%

Rainbow® | @
’ Children’s B -
: irthRight
H 05 p I tal ; BY RAINBOW HDSgPITALS
VIH-00114764 IP-00060171 It takes a lot to treat the little, Your Right to a Safe Delivery.
Master SHAIK ARMAAN
25-06-2019 EY11M4D (M)

Or. JYOTI BOTHRA

ACTIVITY RECORD FOR BILLING ” "“"" ||||||

(Il

Name: -
A !
UHID No : -------======-- IP No : Consultant : Dept : P@G}m Q.
Date of Admission : &ﬂlﬁiﬂ-@-#- Time : ---22-23""TDate of Discharge : ~=========s=eeeun Time: ====-=eeumv
Room / Bed No : ------ -B-*l/-:-- Ward 0T Suggested Billable bed type : --
WARD TRANSFERS
Date Time From To Signature of Nurse

2915196 | 19200 6m ar) o oT

010\\ (\ﬁo ). 50P ™) of XQ(O\F(“\

LR T ] V
Cross Consultation Visit
Doctors Name Date Order No. Signature

1.
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8.

9.

10.

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



INVESTIGATIONS

Date Investigations Order No. Sign
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MEDICAL EQUIPMENT ( WARD & ICU)

Date

Name of
Equipment

Connecting
Time

Disconnecting
Time

Order No.

Signature




PROCEEDURE

Date Proceedure Quantity Order No. Signature
N
w96 IV ®lacomomn } 2085128 - E)ﬂ W rom.
s 4
bac. (O [20851%0])
|
ANY OTHER INFORMATION
Date: Time: Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
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. T \IH-Q0114764 1P-00060171 Rainb“gw"
HMKARNN\N e . . -
S :";-;l:-rz:n 6Y11M4D (M) Children’s . Blrtthght
or. J Hospital BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

i
SURGERY DETAILS

D i 24 ‘05’[16 .....................
Patient Name: . Maft - Shai &Aoo . Date of Birth: .....&.f?.].@ﬁl&&ﬁ............Age: BN,

cender: ... 008 o Ward: oo O sono MNOF6Y.

Date of Surgery: 2o, JA0T-1 [10T-2 [JOT-3 (JOT-4 (JOBGOT-1 [JOBG OT-2

Name of the Surgery : ...... Q WWUEY\\C”»/\ ................................................................................................

1. Surgeon

2. Anaesthetist

6. Assistant Nurse @TR%)F{ .................. D P —

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

Sign tu‘r%i@b&Surgeon

Order h;{): 30%%“’/30@271’{ Order by: ........ LA L

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




Ref, No. FICONB/SUR/OT/02

VIH-00114764 IP-00060171
Master SHAIK ARMAAN
207\ \CONSUMABLES | Z3lifiues o oo
Rambow g
childrer's | @ BirthRight = T T T Mg
riospital_ | ez OF O me: Syl o
Circulating Staff : "g’" P"W*M- Technician :
Anaesthesia Disposables lssued Qty used | Surgical disposables jssued | > uses | Disposables (Baby side) | . Yuse
ET tube Major Pack Inj. Vit. K
LMA Sutures Cord Clamp
ECG leads : APIN 2, L4Q\ g " L1 Suction Catheter
HME filter : APIN ¥l N <" | Feeding Tube
Syringe 10 cc 27 Vaccum Suction Set
05 cc 1% 2| Gloves Surgical Gloves |
02 cc TR $EA - Gauze Pack
01cc e o Syringe 1 m/ 2 ml
Cautery Plate : AIPIN Surgical blade A)O). \< /( Surgical Blade # 20
IV set NGtube dDo! & Koochies (S)
RL b 41 Cautery Pencil 3
NS : 10/71/100 ml/ 58Bmi/000mi oochies
__CQQMNT’RC’@ hq ( S ] A Ointments ijn L1
G P 2 .S 17 | 77 | -Suction Catheter P,
Fentanyl v A Cap. Mask 4
Morphine Gauze Pack ‘Z
Ketamine Mop Pack ¥
Propofol Qqu/-Steristﬁp
Rocuronium Underpad : P Tl
Glycopyrolate Draw Sheet  [(\\g DMD/; X
Myopyrolate Abgel ¢
Ondansetron ! Foleys Catheter
Pencan 25g/Spinal Ne/ / ﬁ < M |_Urobag
Bupivacine 0.25% e )| Chest Drinage Catheter
Bupivacine 0.25%(Heavy) <" | Romodrain bag
Antibiotics Bandage
Tegaderm
Suppositories loban
Anamol : 80mg/250mg/170 mg Double J Stent
Supridol 100 mg Vaccum Suction set
Justin : 12,5 mg/25’mg/ 100 mg 1| Plastic Bed Sheet
Tab. Misoprost : 200 mg £ Betadine Solution /\/
=lale &— [P &~ | Microshield vl
S 1 Cotton Balls o il
Latex Gloves LB/
Ramdione Scrub -
Saral
Surgeon LH Anaesthesiologlst\b‘r Nurse QQM \1 )'o oT Techl'IICIan
Order No. : ?’go Ordered by : K b F




RAINBOW CHILDREN'’S MEDICARE LIMITED
Rainbow Children's Hospital - Secunderabad

s -
3 ?’ . H.No.3-7-222/223,Sy.No.51 to 54,0pp.Karkhana P S Karkhana Main Road,
Rainbo . Kakaguda, Karkhana Hyderabad Telangana INDIA 500009
Children’s ™  Tel No: 040-42462200, Ext 2000,2001,2002
Hospital | BrthRan
| wRointw VAT TIN : 36920283145 CIN: L85110TG1998PLC029914
DL NO :
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
IR (ORI R (LR T (R
INPATIENT ISSUES AGAINST ORDERS
IP No IP-00060171 Ward N 0 GF-EMERGENCY
Patient Name Master SHAIK ARMAAN Bed Name ER 102
Agel/Sex 6Y 11 M4 D/ Male Order No 0003085230
Date 29/05/2026 14:07 Prescription No PRIP-1289230
Payor SELFPAY Dispensed Date 29/05/2026 14:08
UHID VIH-00114764
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
ALLESORB CORE
1 TURNAROUND COVER 2605111 03/29 1 775.00 775.00
40x102IN
e PR e SWEL PVE RTBP26002 02129 1 229.00 229.00
3 oy ‘:HE'NE e bt MEDICARE PVT.  Ganeml MDO1426 03128 1 103.95 103.95
4 g;}:ll-cnms B VIALD-35% ARBP12503 1127 1 60.23 60.23
CAPNOGRAPHY NASAL
5 CARRLAPEAD GENERAL CGBMDO1 03/29 1 200.00 200.00
6 DSYRINGE 10ML (NIPRO)  NIPRO GENERAL 26C03K92 01/31 3 28.13 84.39
7 DSYRINGE 5ML.(NIPRO) NIPRO GENERAL 26C03K96 02/31 3 2156 64.68
8 E.C.G ELECTRODES (PAED) Adilase GENERAL 77160326 02/28 3 34.64 103.92
9 E’,'J.m WCOplc (roved H 26020311T 02/29 1 128.00 128.00
ENCORE MICROPTIC
B S OVESSPF ELITE MEDICALS GENERAL 260300751T 03/29 2 128.00 256.00
FACE MASK-3LAYER .
11 queenen Sunrise VI02012026 12/99 6 10.00 60.00
GAUZ SWAB 10 X 10 CM L U
12 01y 58 XRAY Bapuji Surgicals GENERAL 170724 06/27 2 100.00 200.00
13 INFANT FEEDING TUBE-6  ROMSONS GENERAL G26A010116 12/30 1 63.00 63.00
14 JMLE“N SUPPOSITORIES 25 .o Laboratories Ltd ~ H BLNP278008 10/28 1 15.46 15.46
15 MCT-ROF 100MG 10ML Neon Laboratories Ltd ~ H NA1353002 07/27 2 69.10 138.20
NITRILE EXAMINATION
16 i OVES P F MEDIUM ELITE MEDICALS 26FB001 01/29 10 23.43 234.30
17 NS500ML CLOSED BOTTLE Denis Chem Lab Ltd H 1C261780 02/29 1 93.94 93.94
MEDLIFE HEALTH
18 NSIV 10 ML AMPULE SOLUTIONS GENERAL 7219038 06/30 2 16.14 32.28
PROTO GOWN (ADULT)
19 PROTECTCARE) General VI20052026 12/30 1 450,00 450.00
20  SGLOVE#6 (SURGICARE) ICARE (KANAM LATEX) GENERAL 26C2003M 02/31 2 91,00 182.00
SPINAL NEEDLE PED 22 G
21 (VYGON-5183.57) VYGON 030725AG 07/30 1 302.00 302.00
22  SURGEONS CAP Mediblue General V122022026 12/99 6 10.00 60.00
23  SURGICAL BLADE 15 Surgeon GENERAL 160625 05/30 1 7.67 7.67
24  TRANSPORE 1INCH 3M HEALTHCARE GENERAL R02261120 0131 1 199.66 199.66
UNDERPADS 60X90
By 40RW40CS15 03/28 1 140.00 140.00
26  VICRYL RAPIDE 5-0 9915W  ETHICON SUTURES-J&J C1 AWE665 04/30 1 885.00 885.00
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RAINBOW CHILDREN’S MEDICARE LIMITED
Rainbow Children's Hospital - Secunderabad

e H.No.3-7-222/223,Sy.No.51 to 54,0pp.Karkhana P S Karkhana Main Road,
Rainbow Kakaguda, Karkhana Hyderabad Telangana INDIA 500009
: sl ] g
Children’'s _ ™  TelNo: 040-42462200, Ext 2000,2001,2002
Hospltal B-lr’thﬁr?ha
Riaintow VATTIN: 36920283145 CIN: L85110TG1998PLC029914
DLNO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
IR (RRNRRT LT LTRORTAR TR TR
INPATIENT ISSUES AGAINST ORDERS
IP No IP-00060171 Ward N 0 GF-EMERGENCY
Patient Name Master SHAIK ARMAAN Bed Name ER 102
Age/Sex 6Y 11 M4 D/ Male Order No 0003085230
Date 29/05/2026 14.07 Prescription No PRIP-1289230
Payor SELFPAY Dispensed Date 29/05/2026 14:08
UHID VIH-00114764
Total : 4,184.91 5,068.68
for RAINBOW CHILDREN'S MEDICARE LIMITED
Racolvar-Mime Authorized Signature

Pharmacist Name : RUBY FLORENCE VELPULA
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Rainbow” _ .
Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS
Yok t i treat the it Your Right to a Safe Delivery
Name Master SHAIK ARMAAN UHID VIH-00114764
Mr SHAIK
Father/Guardian NIYAMATULLAH Age/Gender 6Y11 M 4 D/Male
Addvess HNO 12-14-269/6/A LALAPET SECBAD, Lalapet, Hyderabad, Telangana,
INDIA, 500017
IP No IP-00060171 Admission Date 29-05-2026
Ref Doctor Self Discharge Date 29-05-2026
ISCHARGE SUMMARY
Consultant:

Dr. JYOTI BOTHRA
DNB, MCh (Pediatric Surgery), FMAS
SENIOR CONSULTANT PEDIATRIC SURGERY & UROLOGY

Diagnosis: Religious Circumcision
Surgical Procedure: Circumcision done on 29.05.2026

History: Master SHAIK ARMAAN is a 6 Y 11 M 4 D boy presented with history
of religious circumcision. For the above complaints, he was admitted at
Rainbow Children's Hospital for surgical management.

Examination: He was afebrile, maintaining saturations at room air and was
hemodynamically stable. Heart rate was 87/min, BP 100/60 mmHg and RR -
24/min. On auscultation of chest, air entry was bilaterally equal with normal
heart sounds. Abdomen was soft with no organomegaly. Neurologically, he was
conscious and oriented. Other systemic examination was normal.

Weight on admission : 24.5 kgs.

Management: He was admitted in the ward.

e




Master SHAIK
/TH-00114764
Name ARMAAN UHID VIH-001

Surgical Procedure: Circumcision done on 29.05.2026

Operative Notes :
- Circumcision done with sleeve method .
- Hemostasis confirmed.

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. Sitz bath twice a day for 10 days, daily bath
3. T - Bact ointment for local application twice a day for 10 days.
4. Kindly consult with Dr. Jyoti Bothra, Consultant Pediatric Surgeon, after 10
days in OPD with prior appointment (This consultation will be charged).

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.
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Rainbow® | ; o
i Master SHAIK Children’s @ BirthRight
ame ARMAAN YHID Hos piteeﬂ o ‘."5* RAINBOW HOSPITALS
It take< a lot to treat the Tt Your Right to a Safe Delivery

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

Name : § nee D3uaas Signature ;: %\ B4
Relationship with patient : «~oxwet

This summary has been explained by : ﬂufb

a

Summary prepared by: Dr. Shivam
Typist : Kalyan @Q
k\g Q’D\ Registrar/Resident/C.M.0O

Dr. JYOTI BOTHRA

DNB, MCh (Pediatric Surgery), FMAS

SENIOR CONSULTANT PEDIATRIC SURGERY & UROLOGY
TSMC/FMR/02962

redited!  KONDAPUR OUTPATIENT CLINIC UCH AcereditediVT]  SECUNDERABAD (NAEH Accrediied)  KONDAPUR LB MAGAR (NAEH Accredited]  MAMAKRAMGUDA

Emergenny g 040 - 48573000 Emergency 040 - 4466 5555, 91008 25516 Emegency 3 040 - 4246 2300 Emmsgancy 3 040 - 4246 2100 GECY 3040 - AZ46 1200 Emmrgency 3040 - 4266 2400 Emmrguocy 3040 - 7111 1333 Emusgancy 3 B40-58311233

@ 1800 2122 € www.rainbowhospitals.in



VIH-00114764 IP-00060171

Master SHAIK ARMAAN
DEFEC e eviweo  w MEDICAL CASE SHEET 2z
. Rainbow’ | @ BirthRight
vaeret [T Chiare's [ BirthRIght
Ward 500 - Hospital | |\@ wmoveisieomen
Sl.No. List of Records No. of Pages Legibility Completeness Remarks
1 | Admission sheet \ v Nt
2 | Discharge Summary €):
3 | Nursing Initial assessment. | AT el
4 | Patient Transfer form ). N e
5 | In-patient Medical record L L/ o
6 | Doctors progress sheets { KTt "
7 | Nursing plan of care and handover sheets \ Lo =
8 | Consultation sheet = —_ e
9 | General consent for treatment |~ = v
10 | Consent for Surgery } v’ o
11| Consent for-bieod-transfusion-AOE=" Ve | Vi S
12 | Consent for chemotherapy — e —
13 | Consent for high risk — — —
14 | Consent for Restraint — -— >
15 | LAMA consent - s —
16 | Consent for special procedure/Sedation — e —
17 | Consent for Formula feed — — —
18 | Consent for MTP -t — —
19 | Consent for Radiological Investigations — == e
20 | Consent for HIV test — i "Rl
21 | Anaestesia notes (Pre Anaesthesia& post) |} - A
22 | Neonatal Admission/Delivery/Physical Exam | — =
23 | Medication Reconciliation 4 N =
24 | Emergency Triage record ] — (i
25 | Pre operative check list | " Lt
26 | Surgical safety checklist 1 o P
27 | Operation Theatre notes b o T
28 | Nurses clinical Presentation — -— =
29 | TPR & BP chart . " v
30 | Intake and Out take chart (fluid chart) \ o’ v
31 | Drug chart (Regular Prescription) o el
32 | Investigation Values (result sheet) I T Y
33 | Nebulization chart — ==
34 | Nutritional review chart e —_ i
35 | Intensive care unit (ICU Charts) = —_ =1
36 | Consent for Admission in PICU/NICU ety — —
37 | The Humpty dumpty scale \ — e
38 | Braden Q Scale L el v
39 |-Bed-sidecheekhst " P e [AC I T — o
40 | PICU-bed-formula Dilution feedsty N e v — e
41 | Gastomonitaring chat — S, \ i R o
42 | RehEDdoctors-note 5\ L,L\\OG\?OLKM { e —— T~
itari . ki d v (e [/
\ - e ||
TN o il \ ?
) LB

/
Signature and Date% bzs




ERROR LOG

LOCATION : OT / Birthing Centre / BirthRight Premium / 3rd Floor (Zone A,B,C) / NICU / PICU /
2nd Floor Ward / Oncology / 1st Floor Wards.

OBSERVATION :

DATE : SIGNATURE OF MRD INCHARGE / EXECUTIVE



s Rainbow Children's Hospital - Secunderabad

% ol
Ra{nbowg . H.No.3-7-222/223,Sy.No.51 to 54,0pp.Karkhana P S Karkhana Main Road Kakaguda, Karkhana ,Hyderabad
Children's At s .Telangana, INDIA ,500009.
Hospital ™ "' TEL NO :040-42462200, Ext 2000,2001,2002
V—— WEB : https://rainbowhospitals.in

ADMISSION SHEET

Reglstation Detalls : HERERTIT O nimm

Admission No : [P-00060171 Admit Date : 29-May-2026 Admit Time :10:46 AM UHID : VIH-00114764

Patient Details :

Patient Name : Master SHAIK ARMAAN Age 6Y11M4D
Guardian © Mr SHAIK NIYAMATULLAH DOB : 25-06-2019
Gender . Male Religion
Occupation : Martial Status : Single
Address (H) - HNO 12-14-269/6/A LALAPET SECBAD Lalapet Phone No : 9177632838

Hyderabad Telangana INDIA 500017 E-mail . na123@gmail.com

i.,.lmission Details :

Bed Type : SHARED WARD Bed No :ER 102 Ward Name : N 0 GF-EMERGENCY
Room No : ER 102 Admission Type : First Visit
Contact Details :
Name : Mr SHAIK NIYAMATULLAH Relationship :S/O
Contact Address . HNO 12-14-269/6/A LALAPET SECBAD Phone No : 9177632838 / 9908786657

Lalapet Hyderabad Telangana INDIA 500017

a7
Signature
! sctor Details :

Doctor Name : Dr. JYOTI BOTHRA Specialisation  : PEDIATRIC SURGERY
Referral Doctor : Self Phone No
Co-Consultant
Payment Details : Deposit Amount  : 0.00
Payment Mode : Cash Payor Name © SELFPAY

Printed Date / Time : 29/05/2026 10:47 Printed By : 013766 Page 1 of 2



Patient Name : Mast. Master SHAIK ARMAAN UHID : VIH-00114764 IPD : IP-00060171 Gender : Male Age : 6

YI1IM4D VIH-00114764 1P-00060171
Master SHAIK ARMAAN
25-06-2018 EY11M4D (M)

Dr. JYOTI BOTHRA

il o | @ e

Hospital T

i o g ey | e Rt .5 Sade Doy

NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Date : Jﬂlﬁ[&g ............... Time of arrival - {0 2 &6 aamD)

Chief cmlammzcto.{xt.lm..guamg T LA AN iannaeTSETONBS:

Heigm:.{}..g.CbD Weight M'G““ 1T RS neis, Hedd Circumference (<2 years) .............cco.loeecccccrisaias

Allergies: | Yes Medications Blood Transfusion L Ron EVERDBE oo il tinmeisiminvialinis
—

R R e e PRSI by st Y 3PS D VIO o N 5 05
Pain Smeniw 2 No IfYes, PainScore:. Q... Pain Tool Used: [ NPass [ FLACC ! Wong Baker

—

) CRATRCINT .......ocomererererssnnes () LOGBHION o.vcvencmttrrossovsesoss ) FACQUBTIBY 1oveeesesrasnsrsapssioss DUBON ... o s

RISK FOR FALL: Functional Screening: Maiiﬂes Detected
L] i patientis < 6 years {1 Mobility Problem
tick below fall risk intervention directly Walking Problem
As?eh:smﬂ:z t?ei?::e::ameters L et By
LJ I | nital Abnormali
History of Falling: within past 3 months [ 1Yes [ JNo NI COMNAN ALy
Ambulatory Aids: il _ Inform consultant for positive criteria
* Wheeichair ilYes [ No
* Uses furniture for support 1Yes | No
e e R R R RS B S N QR U PRI Sl e i ST s 7 SNl AT G
* Bedrest / immobile T Yes I No Hntrmana! Seiseuing /ﬁom TP
* Weak [lYes [JNo
: U, W | Underweight
* Impaired OYes CiNo | = o 5
Mental Status: Forgets limitations Yes [INo o verm
[] Feeding Problem
IF YES FOR ANY CATEGORY = RISK FOR FALLING Special diet
Fall Risk Intervention: _
| Risk Inte ial
"] Escort while ambulating SpRCR g e
1 Assist Patient Inform consultant for positive criteria
_~Educate patient and family on fall precautions/prevention

Psychological Screening: W&cam Findings
Unusual concerns about patient's Psychological Status: [ Yes K
HYes ConsultantNOBed: ........................ooeresesncsiesseres (DBEBITIME): 1ovvveoirreesesnesesssmssssssssasssssnsens

Sihlmgsinhouseho&é"{ﬁ | No (llwsHMMaw?}‘3?$M‘

Time of Initial assessment completed by ER Nurse : !Q.-‘%%M

Docu. No. : RCH /FRM / CLINICAL /120 {P1.0.)



Patient Name : Mast. Master SHAIK ARMAAN UHID : VIH-00114764 IPD : IP-00060171 Gender : Male Age : 6
YIIM4D

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

Time Nursing Notes

m“"w atRenst Cﬂm*‘b fp,
ol -—DE?-l-ab. clheeterd amel Disooaded

0 ush=> Dpctoea (has seerr Fine ,W oo
16 S R =D K)P kyam ffoc‘.a:, w\,osmmj 6«‘50%)
= tu PW CQOW'-

P13 Bt Sowapies, caltectod ondd Bl T b
1900w == Patfert— ¢ fo oT:

Samples collected by: | <, gr- kqu Time: ) t1: @ 0 )
Samples sent by : g@ _L' k; - Time: Wi Anny
Medication given in ER:
%ﬁi” | Medication | Route Dosage & Instructions Dé’fg';?r 2%?%
o S
~Condition of patient at time of shift - out : _____Details of Shift - out
HR: *;HQQ BP: M'%( F} ‘(3-‘!% Shift - out from ER to: . ¥ R
. DM
G w5 ’uﬂ) SPG; Time of Shift - out: 9261{5'[#5@ 1& s GV
acs.. 6. Temperature - °L-‘-\ ............ ‘ g
o2 Handover given to: &m oy o SR
Pain Score: ...Y.7..... {Nurse’s Name)
Repeat RBS (if applicable); .........ccooivviviciiiisiinenisssnnss |

Tick as applicable: [ MLC [ LAMA [’BROUGHT DEAD
Procedures done with details {if any);

B )pl

Signature of the Nurse . .

Name of the Nurse : . & Q. KeAOA
Date & Time : &4[5[36@1W
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Rainbow®

Children’s | @ BirthRight
PATIENT TRANSFER FORM Hospltal . 1

\\

Patient Name / |.P. No. Date & Time of Admission Date & Time of Transfer Order
. ! , (
o)qjos 262 |’O.C|‘5 galbS [2¢ @92{)"’3
VIH-00114764 1P-00060171 ‘
| Master SHAIK ARMAAN "f)‘l')
25-08-2019 ¢viimen M) Transfer ordered by Reason for Transfer

LT LT P S PO

Information to attendant

From Unit To Unit
" ) Yes{] No[]
o1 Peceriy RODYD
Number of Sheets in clinical file Number of !maging'ﬂlms Personal belongings including
clinical documents. If any handed
i over to attendant
96 Yes[] Nof-]
r
If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sli.No. Iltem Name Quantity
1
2.
3.
4,
5.
Shifting Summary / notes written by Doctor :
NE T;/O‘H Botha o
Name & Signature of Person who is Transferring Name of Person Ordered Transfer
4 it Qb\bTP Dy . ._P}%t,bunchq
Patient & Clinical records received by :
(B gt N
Date & Time of Patient Received: S| \Ug{ % '-7/( e

If the transfer order time & Completion time is more than 30 minutes, please tick the reason mentioned below :
[] Unavailable bed [C] Nurse not available [[] Available bed not ready

Docu. No. RCHBH/FRM/CLINICAL/102
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Rainbow" e
Cillllirdr%::'s @ BirthRight
PATIENT TRANSFER FORM b e IR g s S

\}

VIH-00114764 1P-00060171
Master SHAIK ARMAAN Date & Time of Admission Date & Time of Transfer Order
25-06-2019 6Y11M4D (M)
DOr. JYOTI BOTHRA

il | #otee © it amatse(@g00er

Hvsuny VUTOUIANL NGTTE Transfer Ordered by Reason for Transfer
O~
C}‘d'ml & O
Ot Shivam -
From Unit To Unit Informatign to Attendant
oR) o1 Yest” No[ ]
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to attendant
- Yes E/ No[ ]
If yes, what ?
Medications / Consumables / Surgicals / Hand over OPD p"q(j : v :
Q.- 2

Sl.No. [tem Name Quantity

1.

.

3.

4,

5.

P
Shifting Summary / Notes Written by Doctor : ~ Yes Q/ No[ |

Name & Signature of Person who is Transferring Name of Person Ordered Transfer

ngusluh‘l& f %‘b& O Qhwam

Patient & Clinical Records Received by : @ t
0)
A
) \Q

.
Date & Time of Patient Received / ‘]/0\' N m\f)/

If the transfer order time & Completion time is more lh§n’30 minutes, please tick the reason mentioned below :
[ | Unavailable Bed [ Nurse not Available [ ] Available Bed not ready

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



Rainbow®
Child_ren’s
Hospital

It takes a lot to treat the little.

PEDIATRIC IN-PATIENT
MEDICAL RECORD

\

pey 1p-00060171
" ,:‘m Y ARMAAN
25-06-
or.

\\i‘\i‘f?(ﬁiii\i\ii\\\\\\\\\\\\\m\\\

Patient Name:

UHID ID:

Department:

Consultant:

Docu. No. : RCH/FRM / GENERAL / 065

(PT.0)




VIK-00114764 IP-00060171
Master SHAIK ARMAAN
25-06-2019 6Y11M4D (M) |

"V o

HIED

Pediatric Multiorgan History & Physical Examination

Name : Age/Sex

Information given by: Relationship

Chief Presenting Complaints &ﬁjw W\Q [ " .
FOY ‘ZQJ yi JfC)uA f
I (bsnses e sscelion

L/}W‘Q ]r(‘wﬁk’ s

History of present illness :

NP0 S dzbn

Selig) ) £ 1200
[A”f,f/‘//. )f £ 30arm




VIH-00114764 IP-00060171
Master SHAIK ARMAAN
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Pediatric Multiorgan History & Physical Examination

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

Y=

Birth & Neonatal History:

ST AT gt
100 {10 N{Y Acinry

Birth & Socio Economic History: {4?«_ T

About Father :

About Mother :

Any additional Information :

Developmental History :

Norrnad o /jf}L

Immunization History :

TV J{‘“—""

VAl thele e [41 7

(PTO)
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Pediatric Multiorgan History & Physical Examination

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

Weight (kgs) ) Q {Centile — )

0On Examination :

Temperature : Cf? ?T Pulse Rate ﬁ/{r_\:\_ B ! 562 C? }
W.mz[zi boz 454

Resp.rate and type of breathing :

Rash s —
Lymphadenopathy i
Oedema e

Allergies (if any):

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

Air entry & breath sounds(_ ﬁM)

Any addes sounds :

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

Cardiovascular Sysiem :
Inspection of procordium : %
Heart Sounds : ¢

/

=)
T TP R

Any murmur : —

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

Per Abdomen :

Inspection

Palpation :

Ausculation : %’1

Spine : (__\// External Genitelia :

Relevant data from outside (CT, USG etc.,)
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Pediatric Multiorgan History & Physical Examination

.......

Central Nervous System :

Level of Consciousness : AVPU/GCS score : /I C//Vr

Cranial Nerves :

Nutriton :

Motor System: \
l

Tone: =< Power

Co-ordinator : ]/ }

Posture : / e

Involuntary Movements : l

Reflexes :

DTR @ Superficials:

Plantars

Sensory System :

Bladder / Bowel :

Clinical Summary & Diagnostic:

{Qg/ﬁi@ Qs Lareinm (AN

o

(PT0)
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Pediatric Multiorgan History & Physical Examination

Preventive aspects of the treatment:

Desired goals of the treatment :

Planned Labs: Planned Management
~ OPO
o At - Ahf{ o0
Nofe d by ) O P e
2Nsen 12p,” ME

Signature of the Doctor: ............. @ ............... Signature of the Consultant: ...../F / ..............
Name of the Doctor: a/Sh

I Name of the Consultant: ...\,

Date & Time: @C}/f/@/?@ﬁfb PRl B vinnnmmnsdd Qi
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Tt takes & ot to treat the e, Your Right to a Sate Delivery

\

PROGRESS NOTES AND DOCTOR'S ORDER

E’T‘fm Progress Notes /\ Doctor's Order
D,
\ S) i c Q( o,( _@
o = — | .

il = |
C!O (,MW

\ 4

L

s

At

A .
2
e

2

LA
Can |lee. Wl

Docu. No. : RCH /FRM / CLINICAL / 088 (PT.0)
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Hospital BY RAINBOW HOSPITALS

It takes a lof to treat the intle,

\

Your Right to a Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Notes

Doctor's Order

Docu. No. : RCH /FRM / CLINICAL / 088
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Master SHAIK ARMAAN Wg
s I LLLE U Rainbow" ) r
DOr. JYOTI BOTHRA Children’s . Blrtthght
I Hospita_ | Wz
NURSING SHIFT HAND OVER FORM
5 Diagnosis:  — Any Infection: [JYes CI1No Uﬁo’( Known
'g If Yes Specify: ............ e SO
'o:: Surgery / Procedure: G'KW\W\O’\W - Post OP Day:
a | Date aﬂ\d \'g
3 Shift - N
[=]
& | Medical Condition )
& | (Any special condition to be noted): . =
‘ -
= | Diet NP0 01\-‘1
Allergy: [1Yes &Afo | 1 Yes~=No | ) Yes ©1No |1 Yes CINo |1 Yes £ No |l Yes CJNo
Ventilation (RA, NP NIV, VENTI): D |RH
Tubes/Drains/Catheter: 0 Yes w0 | ) Yes o | 0 Yes 0 No |01 Yes T/No | T Yes CINo | = Yes T No
£ | Vital Signs: Temp: | ag.8p 5\86 A
g Res: Lt
g es. s oym !-F .
2 50; [_qay. | 9%
2 Pulse: | 194 b\w Q,O k|
BP: o 10 HETN2 [
woe: | - Iwmiaws
Fall Risk Score: | (W) ¢
Pain Score: | ‘o’ o/
Skin Integrity | Je ol (el
Safety Needs: «Yes [1No [&Yes T1No [ Yes CINo | Yes CINo | Yes CINo |1 Yes CINo
Physiotherapy: = -
g Others Specify: |1 YesseRo |0 Yes C e | ) Yes C/No |CJ Yes CJNo |CJ Yes [ No | O Yes 0 No
g Special Diet: | \PO [&1\:!7
2 Critical Lab Test / Values: —
E |Other Special Orders / Medications: | C Yes a/No | Yes [ | O Yes ©JNo | O Yes CJNo |0 Yes C1No | O Yes CINo
E PU Prophylaxis: 1 Yes vﬂ,o O Yes Cile | Yes CINo |1 Yes CINo | Yes CINo | Yes CINo
DVT Prophylaxis: o Yes Mo ¥\es JEE C'Yes CINo | Yes C1No |C1'Yes C1No |1 Yes CJNo
ADL (Dependent / Non Dependent): DQDQJMW -
|
Post Operative Procedure Special Orders: -
V. 1D}
Handed Over By Name : Mookt o
Signature /1D : Ao -
Date: 1910 G.p4 |5 | U
Time: 19002~ o
oo T
Taken Over By Name : Mﬁ'g N Q,L,QD d
Signature / ID : 01513% vg)/\J\
Dat 16| aals1#
Time: N iﬁ‘f Y
v

Docu. No. : RCH /FRM / CLINICAL / 097
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B i ‘ Rainbow* . T
Children’s | @ BirthRight

N Hospital . BY RAINBOW HOSPITALS

It takes a ot to treat the littie, Your th; .t.o a Safe Delivery

NURSING SHIFT HAND OVER FORM

Z | Diagnosis: Any Infection: [JYes [1No [ Not Known
g If YES SPECIY: w.vvvvvverereeeeeeereeeeeeeeee e
5 Surgery / Procedure: Post OP Day:
2 Date ;
= Shift
é Medical Condition :
S (Any special condition to be noted):
@ | Diet:
Allergy: C1Yes CINo|CJYes CINo | Yes CINo |2 Yes C'No | Yes CJNo | Yes 7 No
Ventilation (RA, NP, NIV, VENTI): :
Tubes/Drains/Catheter: CYes CINo | Yes CINo | Yes CINo |l Yes CINo |1 Yes C1No |1 Yes [ No
< Vital Signs: T‘::’;
§ Sp{Jz;
§ Pulse:
=
BP:
LOC:
Fall Risk Score:
Pain Score:
Skin Integrity
Safety Needs: | Yes C'No | Yes “/No [T1Yes CJNo |1 Yes C1No |1Yes C1No | Yes ) No
Physiotherapy:
§ Others Specify: |1 Yes ©'No |1 Yes [1No |7 Yes ©INo | Yes - No | Yes CINo | Yes 7 No
§ Special Diet: ' :
& |Critical Lab Test/ Values:
E | Other Special Orders / Medications: | Yes ©1No | Yes = No | Yes I No | Yes ' No |1 Yes ©'No | Yes T No
é PU Prophylaxis: C'Yes CNo | Yes [1No |[]Yes [1No | Yes CINo | Yes “INo | Yes — No
DVT Prophylaxis: [Yes LINo|CYes [JNo |l Yes [INo [ Yes C'No | Yes C'No |~ Yes =1 No
ADL (Dependent / Non Dependent): A
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




e Rainbow Children's Hospital - Secunderabad
Rainbow H.No0.3-7-222/223,Sy.No.51 to 54,0pp.Karkhana P S Karkhana Main Road Kakaguda, Karkhana ,Hyderabad

Children's NGt Telangana, INDIA ,500009.
Hospital T TEL NO :040-42462200, Ext 2000,2001,2002
— WERB : https://rainbowhospitals.in
A ENT FOR TREATMENT
Patient Name: Master SHAIK ARMAAN Age : 6Y11M4D
IP No: IP-00060171 Sex: Male
Consultant: Dr. JYOTI BOTHRA 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
s 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.

| 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.

"| 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..................)

i

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.

Signature of PatienUReIativ?_:_/

Q¥

L
Name: MHu. o'l M‘WMJ'U Nat, Patient Address:

. . HNO 12-14-269/6/A LALAPET SECBAD
Relationship: 'Tﬂf:&b, Lalapet Hyderabad Telangana INDIA
. 00017

Date: , Time: /044 At 5

2q/stog

Wittness Name:
' @l he

Wittness Signature:

Printed Date / Time : 29/05/2026 10:47 Printed By : 013766 Page 2 of 2
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Rainbow’ &

INFORMED CONSENT FOR SURGERY OR Children’s .BifthRighf

Hos pital BY RAINBOW HOSPITALS

SPECIAL PROCEDURE oladed ket R

PatlentName“W)i&\ﬂﬂLk!aﬁmaﬂn Gender: ‘/m 'Female  Age:
UHID No - 1UETGLf Date -

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 aminor 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)

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

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

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

............. %ﬂwnemmadoctorpﬁ'fm“gs“’ge”

My signature on this form indicates that

1. Ihaveread and understood the information provided in this form

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

3. Ihavehad achance to ask my surgeon questions.

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

5. lauthorize the consentto the performance of the operation or p{;ocedure.

Name of the Doctor who is performing the Surgery / Procedure: ........0 0
Consentee : Patient Atten

L N R AL e S L SN .
NAME: .oos BTN ... ctimmsasessncsnssesmsssssspons

\

TN, S
1y SR, SR L . N Relationship with Pa"ent: L, S
t
Date & Time : &ol (&%;f&b}'q
T %_c% Doctor (who is taking tijg consent) :
SN . TR R A
e ,.__,9,,_‘:',‘&‘,?,,5,,’,“" QS/LS\"—“’D _ Slgnaturef‘a.:..if... i
—
iy T ;;2 U i G o Date & Time : O?q ................

Docu. No. : RCH /FRM / CLINICAL / 027
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CONSENT FORM FOR GENERAL / Raineow | @ BirthRight
(REGIONAL ANAESTHESIA /> rospiial_ | )z
(MONITORED ANESTHESIA CARE)

\\

Patient Nameg”“lKﬁi‘RMA’ANAge : %’f Gender : Male@/ Female CJ

UHID NO: Vl% b 0 ” L":'L‘ (f .. Surgeon Name: . 97 3:3 94"
Anaesthesiologist : . DT MW

Operative procedure planned : ..... C" Mu‘ M"'WW

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

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

i

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

[ Heart disease " O3 Hypertension O Diabetes mellitus 4 [ORenal failure

[J Hepatic disorders O Shock O Multiple organ failure O Polytrauma’/ Renal Tubular Aacidosis
[ Incapacitating Cronic Obstructive Pulmonary Disease

O Others : ........... =000

L R T O S R o SR S UM o e oo s e RO ek U
* 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 / my patient

SUHAIS ARMAAN  the above mentioned operation / Diagnostic / Therapeutic procedures

| authorize and give consent for anaesthesia ( B’@gional/ [ General Anesthesia / I¥lonitored Anesthesia Care as
considered appropriate by the anaesthetic team.

L

I 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



| 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 prbducts during the
course of operative period and immediately thereafter in need arises. 11

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

- Pregnant: O Yes QI/No
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION

| declare that | have explained the nature of General Anaesthesia / Rggional Anaesthesia
Care to be given and discussed the risks that particularly concern this patien =

onitored Anesthesi

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

Patient / Patient Attendant : Witness :

Signature : %x&hmma%ﬂ‘ Signature : }{\M’"’
Name : ... SR EAe. OIASAB. Name: ... SR SWARAW
Relationship with Patient: ... DODINGR ... Date & Time - ... 25./26] 2026

Date & Time : 1S\D$\=LQLC

Doctor (who'i: y the consent) :
Signature
Name.........c.. b NS NN DA TN ...
Date & Time : ... K5, 051‘7/"
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Department of Anaesthesiology Eﬂl?ggﬁ; #w BirthRight"

PRE-ANAESTHETIC EVALUATION Hospital 8Y RAINGOW HOSPITALS

It takes a lot to treat the litthe, Your Right o & Safe Delivery

Name: .... Qtwh A%W\M éﬂﬂ‘f LT - F ,,,,,,,,,,,,,,, UHID.No : Vi‘“rf)o 1“—(%‘-‘(

Dale; ........ a”g OS\PA’ . Time: . QLffo obm Proposed Operation: .. e"m M’Qﬁ,\m
Diagnosis: W‘Q,‘
B.P/CRT: "D\ HR: g(’k““ W&igh‘l&}( L' %A Physical Status: 2/1 02 03 04 05

Laboratory Data:
i e . GIUCOSE: oo eersmsieennnne PTORBING e HIV; s ), 3 Ao
PO i maiivisiin, UIBE: mciaianinns BB s HBS AQ: vovrnssresnenns 1
WBEC: .o (| [, [ | [, HOM: sioonmaia W ERG: iiivivosisismiisinn
TSP || ¢ .. S — Blood group: .............. Stress/Anglo: .................
T IO |1 R 1< [P O & o srssnanson s
], e — L1 RS 11" AT i+ | PR——

[ ARSI OTI | - 1 17)C 1 LOR—— Allergies: E \

Medical History: \ OVS: ()

ik \ - Diabetes : ()

ONS: \

Renal : \

Hopatic/ GE \ Physica ctviy: (RO

Others : \

Past Anaesthetic History: \J\ %\‘M&M

Physical Exam:

mrwar,  MA(1234 Mo Ogening Menighyoid Distance Mecc Togh
uns: SAE@hear, g %, Y
Heat:  §\ ©5,0

oNs: NAD

Pregnant: [1Yes C1No MNA Venous Access Site : @ Spine Exam !erregional:m

Anaesthetic Plan:[8AC S7REGIONAL [ GA-ETT [1LMA

Peri-Operative Plan Explained to the Patient: \g2Yes 01 No

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:
1. DVT Prophylaxis :

0 ZHOI.I
2. NIL ORAL< et 088 ZHours

Others 6 ?g )
3. Informed Consent: tandard O High Risk

4. Post Operative Pain Managements2f Discussed with Patient
P i 5. Other Instructions:

Docu. No. : RCH /FRM / CLINICAL / 044



VIH-00114764

Master SHAIK ARMAAN Prosuserr %
25-06-2019p €Y11M4D ™ R i b;" ® )
- Dr. JYON BoO ) a l'l OW » 3 ™
il o | @
1 ek 3 lok to treat the litthe, “Yout Right to a Safe Detivery
Pre Induction Assessment:
Change in Patient Condition: O Yes [OMO Fasting Status:  PAagasta -
Physical Status: | []Patient Identiied L Consent Present 12T Chart Reviewed
HR: 70| wavam [BP/CRT: @ [yo  [Se0,: 1607, | RR: v~ | Last Feed:
PIo-OP BRIUIOBIS: .. .. civicossumiiossimreimsrsssmsniiii Retsisaasi Operation: .. UM,W\LM gfl&"'\ Date : 2.3, Sfl‘l
SUIgeon: ........y... B Anaesthesiologist: MQ Technician: ..
_TME_ C WA NITXAR.
N,O/ARIO, LPM__ 7 4
HALO /SO /SEVO Antibigtic
PROPETL SIS XT0 _
(AN TN CTE L)
s b
= Biood Loss
0, /540 fey) (M08
ETCO, ;
EG X [74 == -
Urine Dutpil T NOTES
£k
BF 240
V Sysioiic 220
A Diastolic
X Maan 200
i 180
e S
140
Theoat Pack fn
Thinat Pack Dut 120
v :
m W W
oE
M ] 7]
20
10
0
365
LAB Values
i
\_,E'I'/ Equipment Checked and | Temp: l?ﬂ Regional:
! [ HME [ Fluid Warmer v 1 inhal Extremity
P ‘ O ClingHm (] OH Warmer OPeo, [C1gsl {J Spinal
O Stz £ Hugger's [ Cotton Wool O3 Others Otvers:
Bl BAEE oo Other
O Temp Ste O Arway 0l (O Nesal Sife: ........ 2 VAANG Ak,
[J A0, Monitor BE i Bisidamn B Needle Size: Damhf
1 Agent Monitor O Orl CiNasdl O3 Cutt Parasthesia [J¥es [ No
Pulse Oximeter 3 Tracheostomy [] Topical Catheter at SKifl .......ceen CM
T2 Capnograph O brug: Drug Name & Cone:
O Ventilator [ Awake [ Direct Vision Bolus:
O NeveStmuator | 0O [J Video Laryngascopy [ Stylette / Bougie Infusion:
Monitored Anaesthesia Care [ Fiberaptic Block Level:
Line (Size & Location) Tgmﬁ;mn' 1
B Core: s B = T TiPacy Oy 1 Other
o '3'::2 CIART soceccrmresemmnoennes | O Stei-Glosed Chite RedaantReversed  [lYes  [1No. &1
O Padding g::’ g mcm Name of the Doctor M
[0 Awake o Signature of the Doctor - é/

r
4
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il i | @aomgne
PO>1-ANAESTHESIA CARE UNIT RECORD

Tt takes & lot ho treat the Iiile. Your Right ta a Safe Detivery
T4 \ )
Received in PACU by : E’“‘b{‘g Time Received : 9/? ; TiTe Discharged ; SPOVI

[
o 250 | W Cannuta Sito - (_B)qu
w 230 230 0, Mask . Nasal Prongs
= :?g ﬁ:' Tracheostomy T-Piece
ﬁ 200 200 Oral Airway Nasal Airway
E 180 180 {}
180 80
8 170 :m Vomiting : [ Yes JEITHD Drug: o0 C’
- o Inewoe:  Oves [Ffio . é(d/u'ﬂ
v W 40| Drain 0 Yes 2R aﬂb“ s
A 120 | Urinary Catheter: [] Yes T No
0
& i ¥ o | crestve v A0
AR - a | Miora 0 Yes Ja’ﬁ
2 70 70
60[ 7 g | IVFuids: .
s 50 | Oralfeeds: ... lBNAN
40 40
‘f g o/ 1A 30
20
10 10
0 0
sPoAR DLV
POST ANAESTHESIA SCORE MINUTES
(Modified Aldots Scors) IN 30 160 1% out SCORING INTERPRETATION
mmémﬁm or on command g SELEESLELE A Minimum Total Score of 8 is Required for
Able to mave § extrembties volundary or on command = [ ) Dischargﬁ
'Able to deep breathe & cough iredly =2
Dysprea or limted breathing =1 RESPIRATION —| 2
i m‘:m -0 L2 | > g Exceptions to this, are to be explained i the
3 Arassiolic love o space below by the Discharging Physician:
B + 2030t Po Araesnt v =1 CRCULATION doli-lels
e IR =1 consoousness y o
Aroisale on cating “1 1 x|z E
Piok ) =2
Paie, dusky, biotchy, jaundiced, other : "I3 COLOR 2 L—_ 2‘_ -:2'_'_ ‘2_... )
TOTAL O\ e 1ofipl)d

PAIN ASSESSMENT AND MANAGEMENT FORM

Time Pain Score Intervention Signature

Date
sk 239 0 e '

Pain Tool Used: [ N PASS /ErﬁAcc [] Wong Baker  [JNPS Reassessment Frequency:
1. Ewvery eight hours for all hospitalized patients.
i i B 2. For post surgical patient, patient with chronic pain, patient with severe pain
Anaesthesiologist Name : a.  Every 2 hours for first 24 hours
. b.  After 24 hours every 4 hours
Anaesthesiologist Signature: ¢, Prior o pain rliving -
Date & Time: d.  With in 30-60 minutes after pain relief intervention
PACU Nurse Name : Transferred to Unit by (PACU): __ \ &-Lb ,,,,,,,,,,,,,,,,,,,
PACU Nurse Signature: Date & Time:............... Q9 \ f2.b..® PP

Date & Time:
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Rainbow”® . L
| Children's | @ BirthRight
et Hospital .??.“.ﬁ'l‘.“.‘??"..’!?‘-’??‘ms
It takes & lob ko treat the |itthe. Your Right to a Safe Delivery

Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

DalB v TIME: evvveveereeresveenee PTOCEAUTE QOMNE DY oeieeceveeresssnseesesseresssrassssessmseessessseesnssesensssnsees

CSE /Spinal /Epidural POSItION : ...ceoeveerenae SPACE eureeremrreerenneerereeneesenenees 16CHNIGUE (LOR/LOS) ..cevvrrcee
Depth: ..o CAREIE ot SHI: ... srirsprsssssrsamsismess PUBIIS < covciisinsiiscanssiisnannis

Parasthesia : YES/NO if YES BLAILS © v..ovveveeeeereereersesesensssesesssessssassssns st sessssssss bbb sesst s s san s st e ra s ms s esesnesseeasasanes

Solution Composition : ........ccccevvererenene

Any other issues :
) sinissssisa

Infusion Rate Level Maternal
Time (mﬂ Bolus ("ﬂ) Left Righl BP Pulse FHR Comments

Delivery Details : ~ Time : .coveeeveveceveeneeee. APGAR: ... SVD / Instrumental / LSCS (if LSCS Details)
Catheter Removed by and Tip INSPECIEA © ...vvvveereerermrereerssesssresessessesesassssassesnsssssssssssssnessensses
Patient SEUSTACHON, cuiiiviiiiaiiinsiasiaiisin i isnsvosisnsesdbasinssseassi Sugr i s

Discharge /Shifting ordered by
POCIOREIINARIG: ...vomeisnissns stats e bontraasssi pissers o banbivsvbssbele
POSIOr NEIE S e

Date and TIMEe : voevvveveereererresrnnns



IP-00060171

o s 2
maiie o SYiRaD W = Rambow ® - s
‘ Child BirthRight
Tl Fospital - | () esmsms
MEDICATION RECONCILIATION FORM
Drug Allergies: ...........ccccuvvernne. e e E’(et known any Drug Allergies

Medication Reconciliation will be done at the time of admission and also whenever there is change
in the treating team or shifting from one unit to another unit.
(Example: at the time of admission shifting from ICU to Ward, or Ward to ICUs)

Shifting From: ........... BIR . Shifted 10: .............. < 1L

_ (Gsuenlgfam?(l::m:r IFETTERS] (m{;?r?cg) (PO, :%Ug% v) | FREQUENCY [L;:ts.,T;DT?:,E ?gﬁ?gsl’ﬁg
! Cc Ooe
2 C¢ 0Ioc
¢ - O¢ Coc
? Oc Ooc
) Oc Ooc
6 Oc doc
7 : 0¢ CIDC
8 ¢ OIDe
9 ¢ CIoc
10 Oc Ooc

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

Date & Time : &ﬂlﬁf DG @ A0 Q@'H’m
Nurse Name & Signature: .. Q%mﬁcm Q ......... ﬂrbb
..81u186

Date & Time : i M T LY, S —

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



Patient Name : Mast. Master SHAIK ARMAAN UHID : VIH-00114764 IPD : IP-00060171 Gender : Male Age : 6

Y 11 M4 VIH-00114764 IP-00060171
Master SHAIK ARMAAN
25-06-2019 EY11M4D (M)
Or. JYOTI BOTHRA ,&
B 1L T Chitdren's @ BirthRight
; !‘.ﬁ%— : ::-mmum
EMERGENCY ROOM TRIAGE FORM fﬁ g b
Patient's MMQMR{}QMM\' ..... Age: . BUNS.. Gender: (] Female
pae: 22| 5126 ... Time of Arrival - ..\ Q.= A2 @)
Allergies: [TYes [ Food [ Medications [ Blood Transfusion [ Oher (SPECHY): ....oowremmremcorerreimmser o seniinss Mnm
Mode of Arrival : Ambulatory {71 Wheelchair 3 Amhnlancc
initial Vital Signs:  Temp: AT I F pr. 82w 39‘071‘[15(9&}9 24b]| 98 /.
Chiet Complaints: C.tﬁ....[ﬂ' Conve, .. l.a:z Qe &t ?M\ﬁ’
INITIAL PHYSIOLOGICAL CATEGORIZATION mmmmm
/?‘“ mas«mmg _J-stable
Normal A = Normal O increased (] Unstable -
[ Sick Looking Circulation / Colour [ Decreased [ Gasping/Apnea [ Not - Life - Threatening
_oGrmal [ Abnormal [ Bleeding O Life —Threatening
Triage Classification CTAS
Level 1: Resuscitation [ immediate
Level 2 : EMERGENT : Life or limb threatening | < 15min
__~\Level3; URGENT : Significant iliness / injury with potential to become life or limb threatening L1 _A36Tin
" Level 4. LESS URGENT : Significant iliness but not life threatening < 60min
Level 5: NON — URGENT : May receive care when convenient 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, - . T
* CTAS - Canadian Triage and Acuity Scale Triage Compietion Time : 1024 &5 avv~~
Communicable Disease Triage Screening
PART A. The following questions should be asked to all PART C. A positive communicable disease iriage screening is
patients at the inftial screening: considered for any patient who meets one of the two
1. Have you had fever (elevated temperature) in the past2 | Yes (A Teluing crirte:
weeks "] Any patient with Fever / Rash / Vesicles / Discharge from Eyes
2. Have you had cough or a rash in the past 2 weeks “iYes [ 5 and Cough _
3. Have you had shortness of breath or difficulty breathing in | m/ = %pmmwmgm ’“’lmwunm”mfmmmw”;z“:.mm,m
the past 2 weeks “PART B" of the triage screening above.
PART B. For patients regorting fever and respiratory/rash
symptoms: [ Not applicable PART D. ACTION / INTERVENTION: (for positive suspected
1. Have you travelied outside the INDIA? or had close [ Yes [ communicable disease triage screening)
contact with someone who has recently travelled outside < © Patients should be immediately isolated in a negative pressure
mm“‘“”wmm'? room of a single room (as appropriate) for pending evaluation.
ﬁm,sml.xm' .................................................... mnm‘mwwammmm'ﬂm
2. Are your parents / close contacts at home is/a healthcare | | Yes already wearing one.
worker? {please encircle the choices} (eg. nurse,
i o g : L alied health . Both patient and triage staff should perform hand hygiene.
services personnel, hospital volunteer, or laboratory 1 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 lebrile or mh disease'?
Name of Triage Nurse Signature of Triage Nurse : @

Date & Time : qu 95@ ﬁ?ﬁmﬂ

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




<

Rainbow’. | @ BirthRight
PRE - OP ST ™ oot tosbri. | WEEEES
E:%Et::v::}?: M4D M) Date: aalh‘l&é;g
Patient's Nat  qogrtinnmmmtinam e Age: .................. Gender : ElF
i M et
led Surgery : (rtoterma aHIM..... Surgeon : m‘la ot Babh K.,
Anaesthetist : Date & Time of Operation : . &Gll!ﬂ o @121 301
Tick appropriate boxes :
To be filled by Nurse Incharge / Senior Nurse :
S.No. Instructions YES | NO

1 | Weight checked and recorded? W} — QM - @0((1)4

2 Is the patient fasting for over 6 hours pre-operatively?

3 Check Pre-OP investigations & Results (CBP, Blood Group, BT, CT, PT/APTT,
Viral Screening, CXR etc.) Discuss with Registrar / Consultant

-~

g 0|00

4 Enema given / Bowel Preparation

5 | Remove all ornaments, etc and sterile gown given

6 Is Blood arranged as required?

< If Blood has been ordered - is Blood bag read?

_" | IV Cannula to be placed / IV fluids if indicated

2

] ] ] e S

9 Pre Anaesthetic consultation with anesthesiologist

10 | Pre medications given? (Sedative / etc.)

11 | Skin Preparation

>

12 | Surgery consent / High Risk consent taken by surgeon?
(Consent should be taken by the operation Surgeon only)

9] ] ] o] ] ) ] 2

13 | Other (if any)
NOTE: If any of above is ticked “No" Discuss with the registrar / Consultant i

8.
o
@
=<

dr. Wlran,
Signature of Nurse in-charge

Date: QA1B1RG Time :M\"



SURGICAL
SAFETY CHECKLIST

Anaesthetist : >

Surgeon : ... QX - Tyl

e

A Jery Name :

AU Date&_‘.ﬂ,lpa’ll&...ln-time:....‘...'!.”;llﬂ.'.?...Om-time: ..... R A0 )

Scrub Nurse : &*ﬁ@bﬁp

VIH-00114764

Master SHAIK ARMAAN
25-08-201% 6Y11M4D (M)
Dr. JYOTI BOTHRA

IP-00060171

iz

Age : \@Lh Gender ! Eﬁill!g%‘"’ [ BirthRiéht‘
bo ildren’s
LaSeaumIALM..... Hospital et

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

Difficult Airway / Aspiration Risk?
Yes, & Equipment / Assistance

Available OYes Ne”

Risk of > 500ml Blood Loss
(7ml/kg In Children)?

Yes, and Adequate Intravenous
Access and Fluids Planned

Blood Units Reserved

Has Antibiotic Prophylaxis been given
within the last 60 minutes? W £1NA

Signature :.................. /%/ .........................................
A B‘( %‘/‘3‘\'{?\ ........................
B

A ONo CINA

OYes NG C1NA

SIGNIN  Time:.A.12 )Y TIME OUT  Time........)5X. 70 SIGN OUT  Time:.l... SIS,

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

Identity \—ﬁ CINo introduced themselves by Name and Role MYes ONo The Name of the Procedure Recorded /ﬁ%ﬁg No

Site OYes ONo™ Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle /

Procedure = Tes CINo Nurse Verbally Confirm Counts are Correct (or Not Applicable) ~T1Yes CINo [1NA

Consent _;2’@3 [INo Correct Patient (Check ID Band) ¥i¥es CNo The Specimen is Labelled (including
Site Marked OYes CINo =NA Correct Site Hes [1No patient name) M..__Yes CJNo CINA
Anaesthesia Safety Check Completed [ ¥es CINo Correct Procedure —Q vumA  OX6s CINo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning__¥6s 1No Anticipated Critical Events 39509 Problems to be addressed DYes CINo CINA
Does Patient have a: Surgeon Reviews:

Known Allergy? OYes O N\_‘/ What are the Critical or Un‘;;?p :De?jﬁi To Surgeon, Anaesthetist and Nurse:

Steps, Operative Duration,~ MAA
Anticipated Blood Losq_??,- A\Q “rfes TINo CINA
5

Anaesthesia Team Reviews:
Are There Any Patieni—speiigc merns? &Yes CINo [1NA
Nursing Team Reviews: N

Has Sterility (including indicator results) — \fvs
Been Confirmed? are there Equipment .~
issues or any Concerns? C1Yes CINo CINA

Is Essential Imaging Displayed? CYes (MG CJNA

Power Supply, Earthing, Power Backup
and functioning of equipment checked. _{2’65 CINo

Signature :...

What are the key concerns for recovery -
and management of this patient? (_#TYes C1No

7/_
\ &
\
\

ORI 5. .ot visiiiisaninsdinaiosssimsons

Name D ¢ E?h @PTB o

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

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



Rainbow Children's Medicare Ltd. "

# 3-7-222 & 3-7-223, Sy. No. 51 & 54, Opp. New Karkhana Police Station Rain I:)':(':')w‘D . . g "
Karkhana Main Road, Kakaguda, Secunderabad - 500009. Children’s Birth ng ht
Tel :+91-40-4246 2200, 2789 5050, 2789 6060. Hospital . BY RAINBOW HOSPITALS
GST: 36AABCR4014M1ZE  email: vrchbilling@rainbowhospitals.in Rl et Your Rahtts s Sataineivony

CIN: L85110TG1998PLC029914 www.rainbowhospitals.in

OPERATION THEATER NOTES

Patient's Name : .Masté“rh . a | | Gende.r.
SHAIK ARMAAN (Age: O Y2 MIE : Male

| | | WEIGHT
"UHID : VIH-00114764 'LLP. NO. 00060171

y | 24 5kgs
'Surgeon : Dr.. jYOTI BOTHRA Asst surgeon Dr

%Anaesthetlst Dr Rama Brunda OT Nurse : S/N

Surglcal Procedure CIRCUMCISION

;Anaesthesm GA

 PRE-OPERATIVE PREPARATION-
‘Betadine skin preparation

OPERATIVE NOTES:
- Circumcision done with sleeve method .
- Hemostasis confirmed.
Discharge Orders:
1. Diet as advised.
- 2.Sitz bath twice a day for 10 days, daily bath
3. T - Bact ointment locally twice a day for 10 days
' 4. Syp. Crocin-DS (5ml/240mg) 5ml twice daily after food for 3 days.
' 5. Kindly consult Dr. Jyoti Bothra, Consultant Pediatric Surgeon, after 10 days
- in OPD with prlor appomtment (Th|s consultatton will be charged)

Consultants Surgeon s Name i Consultant Surgeon s Signature |
Dr. JYOTI BOTHRA WD e
Date: . o [g_l ) & Time: UMV, _—

1/1



VIH-00114764 IP-00060171

" :‘;-.ﬂ:r!:;”K EY1IM4D @
~ O, O BOTHRA L SCHOOL AGE (5-12 years) | Rainbow’

oo TR s | cotmrsomnatons. | G | Gy EitRiahe

Early Warning Scoring Chart s 1t e e R i

EARLY WARNING SCORE: CHILDREN’S UNIT

104
103
102
101 -
‘ p AN Y
Temperature 100 HG—IS T
{ﬂF) 99 5 PR Do
T
R |
97
9%
I 95
~, 94
o 190
! Heart Rate 180
(bpm) 170
160
and 150
140
Blood Pressure 130
(mran) * 120
10 Y
Note: 133
BP does not score  gp
in early 70
1 60
warning scoring o
Heart Rate (Number)
70
60

Resp. Rate (bpm) 50
(Over 1 Minute) * 40

) 20
10

Resp Rate (Number

Resp | Mod/ Severe
Distress | None / Mild

Receiving 0, (I/min)
0, Saturations (%)
Conscious | Normal
Level Altered
GCS *
TOTAL SCORE
Number of shaded boxes | =
Pain Score 0 al |
Observer’s Initials - |t
Score 1 . Gontinue 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 : Shiftin 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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Rainbow" .
Children's | @ Blrthﬁlﬁﬁt
HOSpita' . BY RAINBOW HOSPITALS

It takes 2 lot 50 treat the Bt Yeur Right 1o a Safe Deiivery

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.

* 6Gclinical 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 €.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

LY
* Ifatanytimeadditional 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 conditionto a colleague.

| 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 | s there anything | need to
do in the meantime ? (e.g. stop the fluid/ repeat observation)




. VIH-00114764 1P-00060171 P
; Master SHAIK ARMAAN b i R . bf .
. 23-06-2018 6Y11M4 ainbow . e dtgls
‘..__... o e R @ Children’s | @ BirthRight
T Hospital | [ meweonos:
It takes a lot to treat the littie. Your Right to a Safe Delivery

" FLUID CHART |

SHRRENB s

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

Intake Output IV Site

Thrombo- '
Date ] Time gagﬂ:}% Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebitis [ Sign.

Score | Nurse
Mouth LV N.G

08:00 am
09:00 am

\a%-go am o /

® A :00 am NEM g
7 [1200m N

01:00 pm W@"] 2
Total Intake : Total Output :

02:00 pm RWM L |\

x 03:00 pm

\‘Wﬂ pm
tf\ }JS:GD pm
06:00 pm
07:00 pm
Total Intake : Total Output :
08:00 pm
09:00 pm
10:00 pm
11:00 pm
12:00 am
01:00 am
Total Intake : Total Output :
02:00 am
03:00 am
04:00 am
05:00 am
06:00 am
07:00 am
Total Intake : Total Output :

Total 24 hrs. Intake Total 24 hrs. Output

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



VIH-00114764 IP-00060171

Master SHAIK ARMAAN ,»g-_:
25-06-2019 EY11M4D M) . = -
Rainbow
. JYOTI BOTHRA ' . i ~
i Children’s | @ BirthRight
“l MIIIHII!IIIINIIHII!! |1| Hospital . et e
It takes a lot to treat the little. Your Right to a Safe Delivery
Date of Admission: a‘%l‘a‘fafa ........... DROD RIS oivinuimmn ot i \?mnown 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 subsequent recording panels.
- The date and time of stopping the drug along with the doctors name and sign must be mentioned.
- Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this
drug sheet folder.
NURSES - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient ~ 2) Right Drug 3) Right Dosage 4) Right Route  5) Right Time
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.
S0S / PRN (As Required Medication)
DRUG : %ﬂﬁ'
Dose Route | Frequency |Start Date )
Doctor's Signature |Valid Period| Pharm.
Additional Instructions:
DRUG : ey

Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period] Pharm.

Additional Instructions:

Dat
DRUG : Ticne

Dose Route | Frequency |Start Date

Ad

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

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



VIH-00114764 IP-00060171
Master SHAIK ARMAAN

25-06-2019 EY11M4D

DOr. JYOTI BOTHRA

IHIlllHHHIIIIIIHIIHIIIIIHIIIII

REGULAR PRESCRIPTIONS

o WA s

DRUG : Qrive- RAReEReAs)

Date»
e

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date
Tirpe

v

Dose Route | Frequency [Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date»

Tirpe

Dose Route | Frequency |Start Date

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Page: 2/4




VIH-00114764

IP-00060171

Mastar SHAIK ARMAAN

23-06-2019 [
Y11
Or. /YO BoTHRA | M40 M)

U e Weight .......... Ward...............

—_— Date» |
e e TIU\E [ Nurs& Sig. | NU!SESI[}. I NursaSnu [ NurseSng.

Dose Dose Dose Dose

DHUG : Dr. Sign. o Srdn. Dr. Sign. Dr, Sign.
Do

I R{]Ute Stal_t Date 58 Dose Dose Dose
Dr. Sign. B Tor Sign B i Dr. Sign Dr. Sign

Name & Signature of the Doctor Dow Do Dom e
Dr. Sign Tor S_uur'. Dr. Sign Dr. Sign

Additional Instructions: s oot o .
Dr. Sign. Dr. Sign Dr. Sign Dr. Sign.

Date»
VARIABLE DOSE Tipe l Nurge Sig. ) [ Nurse Sig Nurge Sig. l Nurss Sig

Dose Dose Dose Dose
DHUG . Dr. Sign Dr. Sign Dr. Sign. Dr. Sign
D D D Dose

Route Start Date ose ose ose ose
i Dr. Sign Dr. Sign Dr. Sign o Dr. Sign

Name & Signature of the Doctor . . s ad
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign

tin . E D D

Additional Instructions: . e e e

Dr. Sign Dr. Sign Dr. Sign Dr. Sign
STAT / ONCE ONLY DRUGS
g — D & Other ;
Date Time Medication A Route Signature Nurses
Instructions

SN
X \6\% \/‘@ §6t. BuspEnone A freg Pl | # e

Page: 3/4 (P.T.0)




VIH-00114764

Master SHAIK ARMAAN
EY1IM4D (M)
Dr. JYOTI BOTHRA

23-06-2019

Date

Time

IP-00060171

‘||| |\| .V. FLUIDS CHART Weight. .............oo... Ward. ........oooooeee
vomposition of I.V. Fluid Réiits Flow Ratel Doctor | Nurse | Date of | Doctor | Nurse
(It infusion, mention ml./hr = Mcg/kg/min. etc) mi/hr Sign Sign |Stopping| Sign Sign

Page: 4/4
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\ VIH-00114764 1P-00060171 -
.R"‘.N . e @
Master SHAIK ) ] Rainbow

n.wf;“in’go'run:“mm i ) . B, R. -
i ® Hospi | @
RESULT SHEET

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

Time

Hb

PCV

RBC

WBC

N/L
Platelets
CRP

ESR

PCT

RBS

Na

K

Cl

Ca/Mg
Phosphate
Urea
Creatinine
ALP

SGPT
SGOT
T.Bill/Conj
.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. : RCHBH /FRM / CLINICAL / 0138 (PT.0)




Date

Time

CUE - Alb

CUE - Sugar

CUE - Ketones

CUE - PUS Cells
- CUE - RBC Cells

CUE

Stool Pus Cell
OVA / Cyst
Occult Blood ‘

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

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

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

Radiology : USG :

................................................................................................................................................
e e PO
................................................................................................................................................
................................................................................................................................................
MRI

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

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



