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TWIN SHARING / PRIVA
OBSERVATION(LDR) / PICU / NICU /HDU| SEPARATED FROM TARIF
SHARED WARD DELUXE ROOM oy 12TO 12 NOON
/ \C( pHARMACY /) ( y. | BILLING POLICY
BED CHARGES HNH-00016320 Wasaaiueies W INVESTIGATION [ =
i lag "%f b - PHONES ARE NOT ALLOWED IN
14-08-2020 S5Y1OM19D (F)
Or, MADUR VENKAT NAVEEN FROSS CONSULTATION PICU(PHOTOGRAPHY AND
i corsomzs | WoEstme ety
CHARGES
BLOOD PRODUCTS VISITING HOURS 04:00pm
_ / e OXYGEN TO 05:00pm.
HFNC / VENTILATOR / C PAP / HFO /
00 g0 IN ICU EITHER MOTHER OR
PVRBING \® o 1 b NIV / NIV-C PAP FATHER ALLOWED(NO
CHARGES EQUIPMENT VISITORS)
DIET CHARGES [ WY o FROCEDURE
i & WG NEBULISATION OUTSIDE FOOD AND
p N MRD, DRUG ADMINISTRATION, | MEDICATION NOT ALLOWED
TOTAL /\ 65,000 4 \ ”}\‘on INSURANCE PROCESSING FEE (IF
/ 7 L 3] v Ll ANY)
PATIENT NAME |, L0022 T AGE/SEX
/ ec ]
UHID Y S ,© INSURANCE NAME
v \
Weolne
> - - CAUTION 2 9/‘
. DEPOSIT
ATTENDENT SIGNATURE COUNSELLING PERSON SIGNATURE
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NH-00016320 P26-00006722 Rainbo . . .
Lby AYESHA NIDA FATIMA Children’s Bl[‘thR]ght
' 4-08-2020 SY10M19D (F) Hospital BY RAINBOW HOSPITALS
. ENKAT NAVEEN It takes a lot to treat the little, Your Right to a Safe Delivery

Ui
SURGERY DETAILS

Date : 2/?}%%
Patient Nameé"/j“&*{ﬁmnfclafc‘%m Date of Birth: .M. =0¢.=202.0...... Age: S\L,fy?

Gender: F-eMed & ward: o O o UHID NoH N 8. =0001 6520
Date of Surgery: .3..[.@ ...... 2036.... [10T-1.36T2 (10T-3 (]0T-4 (J0BGOT-1 [J0BGOT-2
Name of the Surgery : ................ M@M\N\Q\ﬁ "{' ...... WWM@*&@’@@\@E‘%
Timein:. L2860 .. Tmeout:1.0% SO .
NAME AMOUNT
1. Surgeon ... HO\GLW~\/‘€‘11L&JI\JW€E'J/) ..... ﬂ?"?fg(@f,ﬂd(r—— .....
2. Anaesthetist ﬂ)‘(ganﬁ‘ﬁsmﬂ%‘?ﬁ‘ ..................................................
S ASBISIANL SMIGEOIT & iirr e mamseinisassiisimirn st At e e AR e
4. OT Technician j{ja@mmr? ...............................................................................................
5. Circulating Nurse %’r%?@ﬁ@@ﬁ ..................................................
6. AssistantNurse : 00.c.. 65*1\{., ................................................................................................
Special Equipment. [ Laparascopy [_| Broncoscope 1 Harmonic (] Morcelator
[] C-ARM | Cystoscopy | Versa Point [ Liver Cusa
[ | Neuro Cusa (L)) OMOIB ccvcissnassmmsnsmisisrassassomssnsvicniigss
Signa%ﬁﬁe Surgeon Signature of Circulating Nurse

Order No: Q{“Kfmﬁ(@?)tgf Order by: LS(/‘-‘JZQ‘@;%? ..............................

Docu. No. : RCH /FRM / GENERAL / 114
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al HA NIDA FATIMA B inbow®
I T T B Chitdren's | @ BirthRight
Hospital . BY RA‘1N30W HDSPITALS
Uy consummaLzs o o7 | @I
Circuia. TechniCian @ ...cooovveveeieeiieccee DAL ... ccomrmeensrosmsensismmvensize TN s
Anaesthesia Disposables = aty usea | Surgical Disposables mmm" usea| Disposables (Baby Side) mot" -
ETwbe T ool 9.0 O\ Major Pack Inj Vit K
LMA B sutwres Z1pes <5 |\ [ Clamp
ECG leads : A/ P/ WMo - ry | Sction Catheter
HME fifter : A W//: - | Feeding Tube
Syringes :10cc o Vaccum Suction Set
05 cc Gloves g Ld-0 o Surgical Gloves
02 cc =¥ F-o - | OR| Gatize Pack
01 cc Syringe 1ml/ 2ml
Cautery plate : A/ P /N t \_{Surgical blade | <— A1\ | SBurgical Blade # 20
IV set NG fube "1 Koochies (S)
RL o \}Cautery pencil 2A
NS : 10mi / 100mi/ 59omi / 1000mi 4\ | Koochies '
“Tenlo Y O h | Qintments (. —fex2o—-t
}\NJ Cannsla F P\ Dl\//ﬁmio" Catheter
Fentanyl o ) | Cap, Mask (O AL
Morphine Gauze Pack {9){-—-\@!; Q O% 7
Ketamine Mop Pack Yy il .~
Propofol o 2\ Sferistrip W
Rocuronium Underpad (d) ,\/"
Glycopyrolate O [t | Drdw sheet ) g /. '\"‘-L(M © ‘f\ P
Myopyrolate Abgel [ J
Ondansetron Foleys catheter
Pencan 25g/ Spinal Needle 22 Urobag
Bupivacaine 0.25% Chest Drainage Catheter
Bupivacaine 0.25%(Heavy) Romodrain bag
Antibiotics p Bandage
Rudno et Oy | Bederm
Supp‘o%itories Y loban
Anamol : 80mg / 250mg / 170 mg Double J Stent
Supridol : 100mg Vaccum Suction set AL
Justin : 12,5 mg / 25mg / 100mg Plastic Bed Sheet
Tab. Nlisoprosl : 200mg Betadine Solution
(Px 1 k(i)\ én__x\\ 2 0 (@) ‘//ﬁicroshield o (\
U . Cotton Balls . .
Latex Gloves \ @t//
Ramdione Scrub
Saral
Surgeon OT Technician

Anaesthgsiologist
Order No. ﬂ*ﬁﬁcgg{&ﬁt{( 9—‘4,(2%5//9_{'2 Ordered by : .....

Doc. No. : RCH/ FRM / GENERAL / 125
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Age !l Sex

Adm/Reg DatelTime
Qrder Date

Visit ID

Patient Address

%
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Rarnsborat

Rainbow Childrens Hospital-Himayatnagar

g1 Rainbow Children's Hospital, Door no. 3-6-267, app. Cafe niloufer, Old MLA

guarters road AP State Housing Board Himayatnagar ,Hyderabad ,

Telangana, INDIA ,500028.

040-48873000, info@rainbowhospitals.in

ELECTRONIC MEDICINE PRESCRIPTION

HNH-00016320

5Y 10M 19 D/ Female
03/07/2026 04:57
03/07/2026 11:07

IP26-00006722
. 2-4-712,AK.M QUATERS, Kachiguda, Hyderabad, Telangana, INDIA, 500027

Name
Doctor

Payor

Ordernumber

Ward/Bed No

: Baby AYESHA NIDA FATIMA
: MADUR VENKAT NAVEEN

: SELFPAY
. 26-0000210241
1 2F -PICU / PICU-202

Ao

S.No Dcscrip}ion Generic Name BDosage Route / Frequency Duration Instruction Qty Status
CAUTERY PENCJL "
1 (ADVANCE) ’ 1 Nos External / Once Daily 1 Days 1 Nos Dispensed
2 Sgg)zﬁlgl\?lz{i)iz PLY (5 SSgZE‘ 7.5X7.512 PLY 5 1 Nos External f Once Daily 1 Days 2 Nos Dispensed
1

FNCORE MICROPTIC . "

3 lcLoveswer | 1 Nos 1 Once Daily 2 Days 2Nos|  Dispansed

4 LCG !:I.ECTR%I)DES (PAED) |ELECTRODES PED 1 Nes External / Once Daily 1 Days 3 Nos] Dispensed
TRANSOFIX DEVICE: .

5 4090500 Ei 1 Nos Externat  Once Daily 1Days 1 Nos [Jispensed

|

6 VACCLIME SU('E‘.TION SET 1 Nos External f Once Daily 1 Days 1 Nos Dispensed
UNDERPADS 60%a0 :

7 BUTTERFLY | 1 Nos External f 10 AM 1 Days t Nos Rispensed

i
B ADVAMRYL APVMZDS 1Nos 1 Once Daily i Days 1 Nos Dispensed
J RINGER LACTATE .

9 RL 500 ML CLPSED SYSTEM 500ML CLOSED 1 Botlle 1 Once Daily 1 Days 1 Botlle Dispensed

10 NS 500ML CL'!JSED BOTTLE 1 Batlle External / Once Daily 1 Days 1 Boitle Pispensed
PREGELLED[SURGICAL o |

11 PLATES PEAD {ADVANCE) 1 Nos External / Once Daily 1 Days 1Nos Dispensed
¢ .

12 SLRGICAL BLADE 15 SURGICAL BLADE 15 1 Nos External f Once Daily 1 Days 1 Nos Dispansed
GAUZ SWAH 10 X 10 CM o f

13 12PLY §S X-RAY 1 Pkt External / Once Daily 1 Days 2 Pkt Dispensed

14 ?6\5:1?[’“5 SOLUTIONS 1mL { Once Daily 1Days 1 Nos Dispensed

15 MOPS 30)(:{0 BPLY 55 X-RAY [MOPS 30X308 PLYDATT {1 Nos I Caco Daily 1Days 1Nes| Dispansed

16 E’I'_‘ggT“,"é“Sr 3LAYER - FACE MASK 3LAYER |1 Nos External f Once Daily 1Days 10Nos|  Dispensed
. SURGEON|CAP(FEMALE) P "

1) [PROTECT!’IARE) 1Nos External f Once Daily 1 Days 10 Nos Dispensed

18 'IHEMICAI}IE 30GM JELLY 1 On Applicafion | / Onca Daily 1 Days 1 Nos Dispensed

19 VICRYI RAPIDE 5-09915wW gég?;c{, RAPIDES- 1Nos 1 Once Daily 1 Days 1 Nos Dispensed

MADUR VENKAT NAVEEN
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Hospital BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

DISCHARGE SUMMARY

Name Baby AYESHA NIDA FATIMA UHID HNH-00016320

Father/Guardian Mr MOHAMMED SAIF UDDIN Age/Gender 5Y 10 M 19 D/ Female
Address 2-4-712,A.K.M QUATERS, Kachiguda, Hyderabad, Telangana, INDIA, 500027
IP No IP26-00006722 Admission Date 03-07-2026

M ﬁef Doctor Self.

‘ Discharge Date 04.07.2026

Consultant:
Dr. MADUR VENKAT NAVEEN
| CONSULTANT PLASTIC SURGEON

Co-Consultant
Dr. PRITESH NAGAR
MBBS MD
=  Medical Registration No. 47184

DIAGNOSIS ICD CODE

RIGHT FACE FRICTION BURN + SOFT TISSUE LOSS OVER
RIGHT LOWER EYE LID

Procedure : DEBRIDMENT + LOCAL ADVANCEMENT FLAP + SUTURES +

AAAAAAAAAAAAAA BANJARA HILLS HYDERNAGAR KONDAPUR OUTPATIENT CLINIC Accred SECUNDERABAD KONDAPUR L B NAGAR HANAKRAMCUDA
wrgency 3 080 - & 0 L 146 2401 argancy 3 089 - 7 ' - 406

040 - 487000 wrgency 040 - 4466 3555, 91009 25516 mergene

| @ 1800 2122 ® www.rainbowhospitals.in




Name Baby AYESHA NIDA FATIMA { UHID HNH-00016320
IP No IP26-00006722 Admission Date 03-07-2026
COLLAGEN

History: Baby AYESHA NIDA FATIMA, 5 Y 10 M 19 D child presented with
complain of alleged history of sustained injury over right side of the face,
eyebrow and eyelid after fall from an auto while travelling at 02:10 am on
03.07.2026 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 80 /min, Blood Pressure - 97/55
mmHg and Respiratory rate - 29/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. Right, side forehead
laceration of 3 x 1 x 0.5 cm, right lower eyelid injury(deep abrasion) of 1 x 0.5
cm x 0.5 cm.

Weight on admission: 13 kilo grams.
Investigations: Enclosed reports.

Procedure : DEBRIDMENT + LOCAL ADVANCEMENT FLAP + SUTURES +
COLLAGEN

Pre-Surgery Examination:
* Soft tissue loss over right lower & upper eye lid.
¥ Right Temple friction burn.

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




Rainbow” . e e
Children’s ‘Burtthght

Hospital BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

Name Baby AYESHA NIDA FATIMA  UHID HNH-00016320
IP No IP26-00006722 Admission Date 03-07-2026

healthy. Child is being discharged with the following advice.

Advice:
* Diet as advised.

- * Keep collagen dry.
* Syrup. Augmentin DDS (Amoxicillin - 400mg + Potassium clavulanate -
57mg/5ml) 3.5 ml twice daily (1 hour before food or 2 hours after food) for 5
days (Should be kept in refrigerator after reconstitution, consume within 7-
days)
* Syrup. Crocin DS (Paracetamol - 5ml/240mg) 4 ml thrice daily after food for 5
days and later SOS for pain.

‘ Fever Management

* * Syrup. Crocin DS (Paracetamol - 5ml/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. MADUR VENKAT NAVEEN 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

IIIIIII THNAGAR SANJARA HILLS > HYDERNAGAR KONDAPUR OUTPATIENT CLINIC ted SECUNDERABAD KONDAPUR L B NACAR NANAKRAMGCUDA
. 457400 Emargenoyd 040 - 7111 1333 mergency ] 040693

40 - 4B8TIO0N mesgencys 040 - 4465 5555, 91009 23516 marger

| ® 1800 2122 = @ www.rainbowhospitals.in




Name Baby AYESHA NIDA FATIMA  UHID HNH-00016320
IP No 1P26-00006722 Admission Date 03-07-2026

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

Dr. MADUR VENKAT NAVEEN
CONSULTANT PLASTIC SURGEON
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Baby AYESHA NIDA FATIMA

14-08-2020
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Dr. MADUR VENKAT NAVEEN
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DEFICIENCY CHECK LIST OF CASE SHEET
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Rainbow"
Children’s
Hospital

It takes 8 kot i freat e Wife

BY RAINBOW HOETLLS
Your Right 16 2 Safe Delivery

‘BirthRighf

Doc. No. : RCH/ FRM / GENERAL / 126

%’V

Slgnature and Date :

SL.No. | List of Records No. of, Pages Legibility _T[Mggmg!eten@s__i _ﬂfmarks |
1| Admission sheet { I B % =
2 | Discharge Summary B
3 Nursing Initial assessment | - ' S
4 Patient Transfer form l ) - |
5 | In-patient Medical record 1 B .
' 6 | Doctors progress sheets . I I N E—
| 7 Nursing plan of care and handover sheets e - [ ]
8 | Consultation sheet I | .
9 1 General consent for treatment ! | R 1
10 | Consent for Surgery [ i |
11 | Consent for blood transfusion ) - |
12 | Consent for chemotherapy
13 | Consent for high risk |
14 | Consent for Restraint | |
15 | LAMA consent :
16 | Consent for special proeedure / Sedation | |
17 Consent for Formula feed |
18 | Consent for MTP :
19 | Consent for Radiological Investigations \
20 | Consentfor HIV test |
21 Anaestesia notes (Pre Anaesthesia& post) 4 ‘;
22 | Neonatal Admission/Delivery/Physical Exam ‘
23 | Medication Reconciliation |
24 | Emergency Triage record )
25 | Pre operative check list |
26 | Surgical safety checklist {
27 | Operation Theatre notes i
28 | Nurses clinical Presentation
| 29 | TPR&BP chart |
30 | Intake and Out take chart (fluid chart)
31 | Drug chart (Regular Prescription) |
32 | Investigation Values (result sheet) 1
33 | Nebulization chart '
34 | Nutriional review chart
35 | Intensive care unit (ICU Charts) 1
36 | Consent for Admission in Pie0 / NICU ]
37 | The Humpty dumpty scale
38 | Braden Q Scale | i _ ]
39 | Bed side check list 5 "“
40 | PICU bed formula Dilution feeds - )
41 | Gastro monitoring chart ]
42 | Rch ED doctors note ]
43 | BP Monitoring chart
44 | RBS monitoring chart
ZIIE | .
Frhox 74 = \;V "
Total No. of Pages [ A :?Kﬂ e
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3. | Brief description of the illness

i Whether registered with any other registered medical practioner / AL
" | recognized medical institution ( If yes, details of the recorded) ;
5. | Details of essential Narcotic drug dispensed {EnTANY L
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
Patient Attender
T :’"J I? { fERVT A Y L € iyl frge S
i -
Sanig ( OIEYyU2 ) |
Dispensed by (Name & ID No.): bqn‘nog“‘f SIGNBIIIET, i - v oo gt i
/f"f /1’;’1;\) )L /') IJS-S A "é:é’{f{ﬂé
Received by (Name & IDNo.): ..........c0.. 'S BT R RAA T R il SR Signature: ..........Newi o e ondhesee.
TIMEL TN Ao o0 v

‘ocu. No: RCH/ FRM/ CLINICAL / 133

Rainbow” 3 s e
Chitdren's | @ BirthRight
) ¢~ 0000 2 10204 Hospital LMV bOSHN S
NARCOTIC PRESCRIPTION FORM
(PATIENT COPY)
PatientName: /¢ 1y Avgend oA a1 1aan Age: =Y Gender: +
UHIDNo: jj ur — 000! 6320 IPNO G £-0006 {772 2 Date: 2 /7 h Time: 7 16k lm
Diagnosis: DERZIDEMmenT + COUNGEwDRETING (W1 J: et
PRESCRIPTION DETAILS (Tick only one of the following)
S.No ~ Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mcg/MI 100 mt G vl Amp
2. | Morphine Sulphate Inj. 15mg/Mi \ \
| 3| Remifentanil Hydrochioride In, 2MG \ \
4. | Remifentanil Hydrochloride inj. 1MG
Doctor Name: T,W JPQ’W Y Doctor Registration No: 6%26
sk | ) Ol ¢
—-.r r\ lw L < 1 7
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)
IRREQISMIONING: ..o ik oo se it everes butk e o0 Date: 3/7/'\/
AadhaarNo. of the Patient (Optional). .. i vl o S e R S e i dis v st
A | Name: any Avecn A VIDA ¥ ATIAMA Remarks
= - P =5 T e R G U O
2. | Complete postal address (with contact number, if any) =y D
DEREID 6 MENT T COLL AGEW NRESIVG
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q Hospital BY RAINBOW HOSPITALS

1 takes & ket to treat the kit Your Right to a Sate Delivery

! NARCOTIC PRESCRIPTION FORM
(MEDICAL RECORD)

Patient Name: . Age: Gender:

UHID No: IP No: Date: ) Time: .

y |

Diagnosis:

‘\ PRESCRIPTION DETAILS (Tick only one of the following)

S.No Drug Name Dosage Remarks

1. | Fentanyl Citrate Inj. 50mcg/MI

Morphine Sulphate Inj. 15mg/MI

Remifentanil Hydrochloride Inj. 2MG

= ) e R

Remifentanil Hydrochloride inj. 1MG

Doctor Name: ‘!\» N\ ' &7 Doctor Registration No: :
SPamy 9 f{,*]q 24

S|gnatL{re ’ . ’}\{U L2 6 }
A /

NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)

IP REGISIrAtoN NO: ..........ceoeueereeereesrremssosensnsasetsesenesenes Date: .....0... e A

Aadhaar No. of the Patient (Optional): ........c..cviiiiriiiiiiiiiiie s renessssesneessssins

L“!. Name : . Remarks

2. | Complete postal address (with contact number, if any)

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

Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
Patient Attender
/ J : -
DinEnSA (NAE R HDINO e e st stuiil oV S ETHRETS ek icnguviies b ons sa v kel SINAIUNG!......oun.i | oiiis ottt
Received by (Name & ID No.): .............i A E A0 b on o S oF i, SRR R Slignature: ...... £ s Lastpt bl ens oo

TiMe} i e oo s e

Docu. No: RCH / FRM / CLINICAL /133
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<
Himayathnagar, MEDICO LEGAL RECORD Children's BirthRight
Opp: Café Niloufer, Hyderabad, Hospital . BY RAINBOW HOSPITALS
Telangana - 500029 R sk 8 ko 10 tromt the Rk, Your Right to a Safa Delivary
To Date
The Station House officer, Time

()7 1
PS M.LCNo.—— ¢
Dist. / City. UHID / L.P. No.
Ref : Our Telephone Intimation Dated
Received by - — - Accompanied by P.C. / Attendant
Patient Name :_L 1 Ues h 0 Mido fabima - Name : Mr/ Mrs. pahgen l%e;;_w
§/o., W/o., D/o. nicheenm Bo 'rju . - Relation : __PW1hest
Age :Mm-Sex Male / Female__{ et \? PhoneNo: 1AZ151IL 55
Address: _ 9 - = P {\ K.M [ Vpd &/, Foc hﬂwbsignature:
Hudephd el lvxﬂ(mﬂ\ InIH K00 AT *

IdentiAcation Marks
)

=1 me ) ever st ,Hr.JH < Te IR 2) Mele wailen I'wj:fff kLwee
Signature / LTI of Patient

Brief History of the case as stated by the patient / attendant : il
Do .A'LL-L('I f-‘*“ !“»‘»W‘ ff(‘.l( r’kl 1aw fn AN Q0 2

General Examination of the Patient on arrival at Emergency 6nsdous Unconscious Semi - Conscious Brought Dead

Pulse: 77 /mt BR: 115" /mmHg Resp.Rate = <] /mt Temp: 7 C.[ | of
Heart: " U\™  Lungs: AL B¢ . Abdomen: "-QCtjl Pupils : ple Aeaebae to L\?H
o M 0
DESCRIPTION OF INJURIES
S.No. Description of wounds Dimensions
' w\u'btl‘[t (g ‘ll'ltux_‘,w\ cv g |L-"(‘E¢ (h:.;hi?(.‘{{)
Wt abAdl S ) S
b I'Ll i "y ‘,I 1 'lrF 'L'I v e t’ ; = Kogs
Rigat below gyckd - | Uor e W T -
]

Dying Declaration Required : Yes/ No~

Name & Sign. of Doctor : \-’:&;/" N Prcnins Regn.No. ____ -0 >

MLC Received by : Investigation Advised : Treatment given :
Signature :

Name :

Designation :

1. Admitted in — _Ward / ICU
2. Left Against Medical Advice
3. Patient condition at the time of transfer— Regn. No.

Name & Sign. of Doctor :

Docu. No: RCH /FRM / GENERAL / 093
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OPERATION THEATER NOTES

HNH-00018320 1P26-00006722

Baby AYESHA NIDA FATIMA . C
lieosaca  avaom a0 g T AGD e Gender: .......cc.........

D MADUR VENKAT NAVEEN

m ””"””IIIII"""" "m I' m ....................... 5= 0 T Weight : ....ccovveee

Asst. Surgeon :

/;\ne;thetist : OT Nurse :

Surgical Procedure :

Indications for Surgery : "{’ (QJ% @
D Foe Focds fog + S 4’# il

Date : ] Start Time : End Time :

PRE-OPERATIVE PREPARATION :

OPERATION NOTES:
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POST - OPERATIVE ORDERS :
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Consultant Surgeon's Name Consultant Surgeon's Signature
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Baby AYESHA NIDA FATIMA

Surgeon ........ -] 'l/ﬂ'l‘ra& e 2020 Sy10M19D b
SURGICAL Rl hsnaiti "0 e GO .

s AFETY c H Ec KLI ST Anaesthetist : mgam% ,,,,,,,,,,,,,,,,,,,,, m I ,”"I " "l"ll"""" ”m l' m ¥ NAIME S oiiniiininmssmiunssniusapuns

™

R idroms ‘BirthRight‘

Hospital NI OSPTALS
| Scrub Nurse @Tgf'lq ..................... | Date j/%»;,/% -uinie .él..tc.f}.omm-time LAORS O T
Before Induction of Anaesthesia » > Before Skin Incision > » Before Patient Leaves Operating Room
SIGN IN Time:... N 297 TIME OUT Time:ﬁ..;f)‘.@. ~ SIGN OUT  Time:. LO Yl

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

Identity s CNo introduced themselves by Name and Role % =INo The Name of the Procedure Recorded ~ C1Yes TINo

Site _Xés UNo Surgeon, Anaesmes_ia Professional and That Instrument, Sponge and Needle

Procedure ZYes [1No Nurse Verbally Confirm Counts are Correct (or Not Applicable) ~ Yes INo [ NA
Site Marked CYes CINo =AA Correct Site _=Yes CINo patient name) OYes CONo CONA
AnaeslhESIa Safeiv Check CompletEd (M O NO CUrrect Procedure 0 Yes O NO Whether there are any Equipment
Pulse Oximeter on Patient & Functioning =Yes 'No Anticipated Critical Events — Problems to be addressed HYes LiNo CINA
Does Patient have a: SIII'UEDI'I Reviews:

Known Alergy? C¥es CNG What are the Critcal or Unexpected T0:Surgeen, fuos Matiet and ae:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, What are the key concerns for recovery

, _ Anticipated Blood Loss? [1Yes CINo CINA and management of this patient? CYes CINo

Yes, & Equipment / Assistance )

Available YEs N0 Anaesthesia Team Reviews:
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? 1Yes C'No T/ NA
(7ml/kg In Children)? Nursing Team Reviews:

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

Access and Fluids Planned “Yes~+TNo CINA Been Confirmed? are there Equipment

Blood Units Reserved 1Yes 4% SINA issues or any Concerns? JSYes CINo CINA
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? i‘fﬁ TNo CINA
within the last 60 minutes? )/ﬁ; CINo CINA

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



| Children's ‘Birthw Right
PATIENT TRANSFER FORM Hospital BY RAINBOW HOSPITALS

It takes 2 lot to treat the [itte. Your Right to a Safe Delivery

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
BT R0
HNH-OBMI!Z: “DAFA;;::-WHZ 3 I q/tw ‘5 /q:/ 2 J F &
By e sytomw0 Transfer Ordered by Reason for Transfer

NAVEE!

"yl

O - SEtge obSemiefr
From Unit To Unit Information to Attendant
Y N
b Tf p; C\J es[ | o[ ]
e
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 7
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
1. -
2.
3.
4,
5.
Shifting Summary / Notes Written by Doctor :  Yes| | No[ |
—
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

Qe

Patient & Clinical Records Received by :

Date & Time of Patient Received :

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

[ | Unavailable Bed [ | Nurse not Available | Availabie Bed not ready
Docu. No. : RCH /FRM / CLINICAL / 102




2 & Rainbow Childrens Hospital-Himayatnagar
Rainbow . Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA quarters road AP State Housing
Children’s _ A Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.
Hospital &g TEL NO :040-48873000
WEB : https://rainbowhospitals.in
ADMISSION SHEET
. - : HTEI IR TO i e
Registration Details :
Admission No : IP26-00006722 Admit Date : 03-Jul-2026 Admit Time :04:57 AM UHID : HNH-00016320
Patient Details :
Patient Name : Baby AYESHA NIDA FATIMA Age :5Y10M 19D
Guardian : Mr MOHAMMED SAIF UDDIN DOB : 14-08-2020
Gender : Female Religion
Occupation Martial Status -
Address (H) .+ 2-4-712,A.K.M QUATERS Kachiguda Phone No : 7981517455/ 6300969388
o Hyderabad Telangana INDIA 500027 E-mail - NA@GMAIL.COM
Admission Details :
Bed Type : DAY CARE Bed No : ERO1 Ward Name : GF -EMERGENCY
Room No : ERO1 Admission Type : First Visit
Contact Details :
Name : Mr MOHAMMED SAIF UDDIN Relationship : Father
Contact Address : 2-4-712,A.K.M QUATERS Kachiguda Phone No 1 7981517455
! Hyderabad Telangana INDIA 500027
S ure
~
; Doctor Details :
: Doctor Name : Dr. MADUR VENKAT NAVEEN Specialisation : PLASTIC SURGERY
Referral Doctor  : Self. Phone No
|
Co-Consultant . b PRITESH NAGAR
|
\‘ Payment Details : Deposit Amount  : 36880.50
‘| Payment Mode :DC/CC Card Payor Name . SELFPAY
\
Il

\ Printed Date / Time : 03/07/2026 04:59

1
A

A

Printed By : 020099 Page 1 of 2




%

N’% L.\ Rainbow® @

CONSENT FOR ADMISSION Child_re:;’s .E:Iinﬁzgh:t
IN PEDIATRIC INTENSIVE CARE UNIT Hospisar Your Righta  Sae Delvery
Name: Avulmmda%w ...... Age: th(?”\ Gender: Male[] Femalg?T
UHIDNO : oo 0.0 L8220 e Date: 3}9{9@&6
S WW@%’J‘W ..... [ S/o, D/o, W/o, Me... Aj%h—‘- ....................... hereby
declare that our patient Master/Baby ....: fft"} &U ...... iR bR who s related tp me as ... AAAGWILY 7

is getting admitted in the Pediatric Intensive Care Unit of Rainbow Children's Hospital on Qzl TIRODE o,

The doctors have explained to me in a language understood by me that my child has following health related issues :

The doctors have clearly explained to me that my patient Master/Baby ... during his/
her stay in the Pediatric Intensive Care Unit may undergo various medical and surgical procedures like airway management,
mechanical ventilation, Central Line Insertion, Peripherally Inserted Central Catheter Line and arterial line placements, chest
drain, or peritoneal drain insertion etc.

| have been told by the doctors that while performing such procedures | will be informed and a separate consent for this
procedure shall be taken. However, in case of any life threatening emergency if the time is not available for taking informed
consentitis implied that | give consent for various invasive procedure to save the life of my child.

| understand that a sick child in Pediatric Intensive Care Unit has life threatening medical conditions.

| understand that when a child is sick in the Pediatric Intensive Care Unit with multiple medical and surgical procedures
performed upon him/her, there are inherent risks due to these high risk procedures, and high risk medications, in the form of
infections, bleeding, air leaks, skin and other tissue damage efc.

| give my consent to the team of doctors to go ahead and admit the child Master / Baby : ........c.cccoovevviiviiincccnicncie
............................................. in the Pediatric Intensive Care Unit fully understanding the associated risk, benefits and
alternatives involved from various procedures, high risk medications and infections in the Pediatric Intensive Care Unit and
treat him/her with all necessary means.

The doctors have explained to me in the language best understood to me.

Patient Attendant : UM Witness :
| Todo~ &) | H oS
SIgNALUre: ... e s Signature: ........oocee e

Name: . EARBECN. REGOM... Name: .........coooo.. kﬁ!r AN,
Date & Time: 327'21’6@”13&‘%‘

Doctor (who is taking the consent) :
Signature: ..\%4.
Name: .....L%... SALAANS ..o,

Date & Time: }19“{;1& ..... @.308m......
Docu. No. : RCH /FRM / CLINICAL / 013




ACTIVITY RECORD FOR BILLING

Name: ----

UHID No :

oate of ad [N

HNH-00018320 1P28-00006722
Baby AYESHA NIDA FATIMA
. 14-08-2020 EY1OM19D (F)

Dr. MADUR VENKAT NAVEEN

i

"%

\\

Rambow .

Children’s |
Hospital

It takes a lot to treat the little.

MLC

BirthRight'

Consultant :

Date of Discharge :

Room / Bed No : -------=-----—- Ward : Suggested Billable bed type :
WARD TRANSFERS
| Date Time From To Signaturg of Nurse
sl | Soepn| ep pLLo e | S
<\3\2b | 1O 250 s Preu. g‘mﬂ? {@7/

Cross Consultation Visit

Doctors Name

Date

Order No.

Signature

10.

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

B RAINBOW H DSPT LS
Your Rrght 1o a Safe Delwery




INVESTIGATIONS

Date Investigations Order No. Sign
3 [32% B p 0p i
(PP ‘{bébj’:- C > J@{
V& Dot ?
/T AT D N P S Vv \

o




MEDICAL EQUIPMENT ( WARD & ICU)

MLC

Date Name of Connecting Disconnecting Order No Slansie
Equipment Time Time ’ g
2 2 P))p
5MM Pavalive ponivie B\QH’T’
5 3 0Am 10200 &

Enlusfon ]DLm’Y? -




PROCEEDURE

Date Proceedure Quantity Order No. Signature

313126/ gv  platenut (1) 0201 (G

3 o / pa e 0220 @K
34—

3 [3h4

VY in

b23)

12 f304n

|
Q2

. .\}\’ g \ 0 A fa-’\'r- (/\/’Rjr—ﬁ':"’
- on Y\
ANY OTHER INFORMATION
Date : Time: Prepared By :
Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
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00008 "

8320 |p:; 122 M L C Rainb% w@
004 T . ' )
r‘;':::mgsm“":::omw ) Children’s @ BirthRight
Hospital . BY RAINBOW HOSPITALS

LN‘&W{\W\\\\\\\\“\“\\ RESULT SHEET 7
| Date 3 [ ha

Time
Hb -
PCV 20.9
RBC u- 20
WBC 053
N/L £3. v\
Platelets A
CRP

ESR

PCT

RBS

Na

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

ALP

SGPT

SGOT

T.Bill/Conj
T.Protein
S.Albumin
S.Globulin

A/G Ratio

Uric Acid
S.Amylase
Sr.Lipase

Blood Lactate
S.Cholesterol
PT/INR

APTT

CSF Protein / Sugar
Cells

N/L

Docu. No. : RCH /FRM / CLINICAL / 0138 (PT.0)
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Fer ety
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Date

Time

CUE - Alb

CUE - Sugar
CUE - Ketones
CUE - PUS Cells
CUE - RBC Cells
CUE

Stool Pus Cell
OVA / Cyst
Occult Blood

CUITUTE N0 SENSITIVITIES : oovvveeeeeicieieieisiieets s see st et sesiessss e seseese s sssssesbtsbos s s nranesssrsese s smarEsa e e e aresnEra s s aansenennerraerassans

-----------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------
.........................................................................................................................................................................................

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

Radiology : 3 . oottt ieeresstsretresenersesar b e s sseses saesarntantarsasns osesarbesRReasar Sas £ AeR R aeEabes e semEesaesasesmsasreraresstrsabtantessnies

MRI ................................................................................................................................................

Others (ECG, Contrast StUAIes €1C.,) © e




Ref.No. F/IN/PR/10

"Z
Rainbow’
Children’s

. Hospital

MLC

" BEDIATRIC IN-PATIENT

MEDICAL RECORD

e

Patient Name
Patient |ID#
Consultant

Final Diagnosis -

Baby DA FATIMA
14-08-2020 5Y10M18D  (F)
mi‘raoun VENKAT NAVEEN

Ay OBA NIpAH FA

~ Hf MUA-




MLC Ped

iatric Multiorgan History & Physical Examination

Name :

Age/Sex

Informant

Reliability

Chief Presenting Complaints & Duration (Chronologically):

Era

A‘[!At c‘[ G\(ﬂ__&_‘_&i;.@‘_.l_dj'.@bg

DAty

‘ fn-cera_d oo, Baur fnmm_nn_....éo—/

bt Mﬁj afb 2 PoAm

History of present iliness :

J
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Pediatric Multiorgan History & Physical Examination 'u_ ! Q '_ '

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

Birth & Neonatal History :

_ Tem | Ao z
[Lsc el Cc san o

Birth & Socio Economic History :

About Father :

About Mother :

Any additional Information :

Developmental History :

nﬁ:f\“'-t_/

Immunization History :
rLS Scbegude—~ Yp- (vo~clede




M L'c g Pediatric Multiorgan History & Physical Examination

Anthropometry
Head Circum(cms)__ (Centile JHeight(cm): __ (Centile
Weight (kgs) 13 ( ~* ACentile - )

On Examination :

Temperature : Pulse Rate: Description

B.P SPO2 i A at LA

Resp. rate and type of breathing :

Anowy, PIanloble

Rash

Lymphadenopathy

Oedema :

Respiratory system :

Inspection (any s/o distress) :

Air entry & breath sounds : P ANe-Q@

Any addes sounds :

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

Cardiovasclular System :

Inspection of procordium :

Heart Sounds : S, .0 E—ﬁ

L

Any murmur :

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

Per Abdomen :

Inspection

Palpation : ﬂ (A Fote
Ausculation :

Spine: External Genitelia :

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




Pediatric Multiorgan History & Physical Examination M L ! ":

)

i —— s TIPS S Sy SR T S ———~—

e

Central Nervous System :

Level of Consciousness : AVPU/GCS Score : ,{ m,%p 7'\1\) & ¢

13-/¢ 5

Cranial Nerves :

Motor System :
Nutrition : (N)J\

S
Tone : Power
Co-ordinator : .
Posture :

Involuntary Moverﬁéﬁts !

Reflexes :

DTR R Superficials :
Plantars ®

Sensory System : \

Bladder / Bowel : - {

Clinical Summary & Diagnostic :

o~ @St’o‘n.

B, debaictinaf tCollajpn sl

—F/Q—ul‘u?' of €A




Pediatric Multiorgan History & Physical Examination

Preventive aspects of the treatment :

Desired goals of the treatment :
Lo fx..‘_f F Aabonrcly et

Planned Labs : Planned Management :
) Cfc
cep —Jay. B 2 Sy, Iv T"q:?
- = oy - T 774
A ‘«,ATM
Fﬂb ¥ -~ Tt Ong @ Aol
— 7'}% ESrq=pPKAla (e /«.7_1*.,, <y

gy T TZp

) 7}; N1 dn) ETMmN bt

v '
Please fill up the following details *D m S/["'” J %("&\

1. Name of the Referring Doctor :

2. Name of the Referring Hospital :
(Including the name of City)

3. Contact number of the Referring Doctor :

(Preferring Mobile #)
4. Name of the doctor in Rainbow Team

on

whose name the patient is being referred

Doctor's Signature Name | Date ———_Time
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MMMMMMMMMM Your Right to a Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

23':'?me Progress Notes Doctor's Order
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Docu. No. : RCH /FRM / CLINICAL / 088
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Patient Sticker

2
Rainbow® . -
Children’s ‘ BirthRight

Hospital BY RAINBOW HOSPITALS

Tt takes a lot o treat the Ritle. Your Right to a Safe Dalivery

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Notes

Doctor's Order

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




Patient Sticker

=
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Children’s | @ BirthRight
Hos pita] . BY RAINBOW HOSPITALS

Tt takes a lot to reat the Httia, Your Right to a Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Notes

Docior's Order

Docu, No. : RCH /FRM / GLINIGAL / 088

(FT.0)
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Patient Sticker

2z
Rainbow® . .
Children’s ‘Blrtthght

Ho spital BY RAINBOW HOSFITALS
1t tekes a kot to treat the IRtle, Your Right to a Safe Dellvary

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Pragress Notes

Doctor's Order

4

Dacu. No. : RCH /FBM / CLINICAL / 088
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Patient Sticker Children’ BirthRight
PROGRESS NOTES AND DOCTOR'S ORDER
ga.;?me Progress Noles Doctor's Order

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

2

Rainbow® . . -
Children’s ‘BnrthRught

N\

Hospital EY RAINBOW HOSPITALS

Tt takes a lot tn treat the bitle, Xour Right to a Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Notes

Doctor's Order

Docu. No. : RCH /FRM / GLINIGAL / 088
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2
Rainbow®

Children’s
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Tt takes & ot to treat the fittle,

PROGRESS NOTES AND DOCTOR'S ORDER

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Dellvery

Date
& Time

Progress Notes

Doctor's Order

Docu, No, ; RCH /FRM / CLINICAL / 088

(PT.0)
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Tt takes & bot to trest the itte, Your Right to a Sate Dalivery

W\

PROGRESS NOTES AND DOCTOR'S GRDER

ga-;?me Progress Notes Doctor's Order
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Patient Sticker

2
Rainbow® ®

Children’s
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It takes & lok to treat the litte,

PROGRESS NOTES AND DOCTOR'S ORDER

BirthRight
BY RAINBOW HOSPITALS
Your Right 1o a Sate Delivery

Date
& Time

Progress Notes

Doctor's Order

Docu, No, : RCH /FRM / CLINICAL / 088
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HNH-00016320 1P26-00006722 Y 6 H— . ::%.wﬂ
al FATIMA ) . )
o Svuuieo M L C Children’s .. BirthRight

Dr. MADUR VENKAT NAVEEN Hospital BY RAINBOW HOSPITALS

AT Hospital | \goumensties
DRUG CHART

Date of Admission: ....... f!b}/% ..... Drug Allergies: .......... Aﬂln“ ..................................... ] Not known any Drug Allergies
FOR THE SAFETY OF THE PATIENT

Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).

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

- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.

- Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.
~ - The date and time of stopping the drug along with the doctors name and sign must be mentioned.

- Only one chart should be in use at - 1y one time. When the chart is full, a new supplement can be kept within this
drug sheet folder.

Nurses must follow strictly the FIVE RIGHTS before administration of medication.

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

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

GENERAL
DOCTOR

B e i e it e i S L e—

NURSES

S0S / PRN (As Required Medication)

. . T RotV Datef
DRUG:  ONDANSETPOD Tis

Dose Route | Frequency Sfart Date
gml [po  |805  [ghh

Doctor’s Signature | Valid Period] Pharm.

Additional Instructions:

Date
Time

¥

DRUG :
Dose Route | Frequency [Start Date

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

Date
Tirvne

)

DRUG :
Dose Route | Frequency |Start Date

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

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

. g




HNH-00018320 1P26-00006722

e o MLC 1349 CAP~/

Dr. MADUR VENKAT NAVEEN

Page: 2/4

H“M"m "ml"""” ”"”l m REGULAR PRESCRIPTIONS ~ Weight. .................. Ward. .......ooovoeee...
" Dater
[ DRUG:)~) Ay G EnTIN TP
Dose Route | Frequency |Start Date AP
YSoyl Tv | Tap (3] % A"V
Name & Signature of the Doctor
Starting the Drugs: o
BS r‘-‘-‘j““‘\ L <k~
Additional Instructions: =
B
WY
Daily Doctor’s Endorsement by a Sign P =
] 4 w
DRUG : 7’\, s CSMoX A2 olLE %?;Z M /
Dose | Route |Frequency |Start Date % &) /
loma| Tv | o0 | 2/7 el /
Name & Signature of the Doctor / /1o
Starting the Drugs: 7 i > 7
-5 —
L) "*‘j‘& VAL -
Additional Instructions: / v
Daily Doctor’s Endorsement by a Sign {
DRUG: 34) - O N DARI€7 Aon 22, Ty / :
Dose | Route |Frequency [StartDate] |5 /
Loy| Tv | TZP | XV / L
Name & Signature of the Doctor N *J
Starting the Drugs: N o A /, |t ﬁn ) 1{
TS N—’f"“ IAR- 2D / (o
Additional Instructions: /
Oy / |
) i
Daily Doctor's Endorsement by a Sign
- ]
DRUG : ) *PRAATET Ao (P8 1o of
Dose | Route |Frequency [StartDate| 0\1‘/ ) j
1lown| Tv | TZP EI%FWM!(SV £ I.
Name & Signature of the Doctor Far !
Starting the Drugs: /(M€ 5
P Y 1= .
L-Snyln A T \
Additional Instructions: /
0P 3
\
Daily Doctor’s Endorsement by a Sign }
|



Sheet No: .............

HNH-00016320 1P28-00006722
Saby AYESHA NIDA FATIMA
14-08-2020 5Y10M19D ()
Or. MADUR VENKAT NAVEEN

AR

"%
Rainbow® : "
Children’s (4 BirthRight
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REGULAR PRESCRIPTIONS weign /2%, warg.........

DRUG: CROSIN DS Syp

Date;

\ 4

Tie

Dose Route

Frequency | Start Dt.

A—m\ po | TID - 3/ W |

Name & Slgnature of the Doctor

Starting the Drugs:
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Additional Instructions: '
(v gu,oma/ S rm)

‘ A Daily Doctor’s Endorsement by a Sign

DRUG: N EXPRY SACHET

Date

v

lo

Dose Route

Frequency | Start Dt.
gy o oD  RBHHM

Time

Na¥e & Signature of the Doctor

Starting the Drugs: ﬁ;”/

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

v

Time

Dose Route

Frequency | Start Dt.

4 _’\/ Name & Signature of the Doctor

~ Starting the Drugs:

Additional Instructions:

Daily Doctor’'s Endorsement by a Sign

DRUG :

Date

Ti' e

Dose Route

Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign
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Tt takes a lot to ireat tha e,

Weight ..............
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Children’s l .Blrtthght

Dates

DRUG :

Time

Dose Route | Frequency | Start Dt

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

2

Dater

DRUG :

Time

Dose Route | Frequency {Start Dt

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Datey

Tirpe

Dose Route { Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Dater
Tigne

Dose Route: | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign
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|
f Additional Instructions: oose pose i M
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! £ ‘7 Date»
VARIABLE DOSE Tlme I Nurse Sig. ] Nurse Sig l Nurse Sig Nurs‘e’Siq.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
* Route Start Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
3
Name & Signature of the Doctor o - ok Dive
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
| Additional Instructions: foss Dese Ooss Oome
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Rainbow®

Children’s

Hospital

Tt takes a fot to treat the littie.

NURSING SHIFT HAND OVER FORM - WARD

.BirthRight"

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

6
Treating Doctor: r})pM“JVJl"‘ ...................... Department: P ..T |10 Date of Admission: 5)%)‘;4’
Z | Diagnosis: « Any Infection: CJYes CINo [J Not Known
= e
§ H YRS SPOCHY. .vuxovmvcavisisnsnmsicussasibinsasnnsassian
w
2 | Area 9/\ o>
= Shift Time g\ &
g Medical Condition
= | (Any special condition to be noted):
Allergy: [ Yes (+N0 |0 Yes (N0 | Yes CJNo | Yes CNo | Yes CINo |1 Yes T No
Tubes/Drains/Catheter: [ Yes No |l Yes =No | Yes Cl1lo [T Yes C1No | Yes ©INo [ Yes T No
4 ==
Vital Signs: Temp: | a¢ 6" ALKk
- Res: | 1 ¢ blm| 22kl
E $p0; | 464 | (o
@ Pulse: | 90 blmy 11l
[ ;
2 BP: 4§ (66 | —
Fall Risk Score: =
Pain Score: | 9 K Ale
- i
Safety Needs: | Y0 4 \ia
- Physiotherapy | Yes <o | Yes CINo [ Yes CNo |/ Yes CJNo | Yes C)No | Yes CJNo
@ .
:-g Others Specify: e —
= =
E Special Diet: es-=10 | ] Yes C1Ne+7TYes () No | Yes ='No | Yes I No |l Yes T/ No
S (Other Special Orders / Medications:
(-~
Na— | p
Post Operative Procedure Special Orders: (1 % \{ )
Handed Over By Name : \ng/
o]
(o™ y X
Signature : (ke "’
Jas: 212424
Time: v&)é_m
Taken Over By Name :
Signature :
Date:
Time:

Docu. No. : RCH/FRM / CLINICAL / 097
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™ Rainbow® | \ s
Patient Sticker Children’s . Bll"thRIg ht
Hospital . BY RAINEDW HOSPITALS
It takes A bot to treat the Bttse, Your Right to a Saie Delivery
NURSING SHIFT HAND OVER FORM - WARD
Treating DOCIOr; ..ovivvicciicei e srseresenseenens Department; .....veecceeeveereeeveeeveerenene Date 0f AGMISSION: vvvveevescernrererns
= | Diagnosis: Any Infection: COYes CINo O Not Known
= 1 YES SPECHY: 11evrerrecrerereecssmeseesssssessorsenass
|: .
w
2 | Area
% Shift Time
2 | Medical Condition
= | (Any special condition to be noted): -
Allergy: OYes ONo|UIYes ONo|OYes ONo[OYes ONo|OYes ONo|OYes ONo
Tubes/Drains/Catheter: OYes ONo|OYes ONc(OYes O No|OYes 1No I Yes CiNo O Yes ONo
Vital Signs: Temp: !
—_ Res: 1y
E Sp0,: .
& Pulse: s |
2 BP: )
Fall Risk Score:
Pain Score: '§
Safety Needs: LA
. Physictherapy O Yes O No|O Yes C1No [D3.Yes ONo |0 Yes ONo|O Yes O No | Yes O No
=
=
E Others Specify:
g Special Diet: |0 Yes O No(OYes ONo [OYes ONojOYes O Ne | D Yes O1No {1 Yes CINo
E .
8 |Other Special Orders / Medicafions:
[« =
Post Operative Procedure Special Orders:
Handed Over By Name :
Signature : ’ s
Date: 7 -
Time:
Taken Over By Name :
" Signature :
Date:
Time:

Docu. No. : RCH/FRM / CLINICAL / 097
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]
Rainbow’
Children’s
Hospital

Tt takes a ot to reat the Mile,

BirthRight
BV “MNBOW HOSPITALS
Your Right 1o a Safe Delivery

Date :
Time :

GIK:

Lo

1. Completely immobile:

Mobility Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

4. No limitations:
Makes major and frequent changes in

sedation, OR, limited ability to feel
pain over most of the body surface.

sensory impairment that limits the
ability to feel pain or discomfort over
half of body.

sensory impairment that limits ability
to feel pain, or discomfort in one or
two extremities.

discomfort.

in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. 4
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
R Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
Tl : 3 i
Qc;';;zcgeag:\gir;? :;bmé bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twicea | /|
and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every
wheelchair." shift in bed or chair. 2 hours during walking hours.
1. Completely limited: 2. Very limited: 3. Slightly limited: 4. No impairment: L
Unresponsive (does not moan, flinch responds to only painful stimuli, cannot | Responds to verbal commands, but Responds to verbal commands.
or grasp) to painful stimuli due to communicate discomfort except by cannot always communicate discomfort |  Has no sensory deficit that would limit
Sensory Perception diminished level of consciousness or |  moaning or restlessness; OR, has or need to be turned; OR, has some ability to feel or communicate pain or

1. Constantly moist:

Skin is kept moist aimost constantly
by perspiration, urine, drainage, etc.
Dampness is detected every time
patient is moved or turned.

Moisture Degree
to which
skin is exposed
to moisture

2.Very moist:

Skin is often, but not always, moist.
Linen must be changed at least every
8 hours.

3. Occasionally moist:
Skin is occasionally moist, requiring
linen change every 12 hours.

4. Rarely moist:

Skin is usually dry, routine diaper
changes; linen only requires changing
every 24 hours.

FRICTION-SHEAR
Friction Occurs when
Skin moves against

1. Significant problem:
Spasticity, contracture, itching, or
agitation leads to almost constant

2. Problem:
Requires moderate to maximum
assistance in moving. Complete lifting

3. Potential problem:
Moves freely or requires minimum
assistance. During a move, skin

4. No apparent problem:
Able to completely lift patient during
position change, moves in bed and in

NPO/or maintained on clear liquids,
or IVs for more than 5 days OR
albumin < 2.5 mg/dl OR never eats
a complete meal. Rarely eats more
than half of any food offered.
Protein intake includes only 2
servings or meat or dairy products
per day. Takes fluids poorly.

Does not take a liquid dietary
supplement.

Nutritional Usual
food intake pattern

Is on liquid diet or tube feedings/TPN,
which provides inadequate calories and
minerals for age OR albumin < 3 mg/di
OR rarely eats a complete meal and
generally eats only about half of any
food offered. Protein intake includes
only 3 servings of meat or dairy
products per day. Occasionally will
take a dietary supplement.

Is on tube feedings or TPN, which
provide adequate calories and minerals
for age OR eats over half of most meals.
Eats a total of 4 servings of protein
(meat, dairy products) each day.
Occasionally will refuse a meal,

but will usually take a supplement if
offered.

support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independentiy and has sufficient
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good positionf ~ during move. Maintains good position
surface slide across repositioning with maximum assistance.| in chair or bed most of the time but in bed or chair at all times.”
one another occasionally slides down.
1.Very Poor: 2. Inadequate: 3. Adequate: 4. Excellent:

Is on a normal diet providing adequate
calories for age. For example, eats
most of every meal. Never refuses a
meal. Usually eats a total of 4 or more
servings of mean and dairy products.
Occasionally eats between meals.
Does not require supplementation.

1. Extremely compromised:
Hypotensive (MAP < 50 mm Hg;
<40 in a newborn) or the patient
does not physiologically tolerate
position changes.

Tissue Perfusion &
Oxygenation

2. Compromised:

Normotensive oxygen saturation may
be < 95%; hemoglobin may be

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

Normotensive oxygen saturation may
be < 95%, hemoglobin may be

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

4. Excellent:

Normotensive, oxygen saturation
> 95%; normal hgb; capillary refill
< 2 seconds.

Severe Risk : lessthan9 | High Risk: 10-12 |

Docu. No. : RCH /FRM / CLINICAL / 119

Moderate Risk : 13-14 |

Mild Risk : 15-18

| Not at Risk: 19-23

TOTAL SCORE

Evaluator's Name




‘ Support Surfaces
Risk Score Category Action {Please Note: Only required for children who are deemed at risk dus
] to altered mobility, consider occupation therapy referral for advice
Regular Turning Schedule . .
Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Alternating pressure matress overla
Manage moisture, friction and shear gp y
Advance to a higher level of risk if other major risk
factors are present
High density foam matiress
Use the Same Protocol as for “At Risk” Patients _—
13-14 Moderate:Risk Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure mattress overlay
Follow the same profocol as for “Moderate Risk” Patients High density foam matress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overlay
: Use same protocol as for “High Risk” Pafients Higt\l}density foam mattress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas
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PAIN ASSESSMENT FORM T R
Pain Score Modifying | Patient / Family
Date Time (0/10) Location Duration Acuity Character Factors Educated Intervention Sign
O Continuous | CJ Acute O Shap CIDul | O Increasing. | O Yes N 6@
5'3}0112; baw 0/(0 OJ Intermittent | O Chronic | CJ Aching (7 Burning | [ Decreasing | [ No A
O Continuous | [ Acute [ Sharp [T Dull O Increasing | O Yes
O Intermittent | O Chronic [0 Aching [ Burning | CJ Decreasing | [J No
O Continuous | CJ Acute O Sharp (3 Dull O Increasing | [ Yes
O Intermittent | [J Chronic O Aching [ Buming | [J Decreasing | [ No
O Continuous | [J Acute [J Sharp [ Dull O Increasing | (I Yes
OJ Intermittent | [ Chronic [J Aching [ Buming | [J Decreasing | CJ No
O Continuous | [ Acute (J Sharp [ Dull [ Increasing [J Yes
[ Intermittent | [J Chronic [J Aching [ Burning | (J Decreasing | 1 No
O Continuous | [ Acute (] Sharp O Dull O Increasing [J Yes
J Intermittent | (J Chronic [J Aching ([ Buming | CJ Decreasing | (I No
[ Continuous | (J Acute (] Sharp ] Dull O Increasing | [ Yes
O Intermittent | (J Chronic (0 Aching ([ Burning | (3 Decreasing | I No
O Continuous | [ Acute (] Sharp [ Dull O Increasing O Yes
O Intermittent | (O Chronic O3 Aching ([ Buming | O Decreasing | [ No
O Continuous | [J Acute (0 Sharp  (J Dull O Increasing | [ Yes
O Intermittent | O Chronic (0 Aching (3 Burning | (J Decreasing | [J No
O Continuous | [J Acute [J Sharp (I Dull () Increasing | ([ Yes
O Intermittent | O Chronic [J Aching [ Burning | (J Decreasing | (J No
Re-assessment Frequency:
1. Every eight hours for all hospitalized patients.

2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a) At least every 2 hours for the first 24 hours b) Then every 4 hours.
c) Prior to pain pain-relieving intervention. d) Within 30 — 60 minutes after pain relief intarvention.

Docu.No: RCH /FRM / CLINICAL / 152 (RT.0)
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Numerical Pain Scala (Ofistetric and Gynscology)

1 1 1 1 I 1 !
i 1 | | | I 1
2 § L 5 8 7 8 L]

Y o

§°"
gia--

Wong - Baker (Pedlatrics) Above 7 Years

@@@@@@

ggg E_.En:ﬁ.. TB—._Q- :G.Rgs_o_.s

PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

SCORIND
CATEGORY
0 1 2
Occaslonal Grimace or Frown, Frequant to constant frown,
Facs Ko Particular expression or smille withdraw, Disorlentad quivering chin, clanched aw
Legs Normal Position or Relaxed linaasy, restiess, tanss Kicking, or legs brawn up
Actity Ly ey nomal posison, Lo sifing back and Arched, ight, or Jerking
Moans or whimpsrs occasional G steadily, screams of sobs,
Cry Na Gry (Awaka or aslesp) compisint Eoustcomprts
Reassured by occasional touching, .
Consotabily Contant, retaxed hugging, or being taked to, Difficult to consola or comfort
Neonatal Pain, Agitation and Sadation Scala (upto 1 Month)
Ciitoria
-2 -1 0 1 2
Crylng No Cry with paliful | Moans o cris Appropriats crying Not| iitabla or crying at | High-pitchad or slient-
Iitahikity stimuli minimally with painfid] kmitable intervals consolabls | continuous cry
stimult Inconsolabla
Bohavior 8tate | Noarpusaltoany | Arousses minimally to | Approptats for Restiess, squirming | Arching, kicking constantly awaka
stimufi stimult gestational age Awakens frequently | or
No spontzaneous Litle spontanecus Arousss minimally / no movement
movemsnt mavernant (not sedated)
Facial Mouth is kxx Minimal expression | Relaxed Appropriate | Any paln expression | Any pain exprassion
Expressicn No expression with stimul) Intermittent continual
Exdremities | Ho grasp reflex Wezk grasprefix | Retaxed handsand | Intermittent Contimal clenched
Tons Haceid tone decreased muscle | feed clenched toes, fists | toes, fists, or Ainger
tons . | Nomal Tene or finger splay splay
Body Is not tense Bady Is tansse
Vial Signs HR | No varlablity with | Less than 10% Within baseline or | Increase 10-20% | Increase greatsr than 20% from
AR, BR 820, | stimul variabllity from rormal for from baseling basgfing, Sa0, lass than or
Hypoventilationor | baseling with stimuli | gestafional age $a0, 76-85% with | equalto 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting ventilator

e
——

—/
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BY RAINBOW HOSPITALS
CHECKLIST FOR THROMBOPHLEBITIS Hospital | S R B
DAYA LI DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE E N M E M E Remarks
; No signs of phlebitis /
1] Pshe sppears ety Observe cannula 0 0
One of the following signs is
2 evident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula NA
* Slight redness near IV Site
Two of the followmg Signs Early stage of phlebitis /
3 are evident: Réels Canmula 2 N&
Pain at IV site Redness
glvligznT ',3 foRowing Signe;are Medium stage of phiebitis / N
4 Pain aldng Path of cannuta Resite Cannula Consider 3
Redness around Site Swelling Treatment
[ ipOwing Sk s Advanced stage of phiebitis or
evident and Extensive : th f thrombophiebit
5 | Pain along Path of cannula Re sittzréo ?“& O de s / 4 Ne
Redness around Site Te SISO
Swelling palpable Venous cord reatment
All of the following Signs are '
evident and Extensive : Pain Advant():ed s[t%gt_z o
6 | along Path of cannula Redness :h_“,’“‘ ophlebitis / 5 Ner
around Site Swelling palpable nitiate treatment Re site
Venous cordpyrexia Cannula
Signature of the Nurse G)'

NOTE : Phiebitis greater than grade 2 should be reported to physicians and other appropriate health care personal ongoing observation of the site should continue for 48 hours post removal to detect post infusion phlebitis.

Signature of Shift In Charge :

Signature : ......

Lol 4

Docu. No. : RCH /FRM / CLINICAL / 137

ame: - SN

Signature : .............

Signature of Ward In Charge :

............................
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It takes a lot 1o treat the fittle. Your Right to a Safe Delivery
THE HUMPTY DUMPTY SCALE
| PARAMCTER CRITERIA SCORE {“;_, PATE | DATE | DNTE | OME
i N Less than 3 years old 4
| Age 3tolessthan7 years old
w 7 toless than 13 years old L—
13 years old and above
Gender higke
F@I’T]NF‘ - v
i Neurological Diagnusis
“v_mainns it Oxygenation (Respiratory Diagnosis,
| Ulagiosis '), yaration, Anemia, Anorexia Syncope / Dizziness, etc.
Psych/Behavioral Disorders
Other Diagnosis ~—
Not aware of Limitations
@) Cognitive Forget Limitations
Impairments  "5riented to own ability —

History of Falls or Infant-Toddler Placed in Bed

Patient uses assistive devices or infant toddler in crib or
Environmental | Furniture/Lighting (Tripled Room)

Factors Patient Placed in Bed
Outpatient Area

Response to Within 24 hours

Surgery / Sedation| Within 48 hours
Anesthesia More than 48 hours/ None
Sedatives (Excluding ICU patients sedated and paralyzed)
Hypnotics

Barbiturates

Medication Phenothiazines

Usage Antidepressants
Laxatives/ Diuretics

{H

ﬂ Narcotics
y One of the Meds listed above
Other Medications / None

= NN WWWWWW(W|—=NN(W| =N W |&= DW= W (=N =D w

3§

Total
Intervention: -Fall Risk: Low Humpty Dumpty Score = 7-11, High Risk Humpty Dumpty Score = 12 or abovd

Bed in low position —
Call device within reach |
Wheels Locked il
Room free of clutter il
Adequate lighting —
/
s

Wheel chair support
Other Intervention(s) Specify

Nurse's Name:

Signature: (g 1
Date: 51;)/
Time: W

Docu. No. : RCH /FRM / CLINICAL / 005
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MEDICATION RECONCILIATION FORM
Drug Allergies: ............ JJ ...............................................................

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)

%
Rainbow® . L.
Children’s % BirthRight
Hospital . BY RAINBOW HOSPITALS
it takes a lot to treat the little. Your Right to a Safe Delivery

! Not known any Drug Allergies

Shifting From: ........... G R Shifted t0: .......... PRAA
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SNo| (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, V) | FREQUENCY | pare/ime | ARIESCN
1 ¢ Coc
2 [0c 01DC
3 Oc CDe
4 JC OJDC
5 JC¢ OODC
6 Cc 010G
7 ¢ CODc
8 Oc Ooc
9 OJc¢ CDC
10 (JC CJDC
* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY
Doctor Name & Signature : ............... nx. saceideas)
Date & TiMe ... 340 3 2. (0D MES AL
Nurse Name & Signature: ........§ Jsa . Yoo

Date & Time : ......

Docu. No. : RCH/ FRIVI / GENERAL/UQO

/or/Z/zo @. S” u/m
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AT TR rospital | (g zreonece:
It takes a lot to treat the [ittle. Your Right to a Safe Delivery
CIWiCNnULNu I nuunﬂ TRIAGE FORM

Patient's Name : ﬁ“’hm@\}ll‘dc& ...... P(‘Lﬂ""u\g\ ................ Age: .S 4emIt Gender: [ Male M
Date : ?[ﬂ}l;% Time of Arrival : ,'1':22.3‘/#7

Allergies: “[JYes [J] Food [ Medications [ Blood Transfusion [] Other (SPeCify): ...........ccccoiriimmiminiiiininiennnnnes ] Not known
Source of Information : ~T T Parents [ Others (BDBOIYY icssidisciansimasiibiorssbauvesosssosavionssvassatonimssisssmssussnnsshssassas st HaaFeso ¥ I SRS s ep AR e b

Mode of Arrival : }'A/bulatory ] Wheelchair [C] Ambulance
Initial Vital Signs: Temp: C‘L? PR: %Ob'“ BP: qq’ / 55 RR: 2 “r\ C}?‘@
wq DL BN Lot Aete..

INITIAL PHYSIOLOGICAL CATEGORIZATION /#lﬁl PHYSIOLOGICAL STATUS
Appearance Work of Breathing | Stable
Normal 2 Normal O Increased O Unstable :
1" [ Sick Looking Circulation / Colour [0 Decreased [ Gasping/ Apnea r:D Not — Life - Threatening
ﬂormal J Abnormal P@jmg O Life —Threatening
Triage Classification CTAS
[1 Level1: Resuscitation [1  Immediate
[J Level2: EMERGENT : Life or limb threatening [0 < 15min
[]  Level 3: URGENT : Significant illness / injury with potential to become life or limb threatening O }O'Iﬁin
[J Level4: LESS URGENT : Significant illness but not life threatening % 60 min
[l Level5: NON - URGENT : May receive care when convenient i [1 120 min
NOTE : All immunocompromised children and preterm babies to be considered Level 2.
All Children less than 2 years age with high fever to be considered Level 3. Signature of Parent/ Guardian
* CTAS - Canadian Triage and Acuity Scale Triage Completion Time : .,1,’33 Aff-”

Communicable Disease Triage Screening

PART A. The following questions should be asked to all PART C. A positive communicable disease triage screening is
patients at the initial screening: considered for any patient who meets one of the two
1. Have you had fever (elevated temperature) in the past2 | Yes [#/No following criteria:
weeks [ Any patient with Fever / Rash / Vesicles / Discharge from Eyes
2. Have you had cough or a rash in the past 2 weeks [ Yes [}( and Gough

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

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

PART B. For patients reporting fever and respiratory/rash

symptoms: | Not applicable PART D. ACTION / INTERVENTION: (for positive suspected
1. Have you travelled outside the INDIA? or had close []Yes [ communicable disease triage screening)

f&n}:ﬁl ;\w}ﬁ tslﬁamzzﬁw »;hoer;ii orecently travelled outside )d/ ] Patients should be immediately isolated in a negative pressure
: p W : room or a single room (as appropriate) for pending evaluation.
Yes [N

If yes, State LOCAHON: ........cccceveveeiiiciiriviecrcrccissiee s 1 The patient should be given a surgical mask immediately, if not

2. Are your parents / close contacts at home is/a healthcare [ already wearing one.
worker? {please encircle the choices} (e.g., nurse,
physician, ancillary services personnel, allied health :
services personnel, hospital volunteer, or laboratory | The staff should use PPE (as appropriate).
worker, others) who has had a recent exposure to an

individual with a highly communicable disease or

unexplained, severe febrile respiratory or rash disease?

. ¢
Name of Triage Nurse : ..... ALYJM .................. Signature of Triage Nurse : ............. é?s....f .....................
Date & Time : ............2.. / 9’/%@4?{').51/}{7

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

Both patient and triage staff should perform hand hygiene.




HNH-00016320 1P26-00006722

a-u,m:smumpmmw . "Z .
—— 14-08-2020 SY1OM1 ( Rainb‘ow . . .
o M L C Children's | & BirthRight
o ospital - | (et
NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM
. . il
Date : ‘3/03’/% Time of arrival : ... 2.5 38 ALY J‘M' { OV +
0.~atd Sown oredo & Wg BS: e
Height : .................. Weight : gw BMI: e Head Circumference (<2 years) ...............ooooooooooeeeeeere
Allergies: [Yes ?N/o I Medications 1 Blood Transfusion ] Food DML crrsormmrmmmsssmmsmssssnssasmesny
VB8 | BRI .o imminien o svenimsins s ounsouinnsss ooissussssiaing iosassaannssssomedavhessvusasbisadtas ik edine W OnRE S PR SaA
Pain Screening: ;Vé JNo If Yes, Pain Score: =} Pain Tool Used: I N Pass ] FLACC [ Wong Baker
*) Character ......,ALwdC.. 7 Location NLE O Frequency o "I Duration &if""“’"ﬁ
RISK FOR FALL: Functional Screening: [ No Abnormalities Detected
L] If patient is < 6 years 1 Mobility Problem
tick hlelom‘r fall risk intervention directly ] Walking Problem
1 If Patient is > 6 years O] Developmental Delay

Assess the below parameters

] . .
History of Falling: within past 3 months []Yes (Zﬁ L

Ambulatory Aids: B Inform consultant for positive criteria
* Wheelchair ] Yes )}fo
T Ry — Ove s/Enk) ................................................................................
BaIBNstonTNg: @000 B | st s s s
: azd;:St/ immobile g ::gz % Nutritional Screening: [ No Abnormalities Detected
* |mpaired [ Yes <[4 g gndfrw'mgtht
Mental Status: Forgets limitations [JYes A 1No - Fved.welg .
[ ]  Feeding Problem
IF YES FOR ANY CATEGORY = RISK FOR FALLING O Specialdist
Fall Risk ion:
O] Fx e v [l Special feeding method

(] Escort while ambulating
1 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: [1Yes [No

If Yes Consultant Notified: ..........................c.cocoeonn. (Date/TIMe): ..cvevererrereeeeeeeeeer e

Social History: LivesWith...".. 357000 ﬁ? .................................................................................................................
Siblingsinhousehold [1Yes [INO (ifyESHOWMANY?) .....cooiiiiiieeiieeeecee ettt st sens

Time of Initial assessment completed by ER Nurse : ........(60. 34335AM..........
Docu. No. : RCH /FRM / CLINICAL / 120 (PT0)




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

Time Nursing Notes
% . 1 — AN Tro  ahet candman
A = MOen Tou Viked 1
— qT

U P\ACepn t L
- gf‘h\'p\g-(ymhd

Time:

\
ime: 6'- \ 0
Tw\?&x))\ L N’f

Samples collected by:

Samples sent by :

Medication given in ER:

Date /
Time

o ' ; Doctor | Nurse
Medication Route Dosage & Instructions Sign Sign 1

l

| .

/ 1 )
¢ :

Condition of patient at time of shift - out : Details of Shift - out
HR: ... 17/1’“\' BR: ommeamses CFT: --{AU\T Shift - out from ER 10: ... 20 LA
RR:. B ALEL... cﬁ\} Time of Shift - 0ut: ... 2.4 3o AT
GCS:o A&, Temperature ..... ‘i& ............. | Handover Gent0: ....... e >
Pain Score: ....m.\.... (Nurse’s Name)
Repeat RBS (if applicable): .........! wL VL S

I
Tick as applicable: [ MLC T LAMA “JBROUGHT DEAD

PrOCEOUIS dONS WIHT QBEANS (T AMNYE: - icvissirenssnminsuskissssssssgamesiniunsnsHanenmsts anssiiisas s s oniusnkess i Asami inausd AN Rl e

' ¢
Name of the Nurse : %’1‘”%""} ...................... Signature of the Nurse : .............. @ ...................
Date & Time : .. %/ﬁ?/% @ﬁ 3B
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niTiny BILLING POLICY

® Billing cycle: - With effective from 1% January 2020, Our billing cycle to be start from 12 PM to 12 PM,
Settlement post 12 PM, room rent will be charge for half day extra & post 6 pm, it will be charge for full day.
Less than 24 hours stay will be considered as one day.

® Asper the GOI guidelines, we can collect Rs 1,99,999/- only in cash mode, balance patient can pay through Card
tpaln the event of TPA/ Cashless denial or approval not received due to any reason then hospital tariff will be
applicable and any discount or special rates given to TPA’s / corporates won’t be applicable.

® |f the surgery / scans performed in Emergency hours (8pm - 7am), public holiday and on Sunday will be charged

TPA processing charges Rs.720 for every TPA route cases.

All charges vary as per Room category, except Pharmacy and consumables.

We follows a “No Discounts Policy” kindly cooperate.

No Duplicate/Second copy of OP OR IP bill is issued.

ICU/Ward Charges DO NOT INCLUDE - Air Mattress, Monitor, Consultants/ Specialty Doctors Visit,

Infusion/syringe pump, Ventilator/C pap, Oxygen, Investigations, Procedures, Consumables, Medicines or any

other bedside equipment’s/devices etc. (Detailed list can be taken from billing department).

Patient attendant can collect for Interim/provisional bill of the patient from the billing section on daily basis. Interim
Bill shall be based on the acknowledged services in HIS. Final Bill of the patient may vary from the Interim bill based
on actual update taken on the day of discharge. It is requested that patients/attendants inquire daily about the bill
amount from billing section and pay the outstanding as on that day.

Patient bill outstanding should not be increase more than 10,000/-

You are requested to clear your outstanding amount on daily basis before 12 PM.

MODE OF PAYMENT & REFUNDS

® We accept payments by cash (up to Rs 1,99,999/- only ), cards, online transfer and Demand Drafts.
® All refund more than Rs.2,000/- will be refund through NEFT in three Bank working days.

-

o

[V
Name & signature of Patient/Attendant ignature of Admission Desk executive)

NOTE: Self - attested Govt. ID proof is mandatory whosoever 15 Signing the undertaking.

RAINBOW CHILDREN’S MEDICARE PRIVATE LIMITED

Registered Office: Road No.2, Banjara hills, Near Hotel Park Hyatt, Hyderabad - 500 034, T: +91 40 2233 4455.
Corporate Office: 8-2-19/1/A, Daulet Arcade, Karvy Line, Road No.11, Banjara Hills, Hyderabad - 500 034.
Branches : BANJARA HILLS - T: 2233 4455 | VIKRAMPURI - T: 4246 2200 | KONDAPUR - T: 4246 2400 | MADHAPUR
- T: 6464 2020 | KUKATPALLY - T: 4246 2300 | L B NAGAR - T: 7111 1333 | MARATHAHALLI, BENGALURU - T: +91 80
7111 2345 | BANNERGHATTA ROAD, BENGALURU - T: +91 80 2551 2345, HIMAYATNAGAR- T:- 40 48873000

CIN: U85110 TG1998 PTC029914 email : info@rainbowhospitals.in www.rainbowhospitals.in




HNH-00018320 IP26-00006722
Baby AYESHA NIDA FATIMA

14-08-2020 SY1OM19D (F)
Dr. MADUR VENKAT NAVEEN Y
AEELE TR Rainbow” | @ oo
Children’s @ Bartthght
Hosplta| . BY RAINBOW HOSPITALS
takes 4 ot 10 treet the Mte Righ ur Right to a Sate Deliv

UNDERTAKING FOR BALANCE DEPOSIT

To

The Management,

Rainbow Children’s Hospital, Himayatnagar
Hyderabad-500029

Sub:- Undertaking Balance Deposit

| Mr/Mrs./Ms. ] /}aLc[ c\gw Ucpc/m _(Father!

Mother/ Other ) of Master/ Baby/ Baby of/
Mrs./ Ms ‘ .es['wa N\ck& /’m/i A was
bought to you<ll hospital on 09/07" 2006 at_ 04, SSom..
Admitted in . Approximate charges deposit details

were explained by the Front office/ Billing executive on duty.
| have to pay the amount of |45\ 4\i2%s a caution deposit but for

now I'm depositing _L& The remaining amount Pl
deposit on 03{9?{3021, at 01'00p .

Thqjiif You

Sighature
Nam/@- ,g:u.i: UCL::L\‘A
PWNo.- VS Jucs
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Department of Anaesthesiology '\w L C Eﬂll?db'%\gs & BirthRight
PRE-ANAESTHETIC EVALUATION Hospital .Ev RAINBOW HOSPITALS

Name: "éy M"'M'dl” WA : $ Sex: /W UHID.No HNH’ 14320

I\

D L(: 1SN RO’ /5 AU Time: ....... Som. Proposed Operation: . S A 8L A, 78T " zZ G&L“W

Diagnosis; ... 7 @\ALUND . #W"‘ ..... S 7(4‘(4 ..........................................................................................

BPTTRT; .S 2L HR: ?‘?/M Weight: /‘gkj ASA Physical Status: D1/Z/ 03 04 O5
Laboratory Data:
oo S [ GIUCOSE: oo, Profein s 5 |1 XeRAY: s ssissviais
PCV: e UBR: e, AID: e HBS AQ: ..o, G
WBG: i Broal s mmnnansy Total Billt <o HEV: iovimmmimininis oA 1 o] s K
Plate: ......cooorovroer 1R [ )] | T————— Blood group: ............. Stress/Anglo: .........c...c...
o G LDHY ovvamsmmsasimms T e OB s
PTT: cidisnsmsnsioninss CAEE! . iiimnisisisionitasasis AlK PhoS: .oveeceerieae g
INR: <. icvisississsinnss NG E s ATYISE: st 5 [ e———

Cl-:... s OGO TAOGPT: ..

Medical History: ~ CVS »% 0@"/ recent sz ©
RESP cMat WJM A np WWM%@
L b WM Moé/ dplmissms
Rena: gt A&M/MM/C/M/W
Hepatic /GE: /. W y@y ddﬂ% Physical Activity: g ¢ Ajag -

Others : -

Past Anaesthetic History: /,/J( .

Physical Exam: / , ’1 w7 ;ﬁ, ,

Ay MP1(5/3 4 Mouth Opening: m Mentohyoid Distance: 3% Neck: @ Teeth: gecafers

wnes: 425> cltane Chonically sl
Wt (170aF Mo
CNS: P

Pregnant: [IYes [1No CHIA Venous Access W/ Spine Exam for regional:  —
#

Anaesthetic Plan; CIMAC [REGIONAL (] GA-ETT /Q/I:ﬁ

Allergies: AJ jch 4.

Peri-Operative Plan Explained to the Patient:/@—\‘ES 1 No

CURRENT MEDICATIONS DOSAGE Pre-Operative In!i_!ructinns: o /u/o
1. DVT Prophylaxis :

Water / ORS 2 Hours
2. NILORAL<T o

Informed Consent: CJ ard O High Risk
4. Post Operative Pain Management: Wussed with Patient
5. Other Instructions:

3

Slgnatl% ................... Name: @{m LA
Docu. No. : HW{ M/ CLINICAL / 044




Patient Sticker

Pre Induction Assessment:

ANAESTHESIA CHART

Rainbow® . L
Children’s | @ BirthRight
Hospita| . BY RAINBOW HOSPITALS
1t takés a lot to treat the little Your Right to a Safe Delivery

Change in Patient Condition:

0 Yos__rflo

Fasting Status:

> b

Physical Status: T Patient Identified " Consent Present T Chart Reviewed
3 : [
~ N
HR: 2O ey - | BP/CRT: A0|e© [Sp0,: W01~ [RR: 20 Iwv | Last Feed: 2 {3
A}
4 : ; sl : uucl'"
Pre- 0P DIAGNOSIB. ..o i Operation: ......... (’\\‘-ﬂv‘+o‘w&‘° ............... Date: .2
i . - L] - e
Surgeon: ............. D‘m“, ........................... Anaesthesiologist: ... B Al Technician: .87
TIME GEr
N.O LPM -)\,h- .-.),
HAL S| [T Antibiotic
Drugs: ~— ¥
pvv_ ]
\ B A T {J\ Suppository
- QeI
RoW oL 3o WVWiag W
Blood Loss
FID, / Sa0, \oq oD koD
ETCO, O [de [
ECG D |6 ["3
Temperature Vo
Urine Qutput NOTES
|4 w | A
£
o
B.P 240
V' Systolic 220
A Diastolic
X Mean 200
= Heart Rate 180
Tourniquet on Time
Tourniguet off Time 160
140 +
Throat Pack In
Throat Pack Out 120 -
100 ~
80
80 P x L
40
20
10
0
ABG
LAB Values
GRES
Others
Equipment Checked and Temp: Induction Regional:
/ unc!lonal /[?:ME (Eﬂ"’ﬁuid Warmer (E/ﬁ' /Eﬂnhal Extremity Specify: ..
] L( 1 Cling Film [C] OH Warmer J Pre 0, 1RSI [ Spinal [] Epidural EI Caudal
Cuﬂ Site: . Hugger's [J Cotton Wool [] Others OIS iussrassssssssnbisioerbosinssiasns saysassssisbiss cerbasiodss
R C T 1) Jo— Oth T
ELG II.:ad [ Other O] Mask  —FTSGA POSIHION: ...
o 2 i C Site: ...
Temp Site Foe Al BN [ Airway (] Oral [ Nasal e
/FIO Monitor Anaes Start: ........).0.0.. ETT# ooveeee @ €M Needle Slze
Agent Monitor OP Start: ... E Oral O Nasal [ Cuff Parasthesia [ Yes 7 No
Pulse Oximeter OP End: [ Tracheostomy L] Topical Catheter at skif ................... cm
‘/B/ apnograph Leave OR: ...\ TP 5 1T PPt e MEe i i Drug Name & Conc:
& Ventilator Anaesthesia: [ Awake ] Direct Vision BOMS: i ccviiviiiin s timmsnimie s sssvsrss siisasavamisvassn
] Nerve Stimulator A [] Video Laryngoscopy []1 Stylette / Bougie Infusion:
] Monitored Anaesthesia Care [l Fiberoptic Block Level:
Position: G ] Regional Blade# .............. Attempts: . o
L1 Pressure Points C“BC"“’ Difficulty WHY? cooeooeeeoeeeeeee Crmmm
Line (Size & Location) Transportation to
Eye Care: CTOVP: oo | 1 Bilal = B O PACU icu ] Other
Ul Jint CIART: ooy [] Semi-Closed Gircle Relaxant Reversed [ Yes [ No V{“A
Tape jzﬁ /a/cr]:eu Circle
] Padding [l D Other Name of the Doctor :. D‘& W
[ Awake ON: Signature of the Doctor :.
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]
POST-ANAESTHESIA CARE UNIT RECORD

Recaived it PACU DY : .ot cencreneenns Time RECEIVE : cevereeereemecncrnneicriene Time Discharged : ... evereinras
|
250 250 .
340 i 240 IV Gannula Site ;
w 330 230 | ] O, Mask [ Nasal Prongs
220 220 i
] 310 210 [1 Tracheostomy O T-Piece
@ 200 200 { O Oral Airway [ Nasal Airway
E 90 180
= BO 180
o 70 170 | Vomiting : OYes CNo Drug:
o
= 133 oo |Membe:  f3ves CImo
v };g :gg Draln: (7 Yss [INo
A i 120 | Urinary Catheter: [ Yes [JMNo
w {10 110
& 100 100 | Chest Tube: T ves (ONo
@ > o { vuora iYes [INo
70 70
N 50 &0 IV Fluids:
& 50 50 Oral Feeds:
o 40 40
130 30
v 20 20
10 10
i] 1]
spo,
POST ANAESTHESIA SCORE MINUTES
(Moifled Aldrota Scoro) IN 20 1 60 1 90 ouT SCORING INTERPRETATION
Able extrermitios vol d =2 o : . -
Able o Qﬂ!:‘émmzi :ﬂuﬂmgﬁﬁ command =1 ACTIVITY A Minimurn Total Score of 8 is Required for
Able to move  extremities voluntary or on command =0 Dischare
Able to deep hreathe & cough freely =2
Dyspnea or limitad breathing =1  RESPIRATION . . .
Apnele ¥ =0 Exceptions to this, are to be explained in the
BP = 20 of Pre Anzesthetic =2 : inione
E of et Ieve 21 crcoumon space below by the Discharging Physician:
BP =+ 50 of Pre Anaesthetic leve =0
Fully awake 2
ZArausable on calling =1  CONSCIQUSNESS
Mot responding =0
Pink =2
Pale, dusky, bibtchy, Jaundiced, other =1 COLOR
Cyanotic =
TOTAL
PAIN ASSESSIMENT AND MANAGEMENT FORM ‘
Date Time Paln Score Intervention Signature
Pain Tool Used: I NPASS O FLACC (O WongBaker ITINPS Reassessment Frequency:
1. Every elght hours tor all hospialized patients.
ANASNBSJOIOGISENAINE T oo eeersesseeressreessrssssesmsssssrssessesssssssesemss s rssssris 2. Forpost surgical patient, patient with ehronic pain, palent with severe pain
' a.  Every 2 hours for first 24 hours
Anaesthesjologist Signatire: ..., tean oo AR TR AR oAt D. Adter 24 hours every 4 hours
¢.  Prior to paln reliving Intervention
Date & THTE. s asssssst s esssssses d.  Within 30-60 minutes atter paln relfef infervention
PACUNUISE NAMB: s sonnsnnsansonsssssssssssssss s sasssssns e Transferred to Unit by (PACU): oo oo ee————
.
PACU NUrse SIONAEUTE. s csnssesssmsmsssns ssss s esssssssssssssssanssnss Date & TIHEI ..o s sensnssmssessssssesssssssssssesess
Date &THME: e s
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Patient Sticker Children’s . Birth nght
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Department of Anaesthesiology
EPIDURAL ANALGESIA RECORD
D71 U TIME: cevreereereereraes Procedure dong DY ......ccccverecrmcencessnesensesssecseessesesssssensesssnessessens
CSE /Spinal /Epidural Position : ................. 17211 O Technique (LOR/LOS) ....cccverevneee.
1] 11 ) ORISR Catheter at SKN: ......ccceeceeeerveeerrenrescneness ALBMPIS © ovviiecevirce it cssmseaneens
Parasthesia ; YES/NO i YBS GBIANS  .vvvveiverviniiieiiesiisisissssssssissessessessstsessessssessessisessstssestsbensssesssssstsassssassassesnessans sssenssnsasses
SOILIEON COMPOSIIDN : .euvitiseerieierrienscre s s seer e s rasaeseemse s eesesessesbes e asssanesshesad o4a b0 00400 BERPORR R ARS8 RO A O LS4 SRR RORERLSL 0 e RRAR R LSOO RO REOE S
Any other issues :
B) trerrverensenteretreerearra st e e s s etn A st ee b b e AR SE RS AR Rt HEaSRA SRR SRR RS A SRR RO R RS RO RE SRR SRS AT RO RIS AR SO AR E SR TR AR RS SAm e R AR £ednenEnAnnenret e aensenranee
1) OO
] Infusion Rate Level Maternal
Time (ml/hr) Bolus (ml) | (g Right [ BP | Pulse FHR Comments
Delivery Details : ~ Time : ....cccovverinennas APGAR: ... SVD / Instrumental / LSCS (if LSCS Details)
Catheter Removed by and TP INSPECIEM & o...eeeeeee st recseese e s reasrene s ses e san s s s n et bt bbb s bt s b dBRE PO RO s bR R e RO B m bR 0
PafiEnt SBHSTACHON [ ....ceiveieieiiriseiensineeriiessisesessenssseese s ss e sessassassssesssssssesssransansasssssms saces s samsessesnssnsssssnsstssesseesenssassssenensenss

Discharge /Shifting ordered by
DOGIOr SIGNAMUTE! ....cuccsirnsisinnsismsensesirsssinssssrssrinsmsnsnensses
DOGCIOF NAIMIE: ....eoeeeceeeerecetrtersesesneaneres st ssesnssssassesasnsansesesens

DAte aNG TIM ; oo ccsncrcesessssresresssnesseenemsensisensrrenerrsneres
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CONSENT FORM FOR GENERAL / Eﬁ%ﬂ?}%‘:‘;ﬁs ‘Elﬁ&ﬁiﬁﬂf
REGIONAL ANAESTHESIA / Hospital | ) meanerms

MONITORED ANESTHESIA cARE ML C

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 fof 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 O Diabetes mellitus [ Renal failure
- [ Hepatic disorders O Shock O Multiple organ failure O Polytrauma / Renal Tubular Aacidosis
O Incapacitating Cronic Obstructive Pulmonary Disease

\Jz’ﬁthers ] 07

COMMEBITS © ovveeeveveeeeseeeeeeeeeeeeseseesseesesesesensaseseseneesasesesesesesesesessesesesesasesesesesesessssesesesseseseasteseeesseestasansssesetasseseteastatenseesaees

* 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 /
............................................................. the above mentioned operation / Diagnostic / Therapeutic procedures

* | authorize and give consent for anaesthesia ( CJ Regional / eneral Anesthesia / 0 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

e T —



| 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 VEI/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 Atendant : Witness :

Signature : .......... .g"}'g‘ ........................................... Signature :

Name: .......... M- NVNeAZMm ‘ﬂ / jame .. (WA 1O

Relationship with Patient: . f&(ﬁl ............. Date & Time : 3/ SN~ Y %77 B <

Date & Time : ............ ‘2 ..... ?&[‘mﬂ’“ ............

e(mﬁ):

SIGNALING . .ol

Doctor (who is takin




PATIENT TRANSFER FORM

MLC

z
Rainbow”® . L
Children’s ‘Blrtthght
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14-08-2020 s§Y10M19D (F)

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
1P26-00006722 r
:::?:;‘::: NIDA FATIMA 5/0 a//z/g@ q;di:

5/03/2/5@{%”

m“mi:‘“li ﬂﬁi\iﬁ“iﬁﬁfﬂﬁ\‘“\‘ Transfer Ordered by Reason for Transfer
O¥ S cc'?/ (oA Ad r WADI
R PRy Yes[ 1  No[]

Number of Sheets in Clinical File

i5-/ -

Number of Imaging Films

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

Yes [ ] No[ 1—

If yes, what ?

Medications / Consumables / Surgicals / Hand over

SI.No.

[tem Name

Quantity

4.

5.

Shifting Summary / Notes Written by Doctor :

Yes| |

No[ ]

5%}/)%‘2

Name & Signature of Person who is Transferring

0%

Name of Person Ordered Transfer

Sace 7M

Patient & Clinical Records Received by :

%xx"\?&hh 5 VoA

& .
Date & Time of Patient Received : .1’\'){\'\/ o

[ Unavailable Bed

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

If the transfer order time & Completion time is more than 30 minutes, please tick the reason mentioned below :
1 Nurse not Available

[ ] Available Bed not ready
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Rainbow . 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 ™" TEL NO :040-48873000
»Rolabow WEB : https://rainbowhospitals.in

. Rainbow Childrens Hospital-Himayatnagar

GENERAL CONSENT FOR TREATMENT

Patient Name: Baby AYESHA NIDA FATIMA Age : 5Y10M19D M L C
IP No: IP26-00006722 Sex: Female
Consultant: Dr. MADUR VENKAT NAVEEN ’ Ward/Bed No: GF -EMERGENCY/ER01

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

Patient, be deemed advisable or necessary.

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

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

In giving my general consent to treatment, | understand that | retain the right to refuse any particular examinations, test,
procedure, treatment, therapy or medication recommended or deemed medically necessary by treating doctors. | also
understand that the practice of medicine is not an exact science and that no guarantee have been made to me as the resuilts
of my evaluation and | or treatment.

| understand that | shall not bring valuables to the Hospitals and that the Hospital will not be responsible for the loss,
destruction or theft of my personal belongings. | assume full responsibility for all my personal items and release the Hospital
from responsibility and liability for such personal items and valuables. ‘

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

Note:

1 We do not allow use of medication brought from outside by the patient.

2 | have received attendant passes as per my room category. | understand that | have to return it back at the time of final bill
clearance. In case of failing the submission, | will pay 200/- Rs.

(™ (Receivers Signature.................. )

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

Signature of Patie elative:

.
Napa/?“"g\) by Patient Address:

Relamr 4_4.1,,_,\ 2-4-712,AK.M QUATERS Kachiguda

Hyderabad Telangana INDIA 500027
Date: © % - oy~ Lot6 Time: 44 S + 84/“
\
Wittness Name: \/f,-:g@@/\ au@ Pﬂ\d‘v\-\

Wittness Signature:

Printed Date / Time : 03/07/2026 04:59 Printed By : 020099 Page 2 of 2
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Baby AYESHA Nipg garyr s 0008722 Rainbow”’ i
14- FATIMA ) . .

Dr.o}:f::: SY1OM19D Chlld_ren's . Blrtthght

i Hospital | e ot

our Rigl 0 a Safe ivery

L i
POST OPERATIVE - DOCTORS HANDOVER FORM

OTto #PICU [INICU  [IMCU [ WARD
Date: ‘3[:[[1,; .......... TIME: weoveeeeeeeeeseeeeens

Name of the SUTGery: ..........cccoov...... Mm”f+°@t‘@atﬂd"cﬂ el e e e SR
Drugs used for sedation during surgical procedure: ..... YO 2OLA™, | FENFANML) ROt
IV Fluids type / amount used using surgical procedure: LRNgEE WoTe ost
INPUL ..o, m Output....ocooeene.. ml Blood Loss..2. ' ..ml
BIOOO IrARSTUSIONIT AN ... . vivsimsrvimsiinssaseesssnsvinssussiossssssiissussiitss avonss s sabvyiiamssesehessss5sves s eviss ISR SN o (VSN2
L 0 e 1
B
On arrival to PICU / NICU / MICU / WARD:
TOMP: oo HR: ... \3Xboov R LAOTHIN  BP CRT: oo
Peripheries: ... WA Sp0,: ...... \“}O[ T Ve ¥
ENAINNS oo a3 B R A AR RO 5 4 S B KRS B W S A s A TR
ET Tube: | | Cuffed || Uncuffed
SIZE OFETT: oo Length of Fixation of ETT: .......coooviviiieeccceeceecs e

Surgeon’s Notes: _~—~Yes  [INo

Time of Arrival to Unit: ..........cooeveeereee

Handover given by: Handover taken by:

Anesthesiologist's Name DJS(U .. e DOCIOr'S NAME ...

Signature: ..o D“ W ..................... SIGNALUTE: ..o
2 :

Date & TiNE ... coonnnins \q\u’ ............................. Dat8 8 TINE. oiiiinmmmmmaisisronimmmssssisisiesisiimss

Docu. No: RCH /FRM / GLINICAL / 159




mb;w . —
INFORMED CONSENT FOR SURGERY OR Chiidren's ‘E.!I}E!ﬁl%&ﬁ
SPECIAL PR, -NIIRE L L Sur i s Ses Doy
Patient Name : ....... 3‘;‘%‘;%:: MD;YF:; ::':nn o Gender: CJ Male [ Female AGE:
S 11117 11T 08

Instruction:

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

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

""Qﬁ'é% ........ f@ ......... upon ..

(Name of the Patlent)

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.

I have been explained that the following complications though rare are possible and will not hold Surgeon, Anesthesiologist or
the hospital staff resp \Zlble fora y untoward eve?t ther

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 otherinformation.

3. Ihave had achance to ask my surgeon questions.

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

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

Name of the Doctor who is performing the SUrgery / PrOCEAUIE: .............cveveiveieiieiceceeieeseeee e cae e s s esseasasesssnssnanas
Consentee : Patient Attendant :

SIGNALUIE © ..o eeeeeeseesereesesse e Signature : FQ"JM @‘Yw

1 [ Name : FHQ\"\ECN 13@G\UM

DR B TING & .. Relationship with Patient: .............c.coceevvvvieiiiiicienn.
) Date & TIME & ..covieiiircre e

WWHBIAS ; / Doctor (who is taking the consent) :

Signature : ................... e Signalure : ....... /\./\ afoadtalls

AR et B Name : /lﬂ‘uﬂcwl ............. .

Date & Time :

Date & TIME & ..o,
Docu. No. : RCH /FRM / CLINICAL / 027 )
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HNH-00016320 N\D" FATIMA ) { . ’/‘/é‘ 5
L MM\\\\\ - Chitdrer's | @ BirthRight
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NUTRITIONAL HEALTH ASSESSMENT - GIRLS

Date: ,3/%2—{ Time: L2 {0, /otw
Weight: .../ DKY... Centile: ........ 3/4/ .............................................

Height: .......... N CBMHIES ...vr oo pereeess e seeese e e e e eeee e eeeseee e

Inference: . Ur\dmw;%f

5157 R F— AT “C.alones ...... l lTDE)KCDJJ ; Protein:....%... AN N\IYL......
Diet Recommendations: ......... Sbﬁa‘{d\)\hﬂ, w}u} ............... Qky/ ................................. W/W ......

Re-Assesment: ........ f\) ........... W\k ...............................................................................................................
Food Allergies: ............ocooveveveeen.. f\f ................................. Veg/Non-veg ...... /\’Gﬁ(\j .....................................................
ﬁl)lagn05|s ﬁkﬁw ..........................................................................................................................................

" Nutrtional Infervention - B+Oral ] Enteral ) Parenteral

Patient's Signature: ................ o o et SRR
GROWTH CHART (GIRLS)
Birth to 36 months: Girls 2 to 20 years: Girls
Length-for-age and Weight-for-age percentiles Stature-for-age and Weight-for-age percentiles
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M Xd\ ,ZD_,B\J))/\ Dietician's Signature ........... M% ...............

Docu. No. : RCH /FRM / CLINICAL / 161 (PT0.)

Dietician's Name
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Daily Notes:
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