288 1P26-00006710
Master CHANDA DEVA

e
Dr. MADUR VENKA
PROCEEDURE T
Date Proceedure Quantity Order No. Signature
ZIC]\IE Jy plaleopm oA @ 1959 /'ﬁf{)(
o= e
1T '—"5./ 2
7 1055 o7y 177
- B
£ &=
ANY OTHER INFORMATION
Date : ‘ Time: Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor




HNH-00016288

Master CHANDA DEVA
03-07-2022 IYMM zo D
Dr, MADUR VENKAT NAVEE

IllHHI||lHlIlIIIIIlIIIHIHlIIlIll
EMERGENCY KUUM TRIAGE FORM

1P26-00006710

- ¥ Ry

Time of Arrival :
[]Yes [JFood [ Medications [ Blood Transfusion
Source of Information : _—Rarents
/Ambulatory ] Wheelchair [Z] Ambulance

Initial Vital Signs:  Temp: C’? ?P PR: . }%Hn BP: . - RR- D2b \ﬂ
Chief Complaints: .. .LO JM D\-&g-i 04)..... @\}Q ..... ~S0DL. htora.....

Allergies:

Mode of Arrival :

S

(] Other (Specify): ...
[E)OMNEES (BPOCIY) levuicuiosisusssavinmusastastomaniresssiontsinkoses dnrssssins 43584583 65k rade s d b v s R Db e s ARV 55

%
Rainbow® . e
Children’s @ BirthRight
Hospita] . BY RAINBOW HOSPITALS
It takes 2 lot to treat the little. Your Right to a Safe Delivery

Gender: Me [] Female

[] Not known

p0,: ?E ..\J '

INITIAL PHYSIOLOGICAL CATEGORIZATION

INITIAL PHYSIOLOGICAL STATUS

Appearance Work of Breathing table
/D/Nbrmal A Normal O Increased [J Unstable :
[J Sick Looking Circulation / Colour [ Decreased [ Gasping/Apnea [ Not — Life - Threatening
rmal [ Abnormal [ Bleeding [ Life ~Threatsning
Triage Classification CTAS
[] Level1: Resuscitation Immediate
[ Level2: EMERGENT : Life or limb threatening 1 <15min
[ ] Level3: URGENT : Significant iliness / injury with potential to become life or limb threatening L1 30 min
(] Level4: LESS URGENT.: Significant illness but not life threatening /"/ 60 min
(1 Level5: NON - URGENT : May receive care when convenient St 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.

* CTAS - Canadian Triage and Acuity Scale

Signature of Parent/ Guardian -
Triage Completion Time & ........cccovvvvvnen,

Communicable Disease Triage Screening

[ Yes A

[ Yes Zﬁb _
[ 1Yes pam/ —

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

PART C. A positive
considere

. Have you had fever (elevated temperature) in the past 2
weeks

Have you had cough or a rash in the past 2 weeks and Cough

Have you had shortness of breath or difficulty breathing in
the past 2 weeks

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

. Have you travelled outside the INDIA? or had close
contact with someone who has recently travelled outside
the INDIA, in the past two weeks?

If yes, State LOCAHON: .....cceeecernasnensermsnsasresssnmnsasnssasasans

. Are your parents / close contacts at home is/a healthcare |
worker? {please encircle the choices} (e.g., nurse,
physician, ancillary services personnel, allied health
services personnel, hospital volunteer, or laboratory
worker, others) who has had a recent exposure to an
individual with a highly communicable disease or
unexplained, severe febrile respiratory or rash disease?

Name of Triage Nurse : ....... 3&4'7!')"’\}' ........................
Date & Time : .......... Qfﬂa’\.u’.@}:\iﬁﬂ

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

'] The staff shou

communicable disease triage screening is
d for any patient who meets one of the two

following criteria:
Any patient with Fever / Rash / Vesicles / Discharge from Eyes

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.

Id use PPE (as appropriate).




HNH-00016288 1P26-00006710 "

Master CHANDA DEVA . =~ _®
" 03.07-2022 IY1IM29D (M) Ral-n bow i iaht
Dr, MADUR VENKAT NAVEEN Children’s . Blrtthght
QRIE T T rospital _ | Y zmmne
1t takes a lot to treat the fittle, Your Right to a Safe Delivery

NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Date : ?)o}l%é Time of arrival : ....... 5.8 A
Chief Complaints: (lDMWbﬂOVQ‘{'OMM .................... RBS: oo
(3 110[11 G Weight : ....!LL?K&I,PMI Cevvvcesesiennnn. HEQd CirCUMTErENCe (<2 YEArS) ........vveevvveereveresveresseerenens

Allergies: DYeyB’No U] Medications [ Blood Transfusion ] Food  CTOther: ...oooeeveeevieeceeicieecieeee

IEVES 1 BTN oy vsssr v s s i s s ki oM s ome s o SR PR R B R RS

Pain Screening:% Sﬁ/lf Yes, Pain Score: ................. Pain Tool Used: [1 N Pass [ FLACC J Wong Baker
L} GRAPROIOT ..vivsmsasimnin [ Logallon oo O] FroquUenty ......uisissases L] Duration ........ccceeevvenenee.
RISK FOR FALL: Functional Screening: [ | No Abnormalities Detected
(] If patient is < 6 years 1 Mobility Problem
tick b_elovx./ fall risk intervention directly ] Walking Problem
] If Patient is > 6 years O Developmental Delay

Assess the below parameters , _
. L1 Musculoskeletal Congenital A
History of Falling: within past 3 months [ Yes W e petialfunarmaliy

Ambulatory Aids: Inform consultant for positive criteria

* Wheelchair [CYes TN
L =Ny /B% ................................................................................

Gait/Transferring: L s

: S\fﬁed;:St/immoblle gzs: Mg Nutritional Screening: 7] No Abnormalities Detected
: (] Underweight

* Impaired CYes [AMo ' overweiaht

Mental Status: Forgets limitations [1Yes [INo L Uverweig

[l Feeding Problem
[]  Special diet
] Special feeding method

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

[} Escort while ambulating
] Assist Patient Inform consultant for positive criteria

[l Educate patient and family on fall precautions/prevention

Psychological Screening: [ | No Significant Findings

Unusual concerns about patient's Psychological Status: [ 1Yes [ INo

If Yes Consultant Nofified: ..., (DLE/TIME): oo,

Social History: Lives With...... w ’/?/ ..........................................................................................................
Siblingsinhousehold [1Yes [INO  (ifYESHOWMANY?) .....cooviviiiiiiiiieecietceeeeeee et e e

Time of Initial assessment completed by ER Nurse : @91‘93/7" .........
Docu. No. : RCH /FRM / CLINICAL / 120 (PT0)




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

Time Nursing Notes T
7:25 Ahes [ fabad  conditon

At

L L B ]

o ma Oy S viked §,f‘1—/()

Samples collected by: Time: /

Samples sent by : Time:

Medication given in ER:
Date /

Doctor Nurse

Time Medication Route Dosage & Instructions Sign Sign 1
|

Condition of patient at time of shift - out : Details of Shift - out
HR s BP: oo i I Shift - out from ER10: oo O N
RR: e SPOL o s | Time of Shift - out: ‘z‘ﬁ'gnﬂw\
it TompERIIUTE & sixessessincmstn " Handover GIVEN T0: coveoeeeeeeev e seeneenene
Pain Score: ............... (Nurse’s Name)
Repeat RBS (if applicable): ........cccccvvviivicniccnnne, |

Tick as applicable: = MLC LI LAMA CJBROUGHT DEAD

Proseduies done Wil detlls: (Fany): s ssrmmnm s masmmmioassmsmsissmesoomerossimsnon ikt o

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

Name of the Nurse : ...... (QOV/A" ................................. Signature of the Nurse : ......... Q

Date & Time : .. 2/.7, %@j@l}m, .............
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INFORMED CONSENT FOR HIGH RISK Chitdrn's | @ BirthRight
PROCEDURE / SURGERY Hospital | \mmrerre

=" S A o S SO e e e Gender: [ ] Male [ ] Female
UBNDING © 1. . rerreeesstonsimmss (pHtanas ove simenmiasss s sy ebpersstmimagsan b s AR DAIG; cmsmimrir i
L/ WB e have been explained by Dr. ...... P W 4 NC%M

about the medical condition and the proposed procedure.

| / legal guardian, have been explained in the language understood by me / us, about the medical condition mentioned

above and that our patient has following risks involved during the hospital stay
................ Tl | Seper | rhoskeoflec 4ol Mehord

| / We have been explained risk, benefits and alternatives of the procedure.

| / We have been informed that the ongoing treatment in the Intensive Care Unit involves the risk of unsuccessful results,
complications, temporary or permanent injury or disability and even fatality from known or unforeseen causes and no
guarantee or promises have been made to me / us concerning the results of the procedure or treatment.

| / We have understood the consequences of not undergoing the proposed treatment.
|/ We hereby give (my / our) full consent for the above — mentioned treatment.

| / We also indemnify the hospital, the concerned Doctors and the hospital staff in case of any adverse consequences
arising from the treatment.

Patient (Or Patient Rejative / Guardian): Doctor (Who is talking the consent)

Signature: ...... Y= : Signature: ....... SN Nl

Name: Aﬂé'f/})(ﬁ'{/fmﬂ? ................ Name: ............ Mf\'”&—h‘éf/l@% .....

Date & Time 2/ [ g F %?ﬁﬂ’( LT T R ——

Witness

Signature: ......... %—4::94 ................................ Name: ... Qamdas . o
Relative / Legal Guardian: (Relationship with Patient) M&ﬂ:ﬂ) ..............................................................................
Address: ......... e L e
Date & Time .2 2100, @.5.. 35 Avar oo

Docu. No. : RCH /FRM / CLINICAL / 026




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

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

That | authorize and give consent to the team of doctors attending on me to administer blood products during the
course of operative period and immediately thereafter in need arises.

| understand that the above mentioned consultant anesthesiologist or occasionally a colleague deputed by him / her
will administer the Anaesthesia.
- Pregnant: O Yes /E@
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT
msmesia

| declare that | have explained the nature of General Anaesthesia / Regional Anaesthesia / Moni
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 : ...... }i M ...................................... Signature : 4 ............................

Name : .... 3w d aen.... [/Ma//x‘u).‘ Name : ‘7427!%0[64/2?%

Relationship with Patient: Mﬂ/u)} .................. Date & Time : ....... 2 /?/Z//QS 31> -

Date & Time : Y,/?/%f@%%sygz,%

Doctor (who is taking the consent) :

SIGNALUD : .ooiviisnusisonss T Trrsseseeore Bt T ron s eneesrons
NAME & oo .b' &T&!\AQ,‘ .............
Date & TIMe : weovveeeveeeeeernn, '1* .‘.)L..’....%'%Q.ﬁi‘f’.‘.’
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CONSENT FORM FOR GENERAL / Falnpa ‘BirthRight’

REGI !‘l £ ﬂi&j.m BY RAINBOW HOSPITALS
- MONITORED ANESTHESIA CAR

Your Right to a Safe Delivery
o ——

Patient Name : ... Y et

UHID NO: ... MNR-000\b2¢g Surgeon Name:

ANEESHESIOIOIS : ..o e S B e
Operative procedure planned : ..........c.cccoevieenninnn. Q,me .....................................................................................

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.

O Heart disease O Hypertension [ Diabetes mellitus [ Renal failure

~ [ Hepatic disorders O Shock [J Multiple organ failure [ Polytrauma / Renal Tubular Aacidosis
I.Zl Incapacitating Cronic Obstructive Pulmonary Disease
O OthrS oo L"W&P@Wv ..........................................................................................
OIS i B S S A A R A A DA BN S PP <
* Doctor to d‘ocument 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

o Nagter Seanda. Dena . the above mentioned operation / Diagnostic / Therapeutic procedures
Sk ovey

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

* | authorize and give consent for anaesthesia ( O Regional / OO General Anesthesia / OJ Monitored Anesthesia Care as
considered appropriate by the anaesthetic team. '

| acknowledge that the anaesthetists have informed me about the anaesthetic procedure, risk, benefits and alternative
treatments and answered my specific queries and concerns about this matter. | have read and understood the information
provided in this form | acknowledge that | have discussed with the anaesthetists any significant risk and Complications specific
to my individual circumstances, and | have considered them before Consenting for anesthesia.

Docu. No.: RCH/FRM/CLINICAL/021 P.T.0
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.07‘.4 .
Department of Anaesthesiology E%ii?(?;%\:,s & BirthRight
PRE-ANAESTHETIC EVALUATION Hospital | () srmaovosms

1t takes a iot to treat the little. Your Right to a Safe Delivery

Name: '\’]ar‘&(\.hmdao!u(o ....... Age: ... Sex ..M. UHID.No : . 1.0 00016297
Date: le}]é’(o .................................. Time: ... H.. 20pm......... Proposed Operation: sz!xm;rﬁﬂvﬂ'cordtaaﬂ
Diagnosis: ..... ;.o\(ly.cdicn ........ @NQ} ...... —PO (d\car:g ....... Bl emssissisineiassesQinsssssessel Td Bnsainsinns

B.P/ CRIZ-AAL.<HR: %)MJD Weight:l.H.‘.Cg..kﬂ ASA Physical Status: /51/ D2 03 D4 O5
) Uahnraiory Data:
HEb: e GIUCOSE: ...ooveveeeererenrenenres PTORBIN 1o HING occinimsmammmsiniion KRV ot
POV: 2t iemsprnivbanetesing RS i DBIDE (hosssreissesisieivies g T S — | o] LR —
WBO: wuiliisciThodaininie (47T | P ——— Total Bill: .....ccovicennnee HOVE - iiiiminiing 20 EONG: . casamiiopinig
Plate: ...cooovveerrereennns [ T ||| e e Blood group: .............. Stress/Anglo: ..o,
L [ NI K s LDH: i ] i Ty OB i vsinissimiassinanss
PIR e mavins (0710 SR 1| 1|11 - RSN L £
INR: v OO 111 -1 LA TSH wsissmisrusmnssivannian

B <t oy SOOTEERTE ouannies

Allergies: N

Medical History: CVs:

nesp: HJ9 Grench EFOZEI. o g T ;gﬂﬁﬁwm
CNS: q F'l’} lacsld- @h{? ,MC"\ ) NOAN\LU

Renal: [, NIL siannFieanT P OcNsEion
Hepatic / GE : Physical Activity:

Others :

Past Anaesthetic History: —

Physical Exam:

Airway: MP 1(2)3 4 Mouh Opering: (), Mentohyoid Disance: (N ) Neckfq ) Teetn (N)
wngs: B4 €@, Pe , 9p0, 129/, ) Py -
Hear: nD 3 o (3) '

ONS: N o Prsibliesal 05
Pregnant: [1Yes &No [INA Venous Abcess Site : Spine Exam for regional :
Anaesthetic Plan: g)nff C1REGIONAL () GA-ETT [ LMA
Peri-Operative Plan Explained to the Patient: W 0 No
L :
CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions: Sabcbﬁ—“ gh—"’

—_

. DVT Prophylaxis : Wades§ e —o-3hy,

Water / ORS 2 Hours ¢~
. NIL 0RAL<:0thers 6 Hou

2
3. Informed Consent: andard I High Risk

4. Post Operative Pain Management: O Discussed with Patient
5

; %ﬁr Instructions:
S0 8P o adMiseion. ..

Signature:

Name::ﬁ 1.SL st I’G ..............................................................................................
Docu. No. : RCH &fRM / CLINICAL / 044
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Master CHANDA DEVA

g;.or.anzz 3Y11mMa9D (M)
R VENKAT NAVEEN
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Pre Induction Assessment:

z

ANAESTHESIA CHART

%
Rainbow® ) e
Children's | @ BirthRight
Hospita| . BY RAINBOW HOSPITALS
1t takes a lot to treat the litte. Your Right to a Safe Delivery

J Yes JZA‘JO

Change in Patient Condition: Fasting Status: MM -
' Physical Status: (42/ Patient Identified ;/Consent Present )2/Chart Reviewed
H.R: €lopw | B.P/ CRTASD\CY [ Sp0,: §49+)-v0®- [ RR: (&fm | Last Feed:3?%¢n

Pre-OP Diagnosis: .\GALORGN.. R

Operanon &K!JM .........

............ pprarasassnans

Date : 2\!1‘1’,‘11“

SUrgeon: ............. Px. L NONED
O AES A i

b m\ .
N0 /AIR{O. L?M 5
HALO /SO TSEVO . Antibiotic
Drugs: i~
A Lo wf
h:_q 9500 x ippository
S W
—— \
Blood Loss
FIO, / Sa0, WU WO
ETCO, 7
ECG N W@
Temperature
Urine Output NOTES
8 ]
£§ A
B8P 240
V Systolic 220
A Diastalic
X Mean 200
= Heart Rate 180
Tourniquet on Time
Tourniquet off Time 160
140
Throat Pack In
Throat Pack Out 120 =
100 T
80
60
40
20 .
10
0
ABG
LAB Values T
GRBS i
JJ’ Equipment Checked and Temp: /llglcﬂnﬂ Regional: LA Tﬂ" at turore e
Functional [0 HME ] Fluid Warmer TNV [Z1 Inhal Extremity pecify:
L] ling Film [J OH Warmer [J Pre 0, [CJRSI (] Spinal [ Epidural EI Gaudal
O CUfrsne N“'\L Hugger's [ Cotton Wool [ Others laS2 OHHBTS: oo
[ ArtSite: ...... [ Other =
£XG Lead .,.Ef Maskg' ] SGA Pasition: ............
Temp Site € Times: ;9 aw [ Arway  [JOral  [JNasal SIHE: o
O] FO, Monftor Anaes Start: . q 2 ETOHE o oiiorivianity b -csiinsissninis OM NOEDR SBE ;..iosiursuscissnsasesss DO cococsiciisinis
[ . 2 fok
] Agent Monitor OP SHIE ccoivssisimniiinfivee [] Oral [INasal [ Cuff Parasthesia [[]Yes [ No
7T Pulse Oximeter OPEND: .ovcovvrre L Tracheostomy L1 Topical Catheter at SKif ................... CM
J4  Capnograph Leave OR: ... QU0 QUM L s repsamstinbnastesioniiini DrUG NAMB & CONO: cicositsssnsssiissssssnsmsassssrsos
[] Ventilator Anaesthesia: [ Awake [ Direct Vision BOMIS: .coveversesssssssssssmssssesssssnsssesses s
Ol Nerve Stimulator 0 GA [J Video Laryngoscopy [ Stylette / Bougie IUSION s
Position: yzd Monitored Anaesthesia Care L Fiberoptic BIOCK LeVel: .....coovrr e
ey il [7J Regional Blade# .. . Attempts: ..... Cog:
(] Pressure Polats Checked i Difficulty Why? L
Line (Size & Location) Iragfortahon 1o
Eye Care: ] CvP: ] Bilat = BS {PACU  [IICU [ Other
w[?,‘] Qint [ ART: ... 1 Semi-Closed Circle Relaxant Reversed  [] Yes ] No "I NA
pe =TIV m O i
.B/P:dding ; W 5 gzz:d N0 - 54 ' Name of the Doctor :. h‘ %‘N&L&QJ
] Awake O Signature of the Doctor :.......... ,Br-’&,. ..........
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03-07-!013 3Y11M20D (M)
VENKAT NAVEEN

Y

PUST-ANAESTHESIA CARE UNIT RECORD

e
Rambow . .
Children’s (L BirthRight
Hos pita| . BY RAINBOW HOSPITALS
It takes a lot to treat the littie. Your Right to a Safe Delivery

I
+ N | ; 1 » " . :
Received in PACU by : ...... Time Received : f’lﬁibﬁm Tlme Dlschar‘qed e
T
:ﬁ :jg IV Cannula Stte : (°< %W & ﬂ\&ﬂ/
[TT] 230 230 1 0, Mask /\{I;;;? Prongs
5 220 220 | [ Tracheostomy ] T-Piece
@D 210 210 ‘ :
o 200 200 | [] Oral Airway [] Nasal Airway
E 190 180
180 180 IR
8 170 170 | Vomiting : O Yes W DIUG: oo
= 190 | nembe:  Cives ’}ﬂn/j
v :g :gg Drain: ] Yes Z‘N/o_\
A 120 120 | Urinary Catheter: [] Yes 0
110
c‘i’;‘, :;g wi A AP 100 | Chest Tube: 1 Yes L
=1 90 90
a 80 80 Nil Oral [] Yes 6
70 = 70 -
S 80 AV NN 60 IV Fluids: . (\[% ...........................
@ 50 50 Oral Feeds: .
e 40 40
7 30 b | 30
20 ] Y AT 20
10 10
0 0
SPO,
POST ANAESTHESIA SCORE MINUTES
(Modified Aldrete Score) IN 30 160 1 90 ouT SCORING INTERPRETATION
Able to move 4 extremities volunt; command =2 2y g =
Able 1 e 2 tronites volmitary or o cormmand of Ay ABR ARAR Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 A Discharge
Able 1o deep breathe & cough freely =2
gyspmmmm e = 111 aukivatiadl 2‘ L 2- y 2 Exceptions to this, are to be explained in the
pneic = \
BP = 20 of Pre Anaesthetic | =2 ; ; -
BP = zu-go of Pr:a::aeslﬁeg:aleve =1 CIRCULATION space below by the Dlschargmg Physm:an.
BP = 50 of Pre Anaesthetic leve =0 2— L 2_ 2~ Z
vy = ? CONSCIOUSNESS
Arousabl Jin = IOUSN
el g lzl212
Pink =2
Pale, dusky, blotchy, jaundiced, other =1 GOLOR ?,- 2—~ Z
Cyanotic =0 2 2
TOTAL ¥ (71|17 2 | 1D]
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature

W4 g &

MO"‘(V\/\)’(

EEDITEA

O
e
&

=

9 [T ah

Pain Too(‘l{sed: [JONPASS [JFLACC [1WongB

Anaesthesiologist Name :
Anaesthesiologist Signature:

Date & Time:

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

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

Transferred to Unit by (PACU):

Date & Time:
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ITNH-OIIMEZ!B 1P26-00006710
?sz?;:wmnﬂﬁmzw (") Rai l’;{..é ®
Dr. MADUR VENKAT NAVEEN ainpow . . -
EETTLTTIE TN — children's | & BirthRight
Hospital .w
It takes & lot tn treat the Dtte. Your Right to a Safe Dellvery
Department of Anaesthesiology
EPIDURAL ANALGESIA RECORD
(1 U TIME: ..ocvereerereecreeee PrOCEAUIE ONE DY 1vveverreverrevssineisinmensssiesssesssesssesessassssmessssensassesses
CSE /Spinal /Epidural Position : ........ccevuue. SPACE e rersenrnerens Technique (LOR/LOS) .ccoeeeueeeeene
Depth: ..oeveerneee — Catheter at SKiN: .....coveererverenreeranersnnnes AREMIPES & et e
Parasthiesla : YES/NO If Y8S GELAINS © .vvevvvviereeerericrircisevessersnss s e e ssrssssersse e s sesesnessasnassesbssasssassnssas s et sbsssbsbessnsamnes
SOIUTION COMPOSHION © vuvutvireererrecerereererereerseereasesessespessssnsessassssessasssssssnsassssansssesmesesemsssssssssmmeessassesssssssssssstasssarersersssnsnsesne
Any other issues :
) corerserraonenseneerersneneeit ettt bt b a e s bR ee R R antaeeA SR RO AR e SRR SRt et e AR e E e R e AR SRR aeEsE AP SRRt e R s en A et seR e R ResaeEe et sean A senas
B weeereesesmeerrosseereeessessaeeesssesseneessseseseeese s saeeessoseseeseesssssseereseprnsssreessrssenreseese e eesaeneen, s
i Infusion Rate Level Maternal
Time (ml/hr) Bolus (mi) Left Right | BP | Puise FHR Comments
~ » i
Delivery De}'ails: L1111 - APGAR: ...._.f .............. -SVD/ Instrumental / LSCS (if LSCS"Details)
Catheter Removed by and Tip INSPECEA : ......eeeceeerrerrerersrensessserenss e s et s
Patient Satisfaction : .....cc.comoiminonn. ........ oeizeasereusatn e sa eSS e e AR A e
f

Discharge /Shifting ordered by
DOCTOr SIGNAIITE! «..oveveirnrsecrssises et sensssssssss
DOCEOF NAE: c.uvvvrecrenierereeressseserssmssrimserssssssasranssnssssassasassnens +

Date AN TIMIE oo eeciscieeristsstiessesstsssnsssasvasnsrarsamsessesses
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’. . : Rain bow
2Rt i
Your Right to a Safe Delive ':‘lak?sk,pltal e.

OPERATION THEATER NOTES

HNH-00016282 IP26-00006710
Master CHANDA DEVA
03-07-2022

Patient's Name : ..o maour venkar wavess © ™ ocevreeeenienieneenns Age : .5.';{&2,..Gender: atale..

UHID.: ... m ”“, ,”, m’"mm, ”l”” " m ) Lo JE USRI Weight : ..l.u. &8, Jkl"

Surgeon : oM, uda > %2 Asst. Surgeon :
Anesthetist : 3,5 3 i }Dj,, pﬁumja OT Nurse : }la,f_,h%_ﬁ‘

Surgical Procedure
Doledaym s ¢ WW Gl Lo

Indications for Surgery :
Foddad  foco b o x Vi (rM_OQ@A

Date : 2/? )26 Start Time : 2] 2.0 A, EndTime: & 1,0,
PRE-OPERATIVE PREPARATION : ‘

OPERATION NOTES:

MC&Q‘(\L[* = jM{Mx_y) %ﬂ %@dgl

www.rainbowhospitals.in




POST - OPERATIVE ORDERS :

= e fo 1k agle o)

— E\V[{_ﬂ.ﬁg@ Pw S — Y ol //{ Ve Hﬁfd
_ w boole pop — a2l |

r—qUT

24 (S Koy

/ - v
— Sld Tl 2.0 (g
1 7 >
A = o 5‘4’.‘7

........ LA osetn e eeeed AN R .

Consultant Surgeon's Name Consultant Surgeon's Signature



HNH-00016288

| Surgeon: )h oveen Waster CraNDA 1£2s-do0os710
SURGICAL e T P
SAFETY CHECKLIST | st T Brundn | uite mumumummmmnnuu ---------------------------- o |

T O F

Before Skin Incision » »

Before Patient Leaves Operating Room

Anticipated Blogdhbygi’

Yes, & Equipment / Assistance . n
Anaesthesia Team Reviews:

Available CYes CINo )
Risk of > 500ml Blood Loss / Are There Any Patient-specific Concerns? [Yes | vNo/ CINA
(7mi/kg In Children)? Nursing Team Reviews: \
o Y A Avign
Yes, and Adequate Intravenous Has Sterility (including indicator results) S
Access and Fluids Planned Yes N0 NA Been Confirmed? are there Equipment
Blood Units Reserved [Yes (aNe"7NA | | issues orany Concems? OYes CNo CINA

Is Essential Imaging Displayed? OYes CINo CINA

Has Antibiotic Prophylaxis been given
within the last 60 minutes?

7Yes /No’f NA

SKINANWE 2 irvmmasmmiram AT :

Name AQZ\M&Z/?/Z&@ ......

SIGNIN  Time......\!\U fny’ TIME OUT _ Time:.. 4. L SA SIGNOUT  Time. 4. a7

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

Identity _~Yes TNo introduced themselves by Name and Role =¥6s No The Name of the Procedure Recorded ~ &¥es CINo

Site _TYes CINo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle

Procedure L 2es O No Nurse Verbally Confirm W"A Counts are Correct (or Not Applicable) Y65 TINo CINA

Consent ZVes ON Correct Patient Chm Ban s CNo The Specimen is Labelled (including
Site Marked OYes O Nu oK Correct Site W gﬁ INo patient name) CYes CxNo“CINA
Anaesthesia Safety Check Completed __ Yes~7"No Correct Procedure =¥es No Whether there are any Equipment 7
Pulse Oximeter on Patient & Functioning ~Yes ™ No Anticipated Critical Events Problems to be addressed CYes CiNgTLINA
Does Patient have a: Surgeon Reviews: .

Known Allergy? “Yes M Whet areithe Giltical or Uneope c%\ . To Surgeon, Anaesthetist afnd Nurse:

o : fabio Die Steps, Operative Duration, ¢ What are the key concerns for recovery

Difficult Airway / Aspiration Risk? 5 uA‘tS/_ No OINA ash managesmint of this paiient? oYes TNo

neo
o 25Am

e v

(2

q . 1;?’4/2/% .

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




PATIENT TRANSFER FORM

)
Rainbow”® . D
Children's | @ BirthRight
Hos pita| . BY RAINBOW HOSPITALS
It takes a lot to treat the ittle. Your Right to a Safe Delivery

—— HNH-00016288 1P26-00006710

[ Master CHANDA DEVA
03-07-2022 3Y11M290
Dr. MADUR VENKAT NAVE|

IllIIHIIIIIIIIIIIIIIIIIIIIIHHIllll

Date & Time of Admission

2|10

Date & Time of Transfer Order

9/[71 L4

Treating Gonsurant name

S

Transfer Ordered by

@*{.@YV\/&%

Reason for Transfer

Oéﬂmwﬂd{:f/"’\

From Unit

i —

0]

To Unit

post- e?f 0%

Information te Attendant
Yes LA No[ |

Number of Sheets in Clinical File

Number of Imagmg Films

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

|5 Yes[J—" No[]
ale]
If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. [tem Name Quantity
g Dal 3 [0
2
3
4.
5

Shifting Summary / Notes Written by Doctor :

0% Comirg -

es[U—" No[ |

Name & Signature of Person who is Transferring

ww

Name of Person Ordered Transfer

G Oy erd

Patient & Clinical Records Received by :

g&/ﬂﬁ\;)ﬁé&ﬂ

Date & Time of Patient Received : ce T
”/?/Zé’ &) 9 850,

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

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

| Nurse not Availg .

[ ] Available Bed not ready




PATIENT TRANSFER FORM

%
Rainbow”’ ) e
Children’s ‘Blrtthght

Hos pit al BY RAINBOW HOSPITALS

1t takes a lot to treat the little. Your Right to a Safe Delivery

HNH-00016288 1P28-00006710

(M)

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order

| o oo /24 @ plo [24@

Dr. MADUR VENKAT NAVEEN

LT

Transfer Ordered by Reason for Transfer
L

DY pao—ncm/

Ad RS20

€R o7

From Unit To Unit Information to Attendant

Yes=r No[ ]

Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to attendant
Te / —_ YesT |  ~No| |
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. Item Name Quantity
1
2!
o
4,
5;

Shifting Summary / Notes Written by Doctor : W

No[ |

Name & Signature of Person who is Transferring

Sla 1

Name of Person Ordered Transfer

DY pafwmm/

V| 2
Patient & Clinical Records Received by : W /Mpek

Date & Time of Patient Received: 9 | 7 |24 &) € 20 -~
La 558

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

[ | Unavailable Bed || Nurse not Available [ ] Available Bed not ready

Docu. No. : RCH /FRM / CLINICAL / 102
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[ T

1P26-00006710

I\

- ~ ®

inbow : —_
E?\ildren’s @ BirthRight
H ital . BY RAINBOW HOSPITALS
It tagaslupu treat the littde. Your Right to a Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

Da':: Progress Notes Doctor's Order
& Time
| C’/’/Illtl V) 4\ 41’\;1-}‘—
\v“’ /! /
) | AP
’/{PV"‘
| A -—‘U,forc'tu(/ /Zc_l____g__'ﬁ"l?'l/\— e
il 12k
it o
e STASN =) ;

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

(PT0)




Patient Sticker

2

Rainbow” ®
Children’s
Hospital .

It takes a lot to treet the Mtle.

PROGRESS NOTES AND DOCTOR'S ORDER

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safa Dellvery

Dat
&aT?me Praogress Notes

Doctor's Order

3 aaa )

Tty Yy

n
X

Docu. No. : RCH /FRM / CLINICAL / 088
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Ref.No. F/IN/PR/10

"2
Rainbow’
Children’s
Hospital

PEDIATRIC IN-PATIENT
MEDICAL RECORD

L
DDDDDD 8288
il HANDA DEV.
Patient Name : O UADUR VENKAT NAVERN
LR
Patient ID# _ L
C?nsultant

. Final Diagnosis -




HNH-00016288 1P26-00006710
Master CHANDA DEVA
Pediatric Multiorgan History & Physical Examinatio as-or 2022 3Y11M29D (M)

MADUR VENKAT NAVEEN
Name : Choands  Dea l“ | |“"I|”|Iﬂ||“"““|"l "I lll
Informant Reliability

Chief Presenting Complaints & Duration (Chronologically):

o Fall K ML_%_M%%J_%

History of present illness :

A o/

e p %//uﬂw/z:afi_

ZMA‘E, Efn‘? 2N @‘QA,.Z;‘MZ_ _Torne M

ﬁ-—g)(/..fu..

e /o /@@75., [Loc [ HF) raends




HNH-00018288 |P26-00006710
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T

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

Birth & Neonatal History :

Fr Meter]2 ) [ 2y 297 )
/ J/

Birth & Socio Economic History :

About Father : |

About Mother : / ra)|
r / 4

Any additional Information : ‘:

Developmental History :

VZ.

Immunization History :

gng/{a‘ -
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Anthropometry m | “ ll “ ““““'"“"“m““ |||
Head Circum (cms) (Centile ) Height (cm) : (Centile )
Weight (kgs)___ /4"~ a‘zdfz (Centile )
On Examination :
Temperature : __ 17 S is Pulse Rate: __ 4« /- Description
B.P spoz__ 7% at
Resp. rate and type of breathing : 2272 /n‘q
Rash

Lymphadenopathy ok 1 N _/,:/;/AZ&, W 24 W: /
Oedema :

Respiratory system :

Inspection (any s/o distress) :

Air entry & breath sounds : £ -)L, VaYa 4

Any addes sounds :

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

Cardiovasclular System :

Inspection of procordium :

Heart Sounds : £ 02 A

Any murmur :

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

Per Abdomen :

Inspection
Palpation : Sl

Ausculation :

Spine: External Genitelia :

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

Central Nervous System :

Level of Consciousness : AVPU/GCS Score : Lk, 4 L

Cranial Nerves :

L

1l

(M)

/
5

Motor System :

Nutrition :

Tone : / Power
Co-ordinator : /

Posture : Op

Involuntary Movements :

Reflexes :

DTR

Plantars

Superficials :

Sensory System :

Bladder / Bowel :

Clinical Summary & Diagnostic :

WAE._%M& /“V/

My Fo -Shz;fl’jl vV ¢f
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Preventive aspects of the treatment : l” I ” II II ”ml““""l “Il

Desired goals of the treatment :

P 94%,{6“
Planned Labs : Planned Management :
o BV
CEP & [l — Nfo T /,,,I/L s
_ WPo o o W T
\ b ~ €r22pm /gﬂ

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 D Moawees on
whose name the patient is being referred

Doctor's Signature Name Date_2-/2/24 Time

(M)
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MEDICATION RECONCILIATION FORM
Drug Allergies: ............. VBT, S < [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)

‘ Shifting From: .......... s 111110 (0 OO A (ST
(M| e vy | oy | o, e,y | e | ASTOOSE | pomsion
O 1 - |Ooc ooc
2 Oc oioc
| 3 : Oc ooc
| 4 c nc
5 Oc ooc
6 Oc Ooc
®|7 Oc Obc
8 Oc¢ CIoc
| 9 10Oc¢ Ooe
10 Oc Coc

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

Doctor Name & Signature : .........d) B LACITRY ...ooeeeeeeeeeerreesssss
Date & TiME : .oveveeennesensenensen QIOHM ...................................................

Nurse Name & Signature: .......... /T 4 14 ot
Date & Time : ......ceuueee. alo}'[;’/‘@ ..................................................

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

P Py — o e
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HNH-00016288 1P26-00006710 Rain b‘:'(;w"
?;:Zf;mmmmm ™) Children’s . B|rthR|ght
fiiTi il tozpiel | @
u‘ | ll |I II I “ I It takes a lot to treat the litthe. Your Right to a Safe Delivery
DRUG CHART
Date of Admission: 910}125 ...... Drug Allergies: ............ A,l\ﬁ' .................................. ] Not known any Drug Allergies
FOR THE SAFETY OF THE PATIENT
GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR - Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).

L

Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.

Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.
The date and time of stopping the drug along with the doctors name and sign must be mentioned.

Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this
drug sheet folder.

NURSES - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient  2) Right Drug 3) Right Dosage 4) Right Route  5) Right Time
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.
S0S / PRN (As Required Medication)
{ Date
DRUG : Tige
Dose Route | Frequency (Start Date
Doctor’s Signature | Valid Period| Pharm.
Additional Instructions:
0 Datey
DRUG : Tifne
Dose Route | Frequency [Start Date
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:
: Datey
DRUG : Tige
Dose Route | Frequency |Start Date
Doctor's Signature |Valid Period| Pharm.
Additional Instructions:
Docu. No. : RCH/FRM / CLINICAL / 118 Page: 1/4 (P.T.0)
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Dr, MADUR VENKAT NAVEEN

T

REGULAR PRESCRIPTIONS Weight.

/

DRUG: CY P AUYMEINTIN P

t
e\

Dose Route | Frequency |Start Date
sl | 10 | BD 2|7

O

Name & Signature of the Doctor

Starting the Druga

Additional Instructions: [

Daily Doctor’s Endorsement by a Sign

pRUG: MP (RUYESIC

e

Dose Route | Frequency [Start Date

<l PO | R |21

Name & Signature of the Doctor

Starting the Drugp/\’v

-

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Dater

DRUG :

Dose Route | Frequency [Start Date

Time

Name & Signature of the Doctor
Starting the Drugs:

C

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date
Ti];n

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Page: 2/4
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HNH-00016288 1P26-00006710
Master CHANDA DEVA -
o;-.or-:m 3IY11M29D Weight. ..o Ward. ............ S
Dr. MADUR VENKAT NAVEEN
[ AN LT
Time Nursg Sig. I Nurse Sig. l Nurse Sig. | Nursg Sig
Dose Dose Dose Dose
DRUG : O, 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 pass i i Do
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: ome e e e
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE TIU’]B I Nursﬂ Nurs‘:'Sin. l Nurf;Sig [ Nurse Sig
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
Route Sta rt Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr, Sign.
Name & Signature of the Doctor foss Doss DY Pone
Dr. Sign Dr. Sign Dr. Sign. Dr. Sign.
Additional Instructions: . s P Lo
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
STAT / ONCE ONLY DRUGS
) — Dosage & Other ;
Date Time Medication ) Signatur
Insitiietions Route g e Nurses
7\3\’*‘ qSheY &NS' AUGeneNTN A0 W HE -

Page: 3/4

(P.T.0)
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Master CHANDA DEVA
93-07-2022 1IY11M200 (M)

KA £
NKAT NAVEEN L.V. FLUIDS CHART Weight. //éfép WL s evesssns etons
£

BT —

(i imusion, mention ml,/hr = Mcg/kg/min. etc)

Flow Rate| Doctor | Nurse | Date of | Doctor | Nurse

Route i :
mi/hr Sign Sign | Stopping| Sign Sign

217 | aiom, wE = b v |23 | .
R

\

Page: 4/4
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18 takes 3 kot 10 treat the M. Your Righ! {0 a Sale Delivery
NARCOTIC PRESCRIPTION FORM
(PATIENT COPY)
Patient Name: A/ ABTER L1l DEVA Age: Y/ Gender, 7
UHIDNo: 41 ,ue! - poo! 425¢ 1PN ;:p 26=000067!0 Date: 1/?/;_ £ Time: £L 923 Hwm
Diagnosis: Avroaw & e T,
PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mcg/MI loomc & o€ Hm /’7
2. || Morphine Sulphate Inj, 15mg/MI ! X
3. | Remifentanil Hydrochloride Inj. 2MG X \
4. | Remifentanil Hydrochloride inj. 1MG ‘ \
Doctor Name: D sk A‘-Ovl& Doctor Registra"on No: }
“T cpat AP D2
Signature: (/ y SMLFMIE
7 o
-~ U
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
. (Details of the Patlent to whom Essential Narcotic Drugs Dispensed)
r) i
IP Reglstration No: ... | 56700008 10 . Date: ... / [
Aadhaar No. of the Patient (Optional): .............c.couviiieiniiiiiieieer e
1. | Name: MM Ee CHANDA DEVA Remarks
a4 £ g2 £ 1 ﬂ_/"(i\}l/_' 7,7)"1,'
7 LAl VO ot Seut "3 S ik
2. | Complete postal address (with contact number, if any) Tow &z4 v/ A 1ATH A Lol
3. | Brief description of the illness AvTUR2I W,
4 Whether registered with any other registered medical practioner / A
" | recognized medical institution ( If yes, details of the recorded) VO
5. | Details of essential Narcotic drug dispensed { enTAWYTL
Signature / Thumb
Date - Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
Patient Attender
.2’ {-—_} {L d j / AT A (\J"/f R ] ’,;.‘A t{g : ;‘A..!.Jﬁ[i’ ol 2 2 B S
R A
“I h AA,
Dispensed by (Name & IDNo.): .............. 104 e ERIAN ) Signature: ... % ........................
) =S 4:7
Received by (Name & ID No.): 4‘4'(’””'”/’0@ Jj Signature: .....5 : J"“"’ ............
A e B e T

Docu. No: RCH/ FRM/ CLINICAL / 133




