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MEDICAL EQUIPMENT ( WARD & ICU)
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PROCEEDURE
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Proceedure
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ANY OTHER INFORMATION

Date :

Time :

Prepared By :

Staff Nurse

&' Shift / Ward
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Billing Assistant

Billing Supervisor




N ViH0z07152 1P-00060812 ,
Master A.8 DURGA BHAIRAVA Rain b:-g e

T 30:012019 7ysm23p i . L

\\ Or. AJAY KUMAR Children’s e BirthRight

T rospital _ | (et
SURGERY DETAILS

\

Date: ............ 95 ’f/)(’ .....................
Patient Name: .Maﬂ.&?’...t.9.-5.;.....Q%&z@x.....{%&xm&wnate of Birth: .....QQ.J..‘?.‘.'.!P.I.f?..\.‘i............. Age: %’va&
Gender: ... "0 oo ward: ........... | EAR—— UHID No.: @Dﬁ)ff—\@?ﬁ’b

Date of Surgery: ......... 332 jbb .................

Name of the Surgery : .

Time in oo .U /

AMOUNT
1. Surgeon O ATRYL MDA e e, n!l..C z"a’\?e ..............
2. Anaesthetist :......Q.’C.:.BS‘L.U..I’X@QM.: ..........................................................................................
3 AU BINGOON i s RS i, s 8 S A S s

4. 0T Technician
5. Circulating Nurse :

6. Assistant Nurse

Special Equipment:  [| Laparascopy (] Broncoscope (] Harmonic (] Morcelator
[ ] C-ARM ] Cystoscopy [ ] Versa Point [ Liver Cusa
] Neuro Cusa MR ) CR— SR

.I.I A s ‘
Signature of the Surgeon w Signature d%\q\ing Nurse

Order No: ’5\050“4.\[5_ Order by: 5%650‘\’1«:1r .....................

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



DEFICIENCY CHECK LIST OF MEDICAL CASE SHEET

Rai nbow

b S, |
Patient Name 3001200 7y gpaep IP.No:
Dr. AJAY KUMAR (M)
Ward IHMIIHMMIMHIIHIMIIHM DO
$1.No List of Records do.of |\ gty | Completeness Remarks
. Pages
1 Admission Sheet O\ — -
2 Discharge Summary ol — |
3 Nursing Initial assessment form O\ = —
4 Patient Trasfer Forms 0R — =
5 In-patient Medical Record 0\ o -
5 Doctors Progress Sheets
7 Nurses Progress notes o = -
8 Consultation Sheets
9 General Consent for Treatment
10 Conset for Surgery
Consent for Blood Transfusion
12 Consent forChemotherapy
13 Consent for High Risk
14 Consent for Restraint
15 DAMA Consent
16 Consent for Special Procedure
17 Consent for Radiological Investigations
18 Consent for HIV Test
19 Anaesthesia consent form
20 Anaesthesia notes(Pre Anaesthesia & Post) ol - ==
21 Pre Operative checklist
22 Surgical safety Checklist
23 Operation Theatre notes o] - =
24 Nurses Clinical Presentation
25 | TPR & BP chart i ol — =
26 Intake and Output chart (fluid Chart) Ol - -
' Drug Chart (Regular prescription) D2 — [~
28 Daily Investigation sheet
29 Investigation Values (Result Sheet) 0\ o -
30 Nebulization Chart
31 Diabetic chart
32 Nutritional Review chart Q\ — —
33 MLC form (in case of MLC)
34 Patient Education Form
OHERS 1)
Total No. of Pages B




ERROR LOG

LOCATION: - NICU/ PICU/HDU/OT/GENERAL WARD

ICD CODE :-

OBSERVATION: -

DATE :
MRD EXECUTIVE
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pre et R -
Dr. AJAY KUMAR Special remarks
MHTTmh \\
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3.No Parameters Responslibility Signature
Due clearence from IP Billing & Financial :
1 Counselling for the accomodation to be BILLING STAFF
shifted ( )Jb

Room Ready to Occupy - Checking done for A/C

, Lighting , Plumbing, Cleaning & Bedsheets
2 FLOOR COORDINATOR / MOD .

Shift summary is prepared or not Whether any
Pharmacy Consumables are to be Replaced
/Returns / Indent required Pharmacy Clearence

NURSING STAFF Wy




= . Rainbow Children's Hospital - Secunderabad

s
Rainbow . H.No.3-7-222/223,Sy.No.51 to 54,0pp.Karkhana P S Karkhana Main Road,Kakaguda, Karkhana ,Hyderabad
Children's ™ ,Telangana, INDIA ,500009.
Hospital 3"“‘“;,5": TEL NO :040-42462200, Ext 2000,2001,2002
- WERB : https://rainbowhospitals.in

ADMISSION SHEET

(LR RO ORI LT
Registration Details :

Admission No : IP-00060812 Admit Date : 23-Jul-2026 Admit Time : 06:00 AM UHID : VIH-00207152

Patient Details :

Fatient Name : Master A.S DURGA BHAIRAVA RUDRAUNSH Age :7TY5M23D
SHOURYA
Guardian : Mr A.PRAVEEN DOB : 30-01-2019
Gender : Male Religion
Occupation ; Martial Status
Address (H) - H.NO:3-125/87/108,SRI LAXMI NAGAR Phone No . 9951151852/ 9848890117
COLONY,BODUPPAL,HYDERABAD, - ) :
TELANGANA. Boduppal Hyderabad Telangana Rl : entr.praveen@gmall.com
' INDIA 500092
Admission Details :
Bed Type : SHARED WARD Bed No :ER 102 Ward Name : N 0 GF-EMERGENCY
Room No : ER102 Admission Type : First Visit
Contact Details :
Name : Mr A.PRAVEEN Relationship :S/O
Contact Address Phone No : 9951151852
(e
Sigmature

Doctor Details :

Doctor Name : Dr. AJAY KUMAR Specialisation : EAR NOSE AND THROAT
Referral Doctor i Phone No

Co-Consultant

Payment Details : Deposit Amount  : 0.00

Payment Mode :Cash Payor Name . SELFPAY

Printed Date / Time : 23/07/2026 06:01 Printed By : 017885 Page 1 of 2



il - MEDICAL RECORD COPY

i a= o |
Rainbow .

Children’s | BirthRight
Hospital ' BY RAINBOW HOSPITALS
o e | Your Right to a Safe Delivery
Master A.S DURGA
BHAIRAVA
Name RUDRAUNSH UHID VIH-00207152
SHOURYA
Father/Guardian Mr A.PRAVEEN Age/Gender 7Y 5 M 23 D/Male
Address H.NO:3-125/87/108,5RI LAXMI NAGAR COLONY, BODUPPAL,
i HYDERABAD, TELANGANA., INDIA, 500092
IP No [P-00060812 Admission Date 23-07-2026
Ref Doctor Discharge Date 24-07-2026

DISCHARGE SUMMARY

Consultant: Dr. AJAY KUMAR
Pediatric ENT
CONSULTANT EAR NOSE & THROAT SURGEON
10524

Diagnosis: Grade-Ill adenoids + tonsils

S/P- Coblation assisted adenoidectomy + tonsillectomy under GA done
on 23.07.2026.

History: Master A. S. DURGA BHAIRAVA RUDRAUNSH SHOURYAisa 7Y 5 M 23
D boy presented inability to breath, mouth breathing, recurrent cold and
cough, frequent waking spells. For the above complaints, he was admitted at
Rainbow Children's Hospital for surgery.

Examination: He was afebrile, maintaining saturations at room air and
hemodynamically stable. Heart rate was 96/min, blood pressure 100/60 mmHg

and respiratory rate - 26/min. Grade-lll adenoids + tonsils present.

Weight on admission : 26.1 kgs.

HIMAYATHNAGAR BANJARA HILLS [JC1L, NABH & NARL Accredited)  HYDERMAGAR (MARH Accrediied]  KONDAPUR OUTPATIENT CLINIC (Gl AccreditedivT]  SECUNDERARAD (MARH Accredited  KONDAPUR L B MAGAR (NABH Accredite HANAKRAMCUDA
mergescy D 040 - AESTI00  Lmergency (] (40 - 4464 §555, 91009 15516 Emergency 3 G40 - 4246 1300 V3 040 - 4246 2100 aIgEncy 3 D40 - 4246 2200 Emargamcy 3 040 - 4348 1400 argency 3040 - 7111 1333 Emargumy 3 0408831 5233

@ 1800 2122 @ www.rainbowhospitals.in




Master A.S DURGA
BHAIRAVA

Name UHID VIH-00207152

RUDRAUNSH
SHOURYA

Management: He was admitted in the ward.
Procedure : Coblation assisted adenoidectomy + tonsillectomy under GA
done on 23.07.2026

Operative Notes :

- Under general anesthesia.

- Coblation assisted adenoidectomy done.
- Coblation assisted tonsillectomy done.

- Hemostasis ensured.

Post Operative notes : Post operative period was uneventful. He was started
orally on liquid feeds which he accepted and tolerated well and he is being
discharged with the following advice.

At the time of discharge : He is active, afebrile and hemodynamically

stable.
Advice:
1. Diet as advised.
2. Syrup Augmentin-ES, 5ml (8am-8pm) for 7 days (Refrigerate after
reconstitution).
3. Syrup Ascoril-D, 5ml (9am-9pm) for 5 days.
4. Nasivion-P nasal drops, 3 drops in each nostril, (6bam-2pm-10pm) for 7
days.
5. Syrup Combiflam, 7ml, (7am-3pm-11pm) (after food) for 5 days.
6. Tablet Pantoprazole (20mg) 1 tablet (at 7pm) (empty stomach) for 7 days.
7. Syrup Prednisolone (5mi=5mg), 5ml (9am-9pm) (after food) for 3 days.
8. Betadine throat gargle, 2 teaspoons in 1/2 glass of chilled water (gargle &
spit out) (7am-3pm-11pm) for 1 week.
9. Kindly consult Dr. Ajay Kumar, Consultant ENT Surgeon, after 7 days in

OPD with prior appointment.
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Rainbow® | i o
Master A.S DURGA Children’s iBlftthght
BHAIRAVA Hosbi - BY RAINBOW HOSPITALS
Name RUDRAUNSH UHID takes a p u%l'ou"j.o Your élght to a Safe Delivery
SHOURYA

To take appointment for OPD consultation at Rainbow Children's
Hospital, just dial one number 1800-2122 (between 8 a.m. to 8 p.m.)
(or) log on to www.rainbowhospitals.in

In Case of Emergency for increasing breathing difficulty, dullness or high fever,
Contact 040-42462200 Extn: 2010 (or) 7337357870.

If any IV antibiotics - will be given in Emergency Room between 6am -
7am for morning dose, between 2pm - 3pm for afternoon dose and

. between 10pm - 11pm for evening dose (Outside IV medication shall
not be allowed with in the hospital as per the hospital protocol).

The discharge advice and details on how to obtain emergency care has been
explained to me in the language that | understand.

Name : Signature :
Relationship with patient :
This summary has been explained by :

Summary prepared by : Dr. Shrikar
DEO : MD Younus Pasha
| ] Registrar/Resident/C.M.O

Dr. AJAY KUMAR

Pediatric ENT

CONSULTANT EAR NOS HROAT SURGEON
10524

MAY ATHNAGAR BAMJARA MILLS (UC1, NABH & NABL Accredited]  HYDERNAGAR (NABH Accredited)  KONDAPUR OUTPATIENT CLINIC (IC1 ArcreditediVF)  SECUNDERABAD (NABH Accredited)
. Lmergency 3 murgencyy 0440 - 4246 2

KONDAPUR LB NAGAR (NABH Accredited)  NANAKRAMGUDA
40 - 4246 2100 V13040 - 4248 2100 Emargency 3 040 - 4246 24 Emeryeny 3.0

® 1800 2122 @ www.rainbowhospitals.in
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30'01 201. OURGA g J:“""’ Rainbow ®

MY kgyp Y SM 22D Children’s E::tmi?n?t
I//ﬂll/ﬁ/ﬂ/ﬂﬂl/ Hospital _ | )memne

NUrsiny ‘IMW? dmission Assessment Form For Pediatrics

Your Right to a Safe Delivery

Diagnosis: a% 0 J(O Tdﬁm QT

Arival Time: ...... -2 .. Mode of Arrival: BH @ml.%:"‘idmnung From: (JER [JOPD [1Direct Q7
Allergy / Adverse Reaction ...................... o eenseeen i R Body Weight: 2542 Kg

HEIght: .....cvreverereees CM

Past Medical History: Obtained From [ Patient '-ﬁﬁmily Member | Medical Record [J Other (specify) .....................
Past Medical History Past Surgical History Previous Hospital Admission
- — -
&)
Family History: .......cccccoeiid M § \ ...................................................................................................................

Has the child or close family member had recent contact with a communicable disease? [Yes S0
LT ] R N ————————— L
Was the child's birthnormal? [1Yes— [ 1No  IfNo, please describe problBmS: ..........cuvummeiiiiiiniiiiiiis s

Are the child'simmunization uptodate? =Yes LI No

Current Medication: [ None “:"'?/s. If Yes, fill reconciliation form

Observations: nght& 6'1 kﬂ Length: ............. .. HeadCircumference (< 2 years} .......................................
o S R .. 2 Abm. .. A |ss (@] b M
Pain Score: .......L0......... Specify Site: .. o eeeissesssseeesnnnee. (FoOllow Pain Assessment Sheet & Document)
Fall Risk Assessmem:-—ﬂ'TeS [ONo  Score: ....... | ——— (Document in the Humpty Dumpty Sheet)
Risk of Pressure Sore (Braden Q Score ﬁ.?) .................... ) (Document in the Braden Q Assessment Sheet)
Pain Screening: [] Yes - INo If Yes, Pain Score: ............ Pain Tool Used: [ N Pass X=FLACC [ Wong Baker
Character of Pain ... ~c....... Location ......... 2 R FIEQUENCY ...ovvr.meccecverereere DUTAEION oo
FUNCTIONAL SCREENING: <=0 Abnormalities Detected
['] Mobility Problem ["] Walking Problem
1 Developmental Delay 1 Musculoskeletal Congenital Abnormality
Inform consultant for positive criteria
NUTRITIONAL SCREENING: “C7 No Abnormalites Detected
[ Underweight 1 Overweight [ Special Feeding Method
[} Feeding Problem [] Special diet | No Abnormality Detected

Inform consultant for positive criteria

Docu. No. : RCH /FRM / CLINICAL / 145 (PT.0)



Psychological Screening: Wﬁcant Findings
Unusual concerns about patient's Psychological Status: % LINo

if Yes Consultant Notified: ... (Date/Time): ............ i e b s
Social History: Lives With ..................§

Siblings in household = Yes STTNO  (if YES HOWMANY?) ...ovveeroeeeoeeeeeeeeeeeeeeeeeeeeeoeeeeeoeeeeeoeeeoeeeoeoeeoo

All Information Obtained From [ Patient Mer (] Father (] Other Family Member

Orientation has been given regarding the following aspects:

Call Bell in Reach : ~~TYes [ No Waste Disposal Explained:—=Yes I No
' d"”“’
Infusion Pump :  <#TYes [ No Hand hygiene Explained: P’VQ 1 No | Others

Patient Rights & Responsibilities: —~TYes [ No

Information givento ............. PQQMS .............................

Q1 . d(
Nurse's Name: Qﬁo' Date:‘.“.&B...\.} ............. Time:...‘.).?.-??ﬂﬂ.f.?" Signature
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PATIENT TRANSFER FORM

2
Rainbow® .

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

It takes a lot to treat the litte.

[ 30-01-2019

Patient Name & UHID No.

VIH-00207152 IP-00060812
Measter A.S DURGA BHAIRAVA

Date & Time of Admission

;pg(ihe @ 6 00PW)

Date & Time of Transfer Order

s3lihe @ wreen

7YSM23D (M)

AJAY KU

Tl

Transfer Ordered by

or soceudho

Reason for Transfer

posk spercibus Cauny

From Unit To Unit Information to Attendant
3 Yes No
o7 = o -

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

over to attendant
@ O i | Yes[ | W
If yes, what ?
Medications / Consumables / Surgicals / Hand over

SI.No. ltem Name Quantity

I

2.

3.

4.

o
Shifting Summary / Notes Written by Doctor: ~ Yes[ " No[ ]

Name & Signature of Person who is Transferring Name of Person Ordered Transfer
RE Q\lbf S DY~ gaandbe

Patient & Clinical Records Received by :

R @‘?‘f\h

Date & Time of Patient Received : @ W Q5An

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

|| Unavailable Bed
Docu. No. : RCH /FRM / CLINICAL / 102

] Nurse not Available

[ Available Bed not ready



PATIENT TRANSFER FORM

N

Rainbow® e
Cii"l'i?dr?evr:'s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

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

| Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
VIH-00207152 IP-00060812
M A .‘ LO(\'\'M
I PU L CTE N EEL Gl

Dr. AJAY KUMAR

DO

Transfer Ordered by Reason for Transfer
v ]
OJ\: gmmef})&.‘ ,-ﬁ&mm_(& UY)
From Unit To Unit Information to Attendant
£ o YesL¥  No[]

Number of Sheets in Clinical File Number of Imaging Films

Personal belongings including
clinical documents. If any handed

over to attendant
sabl YsET  No[]
If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. tem Name Quantity
1.
2.
3
4.
5
Shifting Summary / Notes Written by Doctor : _ YM No[ |

Name & Signature of Person who is Transferring

et )4%

Name of Person Ordered Transfer

Ds- L cmeesa

Patient & Clinical Records Received by :
gy
2 L r-

LA

L

Date & Time of Patient Received :

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

(| Unavailable Bed "] Nurse not Available

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

[ ] Available Bed not ready



Patient Name : M’!‘C'm&aoﬂ‘ GA BHAIRAVA RUDRAUNSH SHOURYA UHID : VIH-00207152 IPD :

(P-O00GET g @0 17 Y SM23D
0 Dugc,h “ﬂo
01'1'-" Ut
\\\\\m\\\\\%\\ Rainbow” oy
%\ Children's = BirthRight
Hospial | | @
EMERGENCY ROOM TRIAGE FORM W+~ QLHa2
mmsmmﬂﬁudmwrﬁh Age: . 44X D MNOVHY  gender: Somile [ Female
oate: . QDLUEIQG ... Time of Arrival - 755 AR -
Allergies: [IN0™ (I Yes [0 Food [ Medications [ Blood Transtusion [ Oher (SPECIY): ..............eemmmecooicoe [ NOUKROWN
Mode of Arrival - a_J&Mmbulatory ) Wheelchair [ Ambulance

initial Vital Signs: Temp: A8 = tc'p R ALl e 101G G5 8.6 ol v sp0. ay)-

Chiet Comptaints: ... 2\ 0. Qm .......... ",MQ%_Q Ade.mkomz 1\9(?"5""9

INITIAL PHYSIOLOGICAL CATEGORIZATION > ‘gwll PHYSIOLOGICAL STATUS
2 Work eathing Stable
ml A .D*é:al O Increased [ Unstable :
[ Sick Looking Circutation / Colour (7 Decreased [ Gasping/ Apnea [ Not - Life - Threatening
3 Abnormal [ Bieeding O Lite —Tiestaning
W Classification CTAS
H Level 1: Resuscitation Immediate
Level 2. EMERGENT : Life or limb threatening < 15 min
Level 3. URGENT : Significant iliness / injury with potential to become life or limb threatening ‘Qmm
Level4: LESS URGENT : Significant iiness but not life threatening me
Level 5: NON - URGENT : May receive care when convenient 120 min

NOTE : All immunocompromised children and preterm babies to be considered Level 2.
All Children less than 2 years age with high fever to be considered Level 3.

. Signatura of / Guardian
* CTAS - Canadian Triage and Acuity Scale Triage Compietion Time {22, V1., B2 | .
Communicabie 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 past 2 Yes\ e following criteria:
weeks [ | Any patient with Fever / Rash / Vesicles / Discharge from Eyes
2. Have you had cough or a rash i the past 2 weeks s M i
Rk y | Any patient with fever and respiratory symptoms who answered
R R D oo “YES” to any of the questions on epidemiologic risk factors in
“PART B" of the triage screening above,
PART B. memllgwmng fever and respiratory/rash
Sypiame: ] et applicubie PART D. ACTION / INTERVENTION: {for positive suspected
1. Have you travelled outside the INDIA? or had close [Yes SHG communicable disease triage screening)

contact with someone who has recently travelled outside Patients should be immediately isolated in a negative pressure

the INDIA, in the past two weeks? room or a single room (as appropriate) for pending evaluation.

It yos, State LOCAUON: .......counmmmmsinmsmsnitamarsess " The patient should be given a surgical mask immediately, if not
2. Ase your parents / close contacts at home is/a healthcare | \'es\_,u(' already wearing one.

worker? {please encircle the choices} (e.g.. nurse, ; ;

physician, ancillary ices personnel, aied hesith | Both patient and triage staff shouid perform hand hygiene.

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 : ... Q\J‘;@, Signature of Triage Nurse : .. il v
e

Date & Time - mur .......... (O :53Am-

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



Patient Name : Mast. A.S DURGA BHAIRAVA RUDRAUNSH SHOURYA UHID : VIH-00207152 IPD :

P00 aeria ™" wdosows 7Y SM 23D
Master A.S DURGA BHAIRAVA
30-01-2019 7YSM23D (M) "
Dr. AJAY KUMAR L=
Rainbow s b
u l Hmmu"mm mm Children’s BirthRight
Hople | 1TSS

NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Date: QL FIRo ... Time of arrival : .. 752 5% Ay
Chief Complaints: ..€10... Carme. hms . &uﬂﬂﬂbc P\‘*an Bl‘OﬂS? . .ugB%;

Height - . 4 QMenmaveight - Qo -1 N rowwe.... HEAd CirCUmIBrence (<2 YBars) ........ e v roicssecserieonens
Aliergies: Yesﬂ I Medicati " Blood Transfusion | Food  CHOMON ...ocoocen oo rraennn
V0D TOIIIMIRY Lo bl s sosassovs s i o e RSB SS o 5 Sd s sar e o s vas s aas s b s
Pain Screeniuu;/&? INo If Yes, Pain Score: b’ ....... Pain Tool Used: L) N Pass «TACC ) Wong Baker
Chataster ........... v veins Localion ......mmtericnes T3 FIBQUBREY wissiccssisnns OURNOR i,
[ RISK FOB FALL: Functional Screening: _~fo Abnormalities Detected |
Al patient is < 6 years Mobility Problem
| tick b_e!ow fall risk intervention directly Walking Problem
[ I Patient is > 6 years Developmental Delay
! NH B beiow garatsistrs Musculoskeletal Congenital Abnormality
i History of Falling: within past 3 months ClYes A i |
| Ambulatory Aids: inform consultant for positive criteria '
i * Wheelchair Cl¥es J N0
| Uses furniture for support ClYes A
PO, o R0 L e ML St S ptiotied eunsrseteponpessess
- /i i - 1
o Bweed;:St' siiuitiig - zz: ﬁ Nutritional Screening: ..4?‘(0 Abnormalities Detected
: : A | Underweight ;
| * Impaired MYes MO 3 o
| Mental Status: Forgets limitations CYes a6 o
= Feeding Problem ;
IF YES FOR ANY CATEGORY = RISK FOR FALLING Special diet i
A S I Special feeding method g
| Escort while ambulating . o
Q)sgisf Patient Inform consuitant for positive criteria
" Educate patient and family on fall precautions/prevention 2

Psychological Screening: 0 Significant Findings

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

—

Yes ConsultantNotified: .................ccoocmmmiivcrniione (DBTTIMB): oo e

BOCIBMISIOry: LIVESWIN.......c...ocnsivcsiensiorss ABRIRERIOAI ... csitossispoenconestneraetesssesasbonssnsentsessesmeassneesssesesse

Siblings in household || Yes \.Hﬁ’—{ ifyes HowMany?) ................. e s e s e e AR R i
Time of Initial assessment completed by ER Nurse : @G}‘-Q&&m

Docu, Ho. - RCH /FRM / CLINICAL / 120 {PTD.)



Patient Name : Mast. A.S DURGA BHAIRAVA RUDRAUNSH SHOURYA UHID : VIH-00207152 IPD :
[P-00060812 Gender : Male Age: 7Y S5M23D

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

Time Nursing Notes

@% - AmPoligmt Come o O
G 63wm ¢ Vilalh cheotBd § secomrdled) .
G:00mms Dit-Carmepre  Boam the padtomt,
G:0me k- Pood - Yokerdoy iant @ A:00P™ , yeacid @ 4:00Aw -
G 10Aw* Doctort  adwviee bort IO -Byokmiwion dlewe
» 1V placdmen! dan®. x 5V Targiven fu 4R
2204 o Paliemt Ghided to  OT-

Samples collected by Time:
Samples sent by : — W5l - Time:

Medication given in EH:

B3\ —

%ﬁ%j ' Medication | Route | Dosage & Instructions ggi‘g‘?’ géﬁﬁ |
|
: \'\ /
| / |
COndmon of patient at time of shift - out : ~ Details of Shift - out __ .
.. A% blm- BpP: \(H ]@C'EQ ; - Shift - out from ER to: _........ (Y ... |
Sla
GCS:\49.S.2G... .. Temperature : ... ¥ ..
s e P : Handover given to: (ﬁﬁ ,)W"“L ............... .
Pain Score: . Q....... , (Nurse's Name)
Repeat RBS (if apphicable): ........ T vcrerrrenverscnnen Ay S Arcbibha '!
Tick as applicable: MLC LAMA “BROUGHT DEAD

Procedures done with de tails (if any):

e lenm} cﬂng
Name of the Nurse : .Adbéuoféj - Signature of the Nurse : "A%- AR

Date & Time : ,2313[),6(3"2.104&1\4
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It takes a lot to treat the little.

PEDIATRIC IN-PATIENT
MEDICAL RECORD

\ i
Patient Name: E%E::Eﬁ"‘“i ” ‘;:‘5356“ ,,
oo Uil
Department:
Consultant:

Docu. No. : RCH/FRM / GENERAL / 065 (PT.0.)
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Master A.S DURGA BHAIRAV "
300120119 7YsM23D L]
Or. AJAY

il

Pediatric Multiorgan History & Physical Examination

Name : fzialw : Age/Sex '_WL(/ M
Information given by: Va@éﬁ‘/ = Relationship JMf_
Chief Presenting Complaints & Duration (Chronologically)

Ife Swewssod  saual, 9 1albl

1 00

et ﬂag{ﬂdmmﬂip

History of present iliness :

__M_delu&

172 . ol owale -alul)

M_MM ﬂu?@ ?_nek/

i | upac/

— H.D

fwﬁm&%

laﬁ-taa

ﬁ‘”“‘?““‘a—'kmﬂ"w
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VIH-00207152 IP-00000

Master A.S DURGA BHAIRAVA

30-01-2019 7ysmzsp M

"Vl

Pediatric Multiorgan History & Physical Examination

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

Birth & Neonatal History: Oré_a_a

S1) ests [ proto () / Beipn/
o wgovalal eane -

Birth & Socio Economic History:

About Father : P
About Mother : / C&Lu =T
Any additional Information : j

Developmental History :

Immunization History :

(PT.0.)
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i

Pediatric Multiorgan History & Physical Examination

Anthropometry :
Head Circum (cms)————(Centile ) Height (cms):——(Centile)

Weight (kgs) ) 25212 e (Centile — )

On Examination : _@M 11

Temperature : — 1B % = Pulse Rate : 0{6/‘*13* - B.P “M",k" SP02 __ 1% Ry
Resp.rate and type of breathing : 26;}“1 ;

Rash =

Lymphadenopathy / no euoa/a 3 AQ(QMGZJ&

Oedema : j d'” : M.J;

Allergies (if any):

Respiratory System :
Inspection (any s/o distress) :

Air entry & breath sounds : Bae )

Any addes sounds : duw

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

Cardiovascular System :
Inspection of procordium :

Heart Sounds : < S}Q

Any murmur : WNE A

Relevant data from outside (Chest X-Ray, ECG, ECHO, etc.,) :

Per Abdomen :

Inspection

Palpation : }%f} MNP AMSQrMaMQQrM
Ausculation :

Spine : External Genitelia :

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




VIH-00207152
Master A3 DURGA BRAWVIE
o200 TYSMB

"Vl

Pediatric Multiorgan History & Physical Examination

Central Nervous System :

Level of Consciousness : AVPU/GCS score : LONE pr @l
Cranial Nerves : : v{ﬂa ol 3

Motor System:

Nutriton :

Tone:

Power ﬁ;}ﬁ" all M

Co-ordinator :

Posture :

g 5 TR

Involuntary Movements ;

R
Reflexes :
7 » re
DTR Superficials:
Plantars
Sensory System :
)

Bladder / Bowel :

Clinical Summary & Diagnostic:

(PT.0.)




VIH-00207152 IP-00060812
Master A.S DURGA BHAIRAVA
30-01-2019 TYSM23D

Or. AJAY KUMAR

ﬂ

I llllllllll """"

Pediatric Multiorgan History & Physical Examination

Mo
i

Preventive aspects of the treatment:

Desired goals of the treatment : }?ﬂﬂfrﬂ”‘*f ‘l‘ﬁ(L Aﬂbﬂﬂ.ﬂﬂ-’& :

Planned Management

Planned Labs:

7 _NRMYM  OVERNIGHT
T INI- AVGMENTIM
- PROCE NURE AT B-20AM
Y PAc DOMNE

INVESTIGrations AN
@P DPD  Bpsle .

Mobed bast [L¥am OC Q S i A L T
221A110 o D' Yopw
Bost
Signature of the Doctor: ........&%50 ... . ST Signature of the Consultant: ...............ccccevveviennnnn..
Name of the Doctor: ........... Do Sammeess. ... Name of the CONSUMANE: ............oveeveerreererierereennnns

Trab .y AN L DA T, st
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Master A.5 DURGA BHAIRAVA

30-01-2019
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Rainbow"

Children’s

Hospital

1t takes a lot to treat the litte

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

NURSING SHIFT HAND OVER FORM

Z | Diagnosis: Any Infection: C1Yes [CINo ot Known
g If Yes Specify: ........... G RS
& Surgery / Procedure: A «n0--0 Y Ye u}-ﬂMﬂ'L Post OP Day: -
o | Date We - 7 '?3\‘4 \'x\'}\’
g Medical Cond = L }’7‘4; 2w |2 S N
edical Condition ' 2]
§ (Any special condition to be noted): | | not | NG | NI ‘ el
=T - e vy
= | Diet: w00 _ NBM [(0d duld CO\A& cod dgt
Allergy: T Yes “No |00 Yes}dﬁ 01 Yes =H0 | (1 Yes<=Alo | 1 Yes =rNo | 1 Yes ©1No
Ventilation (RA, NP, NIV, VENTI): RA Kb -1 pa RN Ré
Tubes/Drains/Catheter: CYes AW0 | O Yes [LNo | (] Yes =0 01 Yes < Alo | 0 Yes &No | T Yes =1 No
£ | Vital Signs: Temp: | 432 | 94 -6¢|a8-u P A bV 92.¢°F
= Res: | 24 Llw| 9ab[m [fubley | 89 bly 2ublm
2 Sp0: | 4o | g¢%lo (48 .| 4q | aql
2 Puse: | Qatw] g bP™ a4 bl | 0dbly| psbm
BP: | /607 00 o) ol 6 tmedg 102 6?(*0 102 [a8(s)
LOC: | conscfoun (0o Nodbdé{mn(’r'mg Ctmguwronmun
Fall Risk Score: | %’ 3 (3 2
Pain Score: | *2 7 0 | o° 0 0
skin Integrity a4t | prdad | PotgerlPndad lontonk
Safety Needs: | Yes NG| s “INo‘¥trYes ©1No [CYes 1 No T Yes C1No |1 Yes £ No
Physiotherapy: | r<f¥) i | N I AL
2 Others Specify: |1 Yes 210 |0 Yes C1Ng | 1 Yes o | 1 Yes =G | C Yes ¥7No | 01 Yes C)No
5 Special Diet: | ] p-0 - N N ni L
@ |Critical Lab Test / Values: N - N/ K | i
E |Other Special Orders / Medications: |1 Yes ;o |1 Yes ("N | (1 Yes\=18 | 0 Yeg-—=H0o [ Yes L-No | U Yes [1No
& [PU Prophylaxis: [ Yes ZNo | 01 Yes "No | 01 Yes 2o 01 Yes Z7NG | 1 Yes &No |1 Yes 1 No
DVT Prophylaxis: O Yes 7No |11 Yes “No |11 Yes o1 Yes-=No T Yes &No |0 Yes 01 No
ADL (Dependent / Non Dependent): D‘quﬂwe,&‘w ordo$]
T ‘- L L 1
J
Post Operative Procedure Special Orders: ” - ! | Q) INTAN
e s hellle |0, bup iide [P bl narigina
Signature /1D : Th lo206b]"uP oy 195 TM Dhel  [navcous] /
Date: 23 1,1—\1-‘ ?) \"1 J)ﬁ I [ aulglob /
Time: (@ ¢ 42040 @1 ‘1 Sy P.QPV\-: @)ﬁﬂﬁ_74$§§ﬂ
Taken Over By Name : Y o DWW Muﬂ'p_/ smaniiha A _z.'*ﬂ“
Signature / ID : &, Ak M anmd] W J\é
‘) ST
Date: ‘%\V’ A3 )? @3 l':l B3 e / o
Time: QQ -W.._n-@ W @8pm / L

Docu. No. : RCH /FRM / CLINICAL / 097
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P T
| istokr | Chitdren's | @ BirthRight
L i Hoswpital .mmm o
R tkns o o o st the . Your Right to » Safe Delivery
NURSING SHIFT HAND OVER FORM
Z | Diagnosis: Any Infection: [1Yes [INo [JNot Known
'-g EYEB QPRI .cocoiininniimmmmmmisisnns
5 Surgery / Procedure: Post OP Day:
g Date _
3 Shift
& | Medical Condition
§ (Any special condition to be noted):
& | Diet:
Allergy: C1Yes CONo |1 Yes CINo |1 Yes CINo | Yes CINo | Yes CJNo |1 Yes I No
Ventilation (RA, NP, NIV, VENTI):
Tubes/Drains/Catheter: Yes CONo|CIYes CINo |[1Yes [1No | [1Yes (INo | Yes [1No | Yes [1No
z Vital Signs: TBFE:EE
- |
g Sp0,:
2 Pulse: /
BP: /
LOC: /
Fall Risk Score: Vi /
Pain Score: / /
Skin Integrity /
Safety Needs: | Yes C1No |l Yes Hp}ﬁ L1 Yeg"TINo | JYes [1No [[1Yes CJNo|LClYes C1No
Physiotherapy: i
§ Others Specify: |~ Yes ©1No -'._'Yx;e{ C1Mo | Yes CINo |1Yes CINo | T Yes CINo | Yes I No
§ Special Diet: / /
E Critical Lab Test / Values:
E [Other Special Orders / Medications: | 1 Yes (JNG | Yes “/No [[1Yes [1No | Yes (1 No| ) Yes £No | Yes 0 No
E PU Prophylaxis: o Yes:V: No|“IYes [1No|JYes C1No[1Yes (JNo|lYes [1No|Yes [1No
DVT Prophylaxis: ¥ Yes C1No | Yes 1No |1 Yes C1No | 1 Yes CINo |1 Yes 0 No | o1 Yes L1 No
ADL (Dependent / Non Dependenj’
Post Operative Procedure Special Orders:
Handed Over By Name : /
Signature / ID : /
Date: /
Time: /
Taken Over By Name : ,/
Signature /1D : :
Date:
Time:

Docu. No. : RCH /FRM / CLINICAL / 097




VIH-00207152 IP-00060812

Master AS DURGA BHAIRAVA %
30-01-2019 TYSMZ3D (M) inbow®
Or. AJAY KUMAR Cainbows | @ BirthRight

Children’
AR T Hospital _ | e ssonosmas

1t takes & lok ko treat the fithe, Your Right to a Safe Defivery

BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSI)

Date: 1?;\21\14.
To Be Filled In By Assigned Nurse:

. W~
Department: ..........coevcrrreerenvenerererechd 2ot Duration of Procedure : l__ﬂ
Name of Surgeon: ...... Qpwr... YA, M anan. .. Date of Admission : . 2:-3.\.2.12.C.....
Bundle Care Criteria: (Tick (V) if done)
Staff Signature
1. i Antibiotic given prior to surgery? [ Y, '/Nﬁ:n
L Single Dose Antibiotic ~ Or ] Long Antibiotic Regime \5};"
:| Antibiotic administered within 60 minutes prior to incision? /\(e&’ 'No
Name of the Antibiotic: ...y ... G\, DL oil. !i’t) Ofren-denl
e _\I_ Oy
2. | HairRemoval [ | Yes If Yes: Surgical Clipper
Department where Hair Removed: | | Ward | | Operating Room
-—
Other: .o M
Skin preparation done (cleanse surgical area with antiseptic agent)? '/‘Yes No
3. | Patient's body temperature immediately post operation (Recovery Room) 56 °C Q/}L
Ll Oral  Or (] Axilla (Goal: 36-37°C)
4. | Name of doctor or staff administering the antibiotic: 6"‘Q°h3h
Date & Time of antibiotic administration: ............... % 914\),(9@@“{\ o). @v{’
Date & Time procedure started: .................... &2 4’]\”’@ ..... B 45Hm..

« Ensureformisfilled in completely by assigned staff whenever patient had surgery

If any bundle care criteria has not been observed or unmet, assigned staff must inform infection control nurse for
management

« Aliforms (Bundle care and when required SSI form) are completed properly
- Forms mustalways be keptin Infection Control folder in respective department

Docu. No: RCHBH /FRM / CLINICAL / 038



rﬁ{? .
CONSENT FORM FOR GENERAL / Children's ‘mmisgﬂg
REGIONAL ANAESTHESIA / Hospital " | Q) sseaniosm:

MONITORED ANESTHESIA CARE

Patient Namemw ................................... s Gender h{!fily?_'/ Female O

Anaesthesiologist : D\/ ‘Q/‘/"‘"‘ S

B TR T T T T R v e e e M R e e T, L

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

3eneral anaesthesia involves rendering a patient unconscious before an operation. This ensures the patient is not aware of
events and does not feel pain during the operation. Drugs given through a vein and / or inhaled from an anaesthesia machine
produce it. Regional anaesthesia involves using a local anaesthetic to numb a specific area of the body for surgery: Prolonged
pain relief without numbness can be achieved by infusing weak solutions of local anesthetics arid narcotic drugs to particular
parts of the body after surgery or injury, using catheters.

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

[ Heart disease 0 Hypertension [ Diabetes mellitus J Renal failure

[ Hepatic disorders O Shock O Multiple organ failure O Polytrauma / Renal Tubular Aacidosis
[0 Incapacitating Cronic Obstructive Pulmonary Disease
O Others : ...

IS i R R R TR R R I e T R R e s e
* Doctor to document in medical record also if necessary (Cross-out if not applicable)
DECLARATION BY PATIENT / GUARDIAN / PROXY

hereby authorize Rainbpw Hospita)- & its authorized doctors to perform wupon me / my patient
' e above mentioned operation / Diagnostic / Therapeutic procedures

| authorize and give consent for anaesthesia ( CJ Regional Weral Anesthesia / CJ 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 queies 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.: RCHBH/FRM/CLINICAL/021 P.T.0



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

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

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

| understand that the above mentioned consultant anesthesiologist or occasionally a colleague deputed by him / her
will administer the Anaesthesia. /

- Pregnant: O Yes No
DECLARATION BY THE ANAESTHETISTS EII:D)HDING INFORMATION FOR THIS CONSENT

I declare that | have explained the nature of (eneral 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 At Witness :
Signature : . l . Signature : <22
Name : ?RALE(W ADU/QT‘;/ Name : . BHPLVANA A

Relationship with Patient: .. W Date & Time : . M T l % 7/7’u/
Date & Time : ... w'?/% qiﬂ/‘/"\ N s Unes

]

Doctor (who is takifg the consent) :

Signature : . ’VVVW%
Name/P‘Y 4[\/ WV‘

Date & Time : ?’b/r i 4 /% 7/‘1’“‘/\
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Rainbow” i

BY RAINBOW HOSPITALS

INFORMED CONSENT FOR SURGERY OR Children’s .BirthRighf

SPECIAL PROCEDURE ot et

Hospital

Your Right to a Safe Del

Patient Name : M“It AR D A% %fﬂaﬁender “Male [ Female Age':flr
UHDNO .. 2 OTUSE oate: R 21F-12%...

Instruction:

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

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

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

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

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

My signature on this form indicates that

i
2.
3.
4. Ihavereceived all the information | desire concerning the operation or procedure and
o

Name of the Doctor who is performing the Surgery / Procedure: ..

| have read and understood the information provided in this form

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

{ have had a chance to ask my surgeon questions.

| authorize the consent to the performance of the operation or procedure.

Patient Attendant ;

Consentee :

ST 1 1 S, ol N S, LS Y e N 8 (o110 T e i oIl } ...............

LTI T . TS S AL o 0 N Name : PZAUEEJN /Q(),(/f! 7

R, Relationship with Patient: ........&
Date & Time : 02; :} ‘lb % %M

e Doctor (who is taking the consent) :

Signature . N2 D R— T

Name .. A &Q‘J (%\QVW Name : @K : F"C"‘*)’\""-'L ...................

e 09.2[ ‘% 3. %W Date & Time : 0“5‘ ié,qj’gm

Docu. No. : RCH /FRM / CLINICAL / 02?



VIH-00207162 IP-00060812
Master A.S DURGA BHAIRAVA

10-D1-2019 MRTYSMZSD M) “% &
Or. AJAY KU .. -
I childrews | @ BirthRigk
Hospital | .?.u—-—-f:;'i?ﬁ‘f:.‘fﬁl?:

OPERATION NOTES

Surgeon: . p,j-q__.j Lo Asst. Surgeon :

Pre-Operative Diagnosis: (v f\ fosaw 04 2 e ds,

Surgical Procedure :

ekale aetd Opolody Plundoals | Jecy

Indications for Surgery :

Date : 23 [:f’LL StartTime: ¢ - Thiyy End Time : 9 ° y v
Post Operative Diagnosis:

Peri-Operative Complications:

Amount of Blood Loss: Blood Transfused (in ML)
Name and Number of Surgical Specimen sent for examination:

Operation Notes: Jcn
calee, o oree o D lloo b ' M m;.r-diujﬁ-\) /{Zt/\,kg\

4—(—5’6.&@,&; 1174{.1,’ ALAA_ L c*/

/
— K

- P10,
Doc. No.: RCH. i/ FRM/ CLINICAL / 099 N (
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Name of the Surgeon: ... DY l’j U lcenua .

Signature of the Surgeon: ..

Date & Time: w‘3u@ ..............................................




Surgeon : .2X.. A

SURGICAL
SAFETY CHECKLIST

........ kLml@\

el | 111 11111 | o meimiy

ViH-0020T152 1e-00060812
Master A.3 DURGA BHAIRAVA
30-01-2019 7YSM23D (M)

Scrub Nurse : ..... b.r.;..ﬁdc.gsm.qm... | Daie:.‘;Q.l#f.j.é....ln—ﬁme:.....F&.:.Ll,smwput-time:.“...C.!..‘..H..\...

Age: Gender : 2
* sessssssssers a sssessene Rainb‘ow. v 2 <
Children's | & BirthRight

Hospital

It ik @ ot 10 trwat thee B, Your Fight to a Sate Delivery

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

Does Patient have a:

Known Allergy? CYes Cha?
Difficult Airway / Aspiration Risk?

Yes, & Equipment / Assistance

Available OYes O No/

Risk of > 500mi Blood Loss
(7ml/kg In Children)?
Yes, and Adequate Intravenous

Access and Fluids Planned OYes NG CJNA
Blood Units Reserved [IYes D-N( CONA
Has Antibiotic Prophylaxis been given
within the last 60 minutes? ¥es CONo CINA

SIGNIN  Time.... %3040V, TIME OUT  Time:..4.. {L.ShOD SIGN OUT  Time:... 1. Y.AD¢

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

Identity (Eﬁfs CINo introduced themselves by Name and Role L85 CNo The Name of the Procedure Recorded ~ =Ye§S CINo

Site s ONo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle

Procedure 2;:1‘} CINo Nurse Verbally Confirm Counts are Correct (or Not Applicable) —1Yes CINo CJNA

Consent “Yes CNo Correct Patient (Check ID Band) T¥es CINo The Specimen is Labelled (including
Site Marked OYes CINo [L4RA Correct Site /Dvés INo patient name) CYes ClNo C1NA
Anaesthesia Safety Check Completed O CONo Correct Procedure /E'Yés CINo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning [¥és [INo Anticipated Critical Events Problems to be addressed = Yes CiNe~CINA

Surgeon Reviews:

What are the Critical or Unexpected 6[“&’“7
Steps, Operative Duration, | \Y

Anticipated Blood Loss? &w /Dm CONo CONA

Anaesthesia Team Reviews:
Are There Any Patient-specific Concems'.';[D—‘(e’s" CONo CONA
Nursing Team Reviews: L"“'\’j“‘J%f“ 0

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

,m{es CINo CINA
Is Essential Imaging Displayed?

O Yes/DNo CNA
Power Supply, Earthing, Power Backup
and functioning of equipment checked. ;Xe( ONo

To Surgeon, Anaesthetist and Nurse:

What are the key concerns for recovery
and management of this patient?

)es CONo

Doc. No. : RCH/ FRM / CLINICAL / 111
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¢ . Rainbow Children's Hospital - Secunderabad
Rainbow . H.No.3-7-222/223,Sy.No.51 to 54,0pp.Karkhana P S Karkhana Main Road,Kakaguda, Karkhana ,Hyderabad

Children’s _ =% Telangana, INDIA ,500009.
Hospital =" TEL NO :040-42462200, Ext 2000,2001,2002
- Rainbow WEB : https://rainbowhospitals.in

GENERAL CONSENT FOR TREATMENT

" Master A.S DURGA BHAIRAVA .
Patient Name: RUDRAUNSH SHOURYA Age : 7Y5M23D
IP No: IP-00060812 Sex: Male
Consultant: Dr. AJAY KUMAR Ward/Bed No: N 0 GF-EMERGENCY/ER 102

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
Jrance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
e 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 results
of my evaluation and | or treatment.

I 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.

ceivers Signature:.................) :

e

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

.

Name: p’a Vt;(f{/(_ Patient Address:
i _ H.NO:3-125/87/108,SRI LAXMI NAGAR
Rel 4 ? i
B }5@1[’&5 COLONY,BODUPPAL HYDERABAD,
3 TELANGANA. Boduppal Hyderabad

Date:

e %/{’:Fflé L 6:00 'AH/‘ Telangana INDIA 500092

Wittness Name:

Wittness Signature: é{%

Printed Date / Time : 23/07/2026 06:01 Printed By : 017885 Page 2 of 2




HDSP'!E' AY MANAOW HOSF T S

......

Eﬁ‘:’l‘;?r‘én s ‘Bit’thRight'
BILLING POLICY

: - Bed charges will be calculated based on 12PM to 12PM checkout. Settlement post 12PM, room
rent will be charged for half day extra & post 6PM, it will be charged for full day. Less than 24 hours stay will be
considered as one day.

Room Rent inclusive of Bed, Nursing, Consultation Charges and all other charges, like Diet, Investigations, IP or

- OP Procedures, Equipment, Cross Consultations, Blood/ Blood Products, Implants, Ward Consumables, Infection

- Preventive Measure Charges, Pharmacy and Consumables will be charged extra.

Yy vEE e

v

v V'_

v;_v. v

- 5% GST Charges applicable on more than INR 5,000/- Bed Charges which was effective from 18.07.2022 as per the

GST Council. :
As per the G.O.1. guidelines, we can collect Rs 1,99,999/- only in cash mode, balance patient can pay through
Credit Card / Debit Card / NEFT / RTGS / Demand Draft and Online Payment.

~ In 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 / Corporate won't beapplicable.

If the Surgery / Procedures performed in emergency hours (SPM-6AM), Public Holiday and on Sunday will be

charged 30% extra.
Asst. Surgeon and Anesthetist Charges will be charged 30% on the Surgeon Charges.

Admission will be done according to the ward category chosen by the patient; charges will be applicable as per the

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

Patient / Guardian Self Attested Government ID proof is mandatory to submit at the admission.
TPA/Insurance Processing Fee applicable for all Insurance Cases,
In our hospital there is “No Discounts Policy”. Kindly co-operate.

‘No Duplicate / Second copy of OP or IP bill will be issued.

In case the patient is shified from lower category to higher category, all the charges like consuliant

_ visits, investigations, operations and procedures etc. from the date of admission will be charged according to the

higher category.
If the patient is shifted to the iCU the attendant should vacate the room. If the attender occupies the room, it will be

charged as per dual occupancy.

- Room eligibility is purely subject to TPA approval. Proportionate difference of the blll amount is applicable in case

the patient opts for higher category higher than the TPA approved, which has to paid by the patient and may not be
reimbursed by the TPA / Insurance Company at later stage.

- For Non — Medicals, Disposables, Consumables, Infusion Pump, Taxes, Implants, HIV/ HbsAg, Medical Records,

Insurance Processing Fee, Double Occupancy and Registration Charges, Etc., credit cannot be extended. These

- items are not payable to us as per insurance company norms (Depends on the TPA/Insurance Co. T&C).

It takes time for cash discharge is a minimum 3-4hus. and in the case of insurance, it will take a minimum 6-7hrs.
Difference, if any between the final bill amount and amount permitted / approved by the TPA or total bill amount in
case of denial from TPA, has to be paid by the patient.

Two attendants are permitted with patients in Deluxe, Private Rooms and only one is permitted in the rest of the
categories of rooms. No attendant is permitted in ICU’s.

Al the refunds more than Rs.5,000/- will be refunded through NEFT within 7 Bank working days.
 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 enquire daily about the

_ bill amount from billing section and pay the outstanding as on that day. You are requested to clear your outstanding

amount on daily basis before 12 PM. Patient bill outstanding should not be increase more than 10,000/-
DECLARATION

I have attended the Financial Counselling desk & understood the expected costs & other conditions applicable. In
this case, the TPA/Insurance Company rejects the claim for whatsoever reasons at any point of time after discharge.
I promise to settle the claim with the hospital as per Hospital Cash Tariff,

| Patient Name : A. S Dugga BHAIRAVA RoDRAMSA UHID Number : 26 '?Igl—

SSHowyA -

& |SetffAttendant Name:?RAaf Ea ADURT Relation : ﬂ e
/

Self/ Attendant Signa

Name & Signature of Financial Counselor

ety

|_Phone Number : MMS5SNsI18S 2
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Ill"l”l“"l“ Iln Early Warning Scoring Chart EE LS AR fou R b
LY WARNING SCORE: CHILDREN’S UNIT
Date : ... ). Time: tol i |y g |
tor / Nurse / Family Concern?
104
103
102
- £
101 L Cm Y é‘ AR IS
| 100 = ) o }J e n“L AD ;\ 0
| Temperature © d P - e - o ; é-q ? T
h T - 0O gy’
) "RT.E 0 o L E A B L A
98 - al L. . - et
97
96
95
94
190
Heart Rate 180
(bpm) 170
160
and 150
140
Blood Pressure 130
(mmHg) * e 1y Ao BN
10 ISk == — d “'---.'_._.E e t——
Note: e : \ o i
=
!?.P does not score  go & SG 51
in early 70
warning scoring gg
Heart Rate (Number) | ite] % W\ \ &
70
60
Resp. Rate (bpm) 50
(Over 1 Minute) * ;g
2
1
Resp Rate (Number) 24 1)
Resp | Mod/ Severe
Distress | None / Mild
Receiving O, (I/min)
0, Saturations (%) : 8 g
Conscious | Normal )
Level Altered I
GCS * k\, 15k S i
TOTAL SCORE /
Number of shaded boxes | ® | © |® |° ¢l s I L) 0 o |0 o| |O
Pain Score S EIEIE ol (o] [Pl Ll lo NER) ol o
Observer's Initials el 1w ol S Al AL WM A WM
Score 1 : Continue normal observation by staff nurse
ACTIONS Score 2 - Shift in charge nurse to be informed and continue hourly observations
NB: Scores 3 should be | Score 3 : Shift in charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation to continue.
recorded overleaf Score 4 - Shift in charge AND treating consultant(till 8 PM) or On call night duty consultant to see
Score 5 & 6 : Shift in charge AND PICU fellow or PICU consultant to be informed.

* NB: If GCS is below 12 or the Oxygen requirement is >3 Lit./min. , then irrespective of rest of the score, the Nurse MUST inform the PICU team.
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CHILDREN’S OBSERVATION
and EARLY WARNING SCORING TOOL

INSTRUCTIONS:

The paediatric Early Warning Score i) seeks to identify the abnormal physiological finding seen during serious
childhood ilinesses and ii) offers a method to interpret such physiological derangements with clearly defined
actions, ensuring that suitably experienced staff are involved with the care of the sickest children.

The Early Warning Score does not replace clinical experience and acumen and should not be relied upon for such
purpose.

6 clinical parameters are assessed and recorded as part of the child’s routine clinical observation, providing a Early
Warning Score between 0-6 (Higher Early Warning Score are seen in sicker children)

Detailed actions are described according to increasing Early Warning Score.

Some children with complex medical needs e.g. cyanotic heart disease may require modification to their trigger
thresholds/ action plan- this should follow discussion with senior colleagues.

Any Early Warning Score of 3 or above should be recorded below with details of any subsequent action initiated

Record Details when EARLY WARNING SCORE >3 Record Time of Review and Plan

Date Time Early Warning Score Date Time Name

Ifatany time additional help is required, call help - regardless of the Early Warning Score!
Following a Early Warning Score assessment, senior help may be required

The SBAR communication tool (situation, background, assessment, recommendations) is a helpful mnemonic that can
be used to describe a child’s clinical condition to a colleague.

l IDENTITY: | am (name), a nurse on ward (X). | am calling about (child X)

SITUATION : | am calling because | am concerned that ... (e.g. BP is low/high, pulse is XXX,
Temperature is XX, Early Warning Score is XX)

BACK GROUND : Child (X) was admitted on (XX date) with (e.g. respiratory infection). They have had (X operation/
B procedure/ investigation). Child (X)’s condition has changed in the last (XX mins). Their last set of observations
were (XXX). The child’s normal condition is ... (e.g. alert/ drowsy/ confused, pain free)

ASSESSMENT : | think the problem is (XXX) and | have ...(e.g. given 02/ analgesia, stopped the infusion), OR | am
not sure what the problem is but child (X) is deteriorating, OR | don’t know what's wrong but | am really worried.

RECOMMENDATION : | need you to ... come to see the child in the next (XX mins) AND I s there anything | need to
do in the meantime ? (e.g. stop the fluid/ repeat observation)

BY RAINBOW HCSPITALS

Your Right to 2 Safe Delivery
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| FLUID CHART |

y Il

All measurements in ml.

2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.

Docu. No. : RCH /FRM / CLINICAL / 092

§oaroy Intake T ) NN
Date | Time g;aé}m% Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebitis ﬁﬂ%‘é
Mouth | LV | NG
08:00 am A8 e,(. o5p Y\ 0 u Al
09:00 am AU ‘ [9) i
10:00 am T
9\%}&, 11:00am ’%te@“ \1‘? "
12:00 pm =1 1 % Qﬁnﬁa_“\
01:00 pm BRI\
Total Intake : Total Output : i
02:00 pm @E@kﬂ 1
03:00 pm ¥ ey i |
04:00 pm #5&6) | /
3}% 05:00 pm o r K fe‘h.i)
06:00 pm I =Lk e
07:00 pm JJ @ aps
Total Intake : Total Output :
08:00 pm e -
09:00 pm ’ sl
10:00 pm
11:00 pm U o |f “’afésm
12:00 am (o6 “
01:00 am %
Total Intake : Total Output :
02:00 am MY
| 03:00am )
i, 04:00 am / 1
’**-?y 05:00 am < aManit
06:00 am | 2u (326
07:00 am l ()
Total Intake : Total Output : T
/ A
Total 24 hrs. Intake Total 24 hrs. Output No»




Patient Stic cer

Sheet No. ¢ cveeeen

2z
Rainbow” . .
Children’s ‘B:rtthght

Hospital BY RAINBOW HOSPITALS
It takes a fot to treat the litthe. Your Right to a Safe Delivery

| FLUID CHART |

1. All measurements in ml.

2. Add up each column separately. Make additions across the page to obtain

*

Intake

e

R S TR

24 hrs. t(y,of intake and output.

L | wsite

. INature
Date Time of Fluid

Route

NG

Diar

Thrombo-

rhoea )Jdéit Drainage | Urine | Phlebitis Sign.

Mouth LV

N.G

Score Nurse

08:00 am

K

09:00 am

v

10:00 am

11:00.am

4} 12:00 pm

01:00 pm

Total Intake :

Total Output :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Output :

-08:00 pm

09:00 pm

.| 10:00 pm
" 11:00pm

12:00 am

01:00 am

Total Intake : . /

Total Output :

20| /

03:00 am

| 0400am | /

¥ | 05:00am |/

06:00a

07:06am

Total Intake :

Total Qutput: -

Total 24 hrs. Intake

Docu. No. : RCH /FRM / CLINICAL / 092

Total 24 hrs. Output
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p% PRESCRI PT'ONS Weight .............. Ward
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Rainbow® . L.
Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

1t takis a lot to treat the [ittle. Your Right to a Safe Delivery

Date
DRUG : 4 7 - Mv,otr uLLenN T|?ng 23

Dose /.Route Frequency | Start Dt

oY )| £ | 3 >pl7

Name & Signature of the Doctor
Starting the Drugs:

k o
O Ao A
Additional Instructions: ﬁ.\ 12
Aor Zb\"\a W7 | drae_ 1D ot
£
Daily Doctor’s Endorsement by a Sign

DRUG : S ALLopqL—D +

S| Pp [k 55|30/

Dater
imenA|
Dose Route | Frequency | Start Dt. 5

Name & Signature of the Doctor
Starting the Drugs: ?,_

Dy & he -

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

, Dose Route | Frequency | Start Dt.

Date¥
DRUG : Na < (v o1 P v Iy 9,%
@\W-gzﬁw | R 2[4 AvY/
8 <| Name & Signature of the Doctdr a LO
‘ = & Starting the Drugs: 4ﬁ 7= L#FJ
= O 3: K P
s O -
‘_% Additional Instructions: In J
o 5t W9
£ i
U»\"J Daily Doctor’s Endorsement by a Sign
DRUG : bater

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Docu. No. : RCH /FRM / CLINICAL / 108

(P.1.0)
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Tt takes & lot to treat the litle Your Right to a Safe Dalivery

Sheet No: ............. REGULAR PRESCR'PT'ONS Waeight ..cconmnese WA cosissviemiing,
Dater
DRUG : Tige

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Db

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : pate>
Dose Route | Frequency | Start Dt. y
Name & Signature of the Doctor
Starting the Drugs:
Additional Instructions:
Daily Doctor's Endorsement by a Sign a3
DRUG : poe .

Dose Route | Frequency |Start Dt.

Name & Signature of the Doctor

Starting the Drugs: '

Additional Instructions:

v

Daily Doctor’s Endorsement by a Sign

DRUG : Lo

Dose Route | Frequency |Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

Docu. No. : RCH /FRM / CLINICAL / 108
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Date of Admission: 331’:}\1,6 Drug Allergies: .......... hli[ ...................................... 1 Not known any Drug Allergies
=
FOR THE SAFETY OF THE PATIENT
GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR - Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
- Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.
- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
- Discontinue a drug by drawing a line I through it and a similar line through subseguent recording panels.
- The date and time of stopping the drug along with the doctors name and sign must be mentioned.
- Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this
drug sheet folder.
NURSES - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient  2) Right Drug 3) Right Dosage  4) Right Route  5) Right Time
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.
SOS / PRN (As Required Medication)
DRUG : pawer
Dose Route | Frequency |Start Date y
Doctor’s Signature | Valid Period| Pharm.
Additional Instructions:
DRUG : pae
Dose Route | Frequency [Start Date ’
Doctor's Signature |Valid Period| Pharm.
Additional Instructions:
Date»
DRUG : Time
Dose Route | Frequency |Start Date ;
Doctor's Signature |Valid Period| Pharm.
Additional Instructions:

Docu. No. : RCH /FRM / CLINICAL / 118 Page: 1/4 (P.T.0)
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(I infusion, mention ml./hr = Mcg/kg/min. etc) Route mi/hr Sign Sign | Stopping| Sign Sign
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3‘:.‘;2‘;3;: Dugci?:mg M) Weight. ...coovieenn Ward. oo
Dr. AJAY KUMAR
Date»
Time Nurse Sig. Nurse Sig. Nurse Sig. Nurse Sig.
VARV A L . . . |
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Start Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign Dr. Sign Dr. Sign.
Name & Signature of the Doctor ro. e oue Dose
Dr. Sign. Dr. Sign Dr. Sign Dr. Sign.
Additional Instructions: Dhee Do Dows e
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE Tlme l Nursa Sig Nurse Sig. l Nurs‘: Sig. Nurs& Sig.
Dose Dosg Dose Dose
DRUG : Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign
ROU te St art D ate Dose Dose Dose Dose
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
Name & Signature of the Doctor . Rome 5 Do
Dr. Sign Dr. Sign. Dr. Sign Dr. Sign.
Additional Instructions: ™ . e -
Dr. Sign Dr. Sign. Dr. Sign Dr. Sign
STAT / ONCE ONLY DRUGS
: T Dosage & Other .
Date Time Medication nstructions Route Signature ,I_\i_ktrses
)2 &Rpﬁ Amox | CILLIN 8 T ™ [ g
ol v
237 ¢ | INT () svulanar ©9 | =" == | A Juk
AS Lov g 2001
Teu} Dowe | N
W, {\W
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Page: 3/4
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REGULAR PRESCRIPTIONS
- Eo‘)'lug\t
DRUG: NS D\ 10y FEndae [Tl 2alal

Dose Route

Frequency |Start Dat 6'
» o) T | ) Sl 7

Name & Signature of the Doctor

L.

MY

Starting the Drugs: L
D\ &V\:KL ]
Additional Instructions:

{j‘.cﬂ“’ﬁ s —){«V"’( fV‘g

10

ki

Daily Doctor’s Endorsement by a Sign

DRUG 29T DPAQe £TAcn ol

Date t?ﬂ d)

Ti
Dose Route | Frequency |Start Date él& /
S| Bqv | E™ad V3 /
Name & Signature of the Doctor
Starting the Drugs:
WIRTHE R L@
DA e S
Additional Instructions:

Daily Doctor’s Endorsement by a Sign

b N tef
Noms: 1 goncrnen Bt
w Dose | Route Freqtfatiy Start Date| ;
© - - (o\n .
° < Name-& Signature of the Doctor
= .2 || Starting the Drugs: .
o & gfg_h’l 0 \@ 4
Q. Add{ﬁona! Instructions:
& @\ ee\dp
Ny
Daily Doctor’s Endorsement by a Sign |
DRUG : 1T~ Dy ETRA he 24l

Dose Route [ Frequency |Start Date

o

e L 7 ?_‘g'-‘nQ FAJ !2:’.7""]/;44 13[3*4{"‘"‘/
e Name & Signature of the Doctor §
o Starting the Drugs: 0 [~
=< .
H3
5‘ _EE Additional Instructions: ,h P
s {

Daily Doctor’s Endorsement by a Sign

Page: 2/4



Date :

Name of Patient :

ESTIMATION SLIP

1A"“‘Q\.\T\‘x»\

QIA&EAQ.LUHDJ/IPN&.\]I& QOIS g N 4’9313

Mcﬁ‘—

Fatlfér's / Husband’s Name :

MY . MoveeN

Address: Lq]l&\ Phone : CD\O‘lﬁ “S ‘%5 b=

P

Rainb‘gw'
Children’s .
Hospital .

BirthRight

BY RAINBOW HOSPITALS
Your Right to & Safe Delivery

Age: 3% Gender:!!l

Corporate/Occupation : b < % iﬁ ‘2 .

Email : i
0
Procedure/Plan: Adend 7o Nnai \eC FONY) DOS : QS (oK | h*’
MODE OF PAYMENT : SELF O TPA : ( Bt l O GIPSA : 0 OTHER
TARIFF INFORMATION : Oy - T—\_\q\\' KuraeT |
ROOM DAY
PPt GW SW TSW PR DLX | NICU | PICU | MICU | ~,bw
Room Rent &
Nursing Charges \ r'(‘ \ r\ 1\\ bon }:b -
; \ ~
Doctor’s Fee : \ \(31 Nbﬂ\"\ (‘j?“\ :
PARTICULARS AMOUNT ( %)

Surgeon’s / Anesthetist’s Fee / O.T Charges

O.T Consumables

Subject to approval by TPA/Insurance Company

Proc

ures / Cross Consultations, etc.

& As per actual — Not Incl

r i

. L1, 600/
Instrnm;a{bhargwy P R . 000 |(— Not Covered by TPA/Insurance Company
cy, Consumables & Inv'::stigal"ions o —»  As per actual - Not Included In Estimatioil
Nt Monitor: - | &) [— l Oxygen: l Infusion Pump/Syringe Pump: Y {1 { £
Ch Ventilator Conventional: HFO-SLE 5000: HFO-Sensormedix:
Photptferapy Single ch: Double Surface: Triple Surface:
Blood / Blood Pfoducts / Implants / IP or OP

uded In Estimation

Package \[HB— |, S6D ]

MRD ~ o):S@l"‘

(onsy

an -

/a)& SﬁJIDal

Ohes 6 /\pp, Solal | fyac fmdhe- QA0
Initial Minimum Deposit 1160!00-,/#-___ !
REMARKS : .

Iwe estimated amount may change according to duration of stay, medical condition, investigations, pharmacy and any other procedure.

The estimated surgical charges may vary subject to Surgeon’s decisions / Complications / Patient’s requirements / Modes of Procedure (like Laparoscopic,
Thorocoscopic, etc) / Unilateral to Bilateral Procedure.

In case the patient is shifted from lower category to higher category, all charges for the consultant visit, investigations, operations and/or procedures from the date

Room eligibility is purely subject to TPA approval and the Package/Room tariff starts from the time of admission.
Proportionate difference of bill amount is applicable in case the patient opts for a category higher than the TPA approved, which has to be paid by the patient and

For Non - Medicals, Disposables, Consumables, Infusion Pump, Taxes, Implants, HIV/HbsAg, Medical Records, Insurance Processing Fee, Double
Occupancy and Registration Charges, etc, credit cannot be extended. These items are not payable to us as per Insurance Company norms.

During Non-working hours of O.T (8:00PM to 6:00AM), Sundays & Public Holidays, 30% extra charges are applicable on surgical cost, and this is not covered by
TPA / Insurance Company. In case the length of stay is beyond the package permitted, additional payment is applicable, for which kindly contact the Financial
Difference, if any between the final bill amount and amount permitted / approved by the TPA or total bill amount in case of denial from TPA has to be paid by the

Two attendants are permitted with patients in SDLX, DLX and PVT Rooms and only one is permitted in the rest of the categories of rooms. And no attendant is

3
of admission will be according to the higher category.
4,
5:
may not be reimbursed by the TPA / Insurance Company at later stage.
6.
7.
Counseling desk between 9 am to 6 pm.
8.
patient. In case of denial, cash tariff would be applicable.
9.
permitted in ICUs.
10. Tariffs are subject to revision.

Kindly check your billing status on day to day basis at IP Billing Department .
y DECLARATION

zd costs and other conditions

have attended the Financial Counseling desk and understood the eXpree

Siﬁﬁéture of the@fient Signature of the Financial Coundelor

Signatory Relationship



