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or. JYOTI BOTH

e

UHID No :

Date of Admission : g]_‘}_LQCp,;__, Time :

NG

N

Raimb‘ﬁw“ @
Children’s

Hospital Blril‘ﬁ’%hj
It takes a lot to treat the itthe. Your Right to a2 Safe Deliv very.

Consultant :

—————— Date of Discharge :

Room / Bed NoO : =--=-----ocuuuv Ward : -===--mmmmmmeeean Suggested Billable bed type :
WARD TRANSFERS
Date Time From To SignatPre of Nurse
g 419G | %iabpm QR ot o B 4
8AG | L45ta | QT |15 Ut |

Cross Consultation Visit

Doctors Name

Date

Order No. Signature

10.

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



INVESTIGATIONS

Date Investigations Order No. Sign
/
2\ 3y 26022016 | oy




MEDICAL EQUIPMENT ( WARD & ICU)

Date

Name of
Equipment

Connecting
Time

Disconnecting
Time

Order No.

Signature




PROCEEDURE

Date Proceedure Quantity Order No. Signature
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ANY OTHER INFORMATION

Date :

Time :

Prepared By :

Staff Nurse

Shift / Ward

Billing Assistant

Billing Supervisor
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Baby ARADHYA KOVURI. Rainbow

: ® BirthRiaht
R Children's | g BirthRight
- Hospital BY RAINBOW HOSPITALS
Imw.. e i | e e

SURGERY DETAILS

UHID No.: 52)554 ..........................

710T-4 []0BGOT-1 0BG OT-2

Date of Surgery: 8/7/‘QG’ ...................... F10T-1 ©0T-2 [10T-
Name of the Surgery : K}/f)\”\a\pj\t(;r%@;\qu ...........................................................................................

Timeln......... 4 ' OOP ................

&

1. Surgeon : '
2. Anaesthetist CDENQ(#'OV ..............................................................................................
3. Assistant SUTGEON : .........ovvevevene. <O

4. OT Technician  : ... XRQML ..............................................................................................
G
5. Circulating Nurse : .32 rAmki ......... /JM .......................................................................

6. Assistant Nurse 5‘8@0]&&%? ..................................................

Special Equipment: [ Laparascopy (] Broncoscope [ Harmonic 1 Morcelator
(] C-ARM [ Cystoscopy ("] Versa Point ] Liver Cusa
/q ] Neuro Cusa [ OIOM cccsusnsummssiissssiss

Signature of the Surgeon

Order No: 365’1'3&?’(3@‘3‘7057 Order by ..cicuivnn

Docu. No. : RCHBH /FRM / GENERAE7114




Ref. No. FICONB/SUR/OT/02

.. . CONSU M ABLES Patient Namen'm“m ..;;;;;;mm T —
Eﬁ'iﬂ?r‘l‘.f's & BirthRight 9/{0 Gende \:::' O ADHTA Kﬂ\,::.“ g e
tospital_ | \@zammezes | OF QT g{ 7 Date ;. zvov10%e il \\\\\\ .~‘1»F{£

r— EroT Tl \\\\ (i
Circulating Staff : l/l N ' Technician

Anaesthesia Disposables Soitiad m_y_u._., Surgical disposables issued | © uses | Disposables (Baby side) | ... i

ETwbe{ $-€) eanfled \ | Major Pack Inj. Vit. K

B | Sutures Cord Clamp

ECG leads “K/PIN a3// Suction Catheter

HME filter : 2 Feeding Tube

Syringe 10 cc T, N Vaccum Suction Set

05 cc 5| cloves V[ (H 2 Las Surgical Gloves
gf ce /(//g O Q., ?’/ Gauze Pack
o : : Syringe 1 m/ 2 ml

Cautery Plate : AP/N Surgical blade !UO ! ! r — Surgical Blade # 20

IV set 11 NGtube NO F " | Koochies (S)

RL . " Cautery Pencil ; e

NS : 10mi100 mi/ 500m1§00fi ) Koochies Dyile Gpery S

Polipava "1 { Ointments f M L

7 Suction Catheter N toX [e iy plL—
Fentanyl ”‘ Mask > il
Worphine Il 40 phovygeol (3> j/ Gauze Pack Q4
Kelamine- A MOAAFY) V1 MopPack <A

Propofol "2 steristip= AT IXOTH ol

Rocuronium " v Underpad vl

Glycopyrolate Draw Sheet

Myopyrolate | Abgel

Ondansetron g Foleys Catheter

Pencan 25g/Spinal Needle 22 Urobag

Bupivacine 0.25% Chest Drinage Catheter

Bupivacine 0,25%(Heavy) Romodrain bag

Antibiotics = Al Bandage

nbin ->) | Tegaderm

Suppositories loban

Anamol : 80mg/250mg/170 mg Double J Stent

Supridol 100mg Vaccum Suction set jj

Justin : 12.5 mg/25 mg/ 100 mg 1| Plastic BetSheet— I} |

Tab. Misoprost : 200 mg o Betadine Solution 91

Microshield ' } —
Cotton Balls :
Latex Gloves
Ramdione Scrub | —
. Mad . wepf R
SurgeonD Anaesthesioloqist D)r W aécf OT Technician

Order No. :

QMW

240a30K)

“(J%

Ordered by :




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

H.No0.3-7-222/223,Sy.No.51 to 54,0pp.Karkhana P S,Karkhana Main Road,

Rainbow Kakaguda, Karkhana Hyderabad Telangana INDIA 500009
L Khildren’s Tel No : 040-42462200, Ext 2000,2001,2002
Hos : 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.
INPATIENT ISSUES AGAINST ORDERS L (RO LR i
IP No IP-00060620 Ward N 0 GF-EMERGENCY
Patient Nai Baby ARADHYA KOVURI . Bed Name ER 102
AgelSex 11Y9M 12D/ Female Order No 0003099086
Date 08/07/2026 18:56 Prescription No PRIP-1295070
Payor VIDAL HEALTH INSURANCE TPAPVT LTD Dispensed Date 08/07/2026 18:57
UHID VRCH.0000053554
S.No i Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 AEQ NINJTZOM AR e 63626068 12127 1 150.22 150.22
2 TURN S o 2606201 06/31 1 563.00 563.00
3 s TRIIENE. BN WER Y RTBP26002 02/29 1 229.00 229.00
4 ? OLUTION10%  \in MedicarePviltd ~ GENERAL MD05926 03128 2 103.95 207.90
5 (IRONS Mediblue 26060103 05/28 3 120.00 360.00
6 'AL(NIPRO)  NIPRO GENERAL 26D29K49 03/31 5 28.13 140.65
7 r L(NIPRO)  NIPRO GENERAL 26D20K25 03/31 5 2156 107.80
8 © IL(NIPRO)  NIPRO GENERAL 26A05K04 12/30 5 s 56.25
9 Lo JMS GENERAL EB260031 0529 3 61.00 183.00
0 e ELITE MEDICALS GENERAL 230301041T 03129 3 128.00 384.00
11 MW SMITHS & Nephew 250700Z 06/30 1 348.00 348.00
12 AYER Sunrise GENERAL 01260502 04129 10 10.00 100.00
13 X10CM gl Surgicals GENERAL VI16052026 10127 2 100.00 200,00
14 GTUBE-T  ROMSONS GENERAL G26B010270 01/31 1 63.00 63.00
15 ISFLO) Bbraun Medical PviLtd ~ GENERAL 26A26K8961 01/31 1 333.00 333.09
16 'TORIES 25 Noon Laboratories Ltd BLNP279008 10/28 | 15.46 15.46
17 G 10ML Neon Laboratories Ltd ~ H NA1353005 10127 2 69.10 138.20
B | Wik SRESE H M2642SF046 05/30 1 949.00 949.00
19 LT i V350476 10/27 1 140.20 140.20
20 " CALTINEDS. g GENERAL KKME23A1913 12127 1 211.88 211.88
‘ OTSUKA
21 OTTLE PHARMACEUTICAL  H 20260723 02/29 1 105.22 105.22
INDIA PVT LT
22 : 'FTC‘:‘b“‘g . GENERAL 0G26D040043 03/31 1 505.00 505.00
2 AFE V127062026 12130 3 450.00 1,350.00
2 e e, - SR 0 2C260792 02/28 1 737.08 737.08
25 ! G ;ﬁﬁgius Kabi india 10262112 03/29 1 69.39 69.39
2% i 50MG 5ML Neon Laboratories Ltd  H 1491044 02/28 1 1,010.00 1,010.00
27 GICARE)  ICARE (KANAM LATEX) GENERAL 26E4039M 04/31 2 91.00 182.00
28 E 11 Surgeon GENERAL 261225 11/30 1 7.67 7.67
20 MJELLY  Themis MedicareLtd ~ H TT080 03128 1 34.82 34.82
0 VA ONSET  ROMSONS GENERAL K26C010330 02/31 1 739.00 739.00

Printed T G 19:06 Page 1 of 2



RAINBOW CHILDREN’S MEDICARE LIMITED
’ Rainbow Children's Hospital - Secunderabad
: H.No.3-7-222/223,Sy.No.51 to 54,0pp.Karkhana P S,Karkhana Main Road,
Ra = Kakaguda, Karkhana Hyderabad Telangana INDIA 500009
Cl i Tel No : 040-42462200, Ext 2000,2001,2002
3 BirthRight
H Rkt VATTIN: 36920283145 CIN:  L85110TG1998PLC029914
DL NO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
L0 AT TR T
INPATIENT ISSUES AGAINST ORDERS
IP No 1P-00060620 Ward N 0 GF-EMERGENCY
Patient M Eaby ARADHYA KOVURI . Bed Name ER 102
AgelSe 11Y9M12D/Female Order No 0003099086
Date 08/07/2026 18:56 Prescription No PRIP-1295070
Payor VIDAL HEALTH INSURANCE TPAPVT LTD Dispensed Date 08/07/2026 18:57
UHID VRCH.0000053554
Total : 7,405.02 9,620.83
for RAINBOW CHILDREN'S MEDICARE LIMITED
Receiver Na: e
Pharmacist Name : RUBY FLORENCE VELPULA
Printed Time 7-2026 19:06

Page 2 of 2




—

o . Rainbow Children's Hospital - Secunderabad

Rainbow ' H.N0.3-7-222/223,Sy.No.51 to 54,0pp.Karkhana P S,Karkhana Main Road,Kakaguda, Karkhana ,Hyderabad
Children's = ,Telangana, INDIA ,500009.
Hospital BrthRan TEL NO :040-42462200, Ext 2000,2001,2002

wis—— WEB : https://rainbowhospitals.in

ADMISSION SHEET

(1T FONIETHeru
Regiiiition Details : LR (RN AR LT ATR (R

Admission No : IP-00060620 Admit Date : 08-Jul-2026 Admit Time :02:58 PM UHID : VRCH.0000053554

Patient Details :

Patient Name : Baby ARADHYA KOVURI . Age 11Y9MI12D
Guardian : Mr MR.SRIKANTH DOB : 26-09-2014
Gender : Female Religion
Occupation : Martial Status : Single
Address (H) : H.NO.1-9-86/T/B, GOLNAKA ALWAL,,, Alwal Phone No : 9603638511
Hyderabad Tetangana-INDIA 500010 E-mail - na123@rainbowhospitals.in
. .dmission Details :
Bed Type : SHARED WARD Bed No :ER 102 Ward Name : N0 GF-EMERGENCY
Room No : ER 102 Admission Type : First Visit
Contact Details :
Name : Mr MR.SRIKANTH Relationship :D/O
Contact Address : H.NO.1-9-86/T/B, GOLNAKA ALWAL,.. Alwal Phone No : 9603638511

Hyderabad Telangana INDIA 500010

b \,J’L\

Signature
octor 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 . VIDAL HEALTH INSURANCE TPAPVT

LTD

Printed Date / Time : 08/07/2026 14:59 Printed By : 017885 Page 1 of 2




Pw?t’c,jm“ Name : Baby. Aradhya UHID : 23455666 1PD : 2345565 Gender : Female Age: 11 Y,9M

i) iy gl Ty
v W1

EMERGENCY ROOM TRIAGE FORM s Taechs

Patient's Name - 9“-"‘6 ...... ’9”“&“69\ ........................ B Age:.....t.,.‘d...ﬂ.!\n Gender: [Male [ Female

pate: @1F126 7 . Time of Arrival - . 2% 45~ £ ™.

Allergies=1fo [IYes [ Food [ Medications [ Blood Transfusion () Other (SPECHY): .........co.ooororvvrcorcrsnes [} NOL knOWR

Source of Information : ﬁ‘?:mms L“-'W(Speci!ﬂ
MomoAniel: /T Ambuistory

Initial Vital Signs: Temp: Q.%'ip PR: I\L W‘a l}Ofgz q1: %L\Whpo 100, ¢

S
chiet Compiaints: L0 $¥Owmaecln  paln nce. MesStexyd asy /,"""1“‘“"“091“ l‘j-]

INITIAL PHYSIOLOGICAL CATEGORIZATION INITIAL PHYSIOLOGICAL STATUS
Appearance Work of Breathing
‘aﬂ‘:: _ A —&rfomal O increased O Unstable :
[J Sick Looking Circulation / Colour [ Decreased [ Gasping/ Apnea [ Not — Life - Threatening
ormal  [] Abnormal [ Bleeding [ Life —Threatening
Triage Classification CTAS
Level 1 : Resuscitation 1 immediate
Level 2. EMERGENT : Life or limb threatening ] < 15 min
Level 3: URGENT : Significant iliness / injury with potential to become life or limb threatening 30 min
Level 4 : LESS URGENT : Significant iliness but not life threatening ~" 60 min
Level 5: NON - URGENT : May receive care when convenient 120 min
NOTE : All immunocompromised children and preterm babies to be considered Level 2. r M’WWW
Ali Children iess than 2 years age with high fever {o be considerad Level 3. P o s
* CTAS - Canadian Triage and Acuity Scale Triage Compietion Time : Z-:SIPM
Communicable Disease Triage Screening
PART A. The following questions should be asked fo all PART C. A positive communicable disease iriage screening is
patients at the initial screening: considered for any patient who meets one of the two
foliowing criteria:
1. Have you had fever (elevated temperature) in the past 2 Yes -
weeks {1 Any patient with Fever / Rash / Vesicles / Discharge from Eyes
2. Have you had cough or a rash in the past 2 waeks my and Cough
. T . 1 Any patient with fever and respiratory symploms who answered
3. g;gpxr;zd;&ormnolm&hmdﬁ&wmmeaﬂ&mm [lYes £ No “YES" ta any of the questions on epidemiologic risk factors in
“PART B” of the triage screening above.
PART B. For patienis reporling fever and respiratory/rash
symptoms: [ Not applicable PART D. ACTION / INTERVENTION: (for positive suspected
1. Have you traveled outside the INDIA? or had close [¥es A6 communicable disease tiage screening)

contact with someone who has recently travelied outside
the INDIA, in the past two weeks?

If yes, State Location: .

2. Myompmls!c@osecoraactsahomeiafaheajmcm ]

already wearing one.
worker? {please encircle the choices) (e.g, nurse, o ; .
physician, ancilary obe i, allied heal HBoth 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 iratory or rash disease?
@
Name of Triage Nurse : ‘-(u &'E Signature of Triage Nurse : ::Lgf

Date & Time : . ‘3/?’]36‘ ‘ 2’ S-L rM

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

"1 Patients should be immediately isolated in a negative pressure
room or a single room (as appropriate) for pending evaluation.

/( "} The patient should be given a surgical mask immediately, if not
Yes [



Patient Name : Baby. Aradhya UHID : 23455666 IPD : 2345565 Gender : Female Age : 11 Y, 9 M

Jféi*mi‘::’:m,;mmm

:2: tm}lm.. 1YsM12p .. » |
iy . Chgers | QR

[Pt w—

NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Date - 2 J ?—{ 16 Time of arrival 2’ § ‘ ? M

Chief Complaints: C—{OS‘QW\O«& ?"‘Rﬂ)(z-‘ga‘a& RBS: .

Height : 1G-S Miveight 3.« L. X BMI: ...~ Head Circumference (<2 years) ... .. ..o

Allergies:  Yes /u( Medications Blood Transfusion Food 11 R RO R Sty
If yes , identify ... .

Pain Screening: /\‘9/;00 If Yes, Pain Score: Q ........... Pain Tool Used; N Pass FLAC% Baker

et fep'?ft{
Character Eﬂuy\f ?7 l.{)cf.azl(m'to\‘5‘,5:!'.‘.'.""?.'L Frequency i eIV puration .. Con i ™
a

RISK FOR FALL: ! FuuclionalScmeniuVm;;amies Detected
| - ; } | |
| D lifpatientis <Gyears ; Mobility Problem !

ligk-tielow fall risk intervention directly | 7 walking Problem -
K Pansesn:‘:: ;eli yea;s » | & Developmental Delay
$56 W parameters ) :
- : Musculoskeletal Congenital Abnormalit
- History of Falling: within past 3 months Yes No e 8 i o
Ambulatory Aids: _ _ Inform consultant for positive criteria
* Wheelchair Yes No .’
= Uses furniture for support Yes No | rre—————————————————sg——————i o ———;
L T | T e DY) S o - PSR Sy
* Bedrest/ immaobile lYes | No umm!anal Screening:  Abnorasliies Ditaited
s Weak Yes . No Underweiaht
* Impaired "iYes [ INo o i :t
Mental Status: Forgets limitations - L] Yes INo verIwe ¢
! Feeding Problem
IF YES FOR ANY CATEGORY = RISK FOR FALLING i Special diet
Fall Risk Intervention: 1 Specialfoading meihod
Escort while ambulating %
AsgiatPatient Inform consultant for positive criteria s'
ducate patient and family on fall precautions/prevention |

Psychological Screening: .~ No Significant Findings

Unusual concerns about patient's Psychological Status: Yes /No/_

If Yes Consultant Notified: ... e {Date/Time). ..

Social History: Lives With .. 4—‘5\""\ t;
Suhllngsunnousehold,/(s- [INo (ifyesHowMany?).... \CB"O ...........

»
> : C X o
Time of Initial assessment completed by ER Nurse : ")M

Docu. No. . RCH /FRM / CLINICAL / 120 (PT.0.)



Patient Name : Babv. Aradhya UHID : 23455666 IPD : 2345565 Gender : Female Age: 11 Y. 9M
Nursing Neles {Including Labs / Medications / Other Care):

Time Nursing Notes

2049 0M R rq\-?w (owae O LR L

23501 ¢ \}:-\o\.\& e € o ’\?e.ca.%ﬂecg

2.0 M O4Q. \Jf&lnme-;?m Qean e FQ&-‘?QM &

adulced o2l o

3 00fM R _@&w?tsgu\r\ ?MQQ—%S Downe

e 1gSph % \J oo ¢ ewvn ek Done

3720 & ohleckect  TRe Q.qm?\% Y S’m& 10 \& L,

*  palert  W0ted ' Ao oT

Samples collected by

Time: 24O p™A
Samples sent by 5&9&. (‘:L‘a’““ b‘ﬂ Kumaa,? Time: 2. % 4*1("9 M

Medication given in ER:

Dal{e ,r’ - i . : - 'ww----—DOCtGr MNUTS?
Time Medication | Route Dosage & Instructions Sign Sian 1

2 4L _nj- Ruseo pan AW I8 wa | g,.\félu.‘%“ﬁ—
coph WM. Ysowadoy M <o w\%‘ g,u&\wﬁﬂf—

| Condition of patient at time of shlit-- £ ~ Detailsof Shift-ot

HR u ------------- A sed 5 ol v 3 Shift - out from ERto: ......... OT I
26 b ! 99 Y
RR: ..26.%.1nA. spo,: q', Time of Shift - OUIQ'J.‘L‘OFM
GCS:...... |1:“[(,(’ ..... Temperature - ... T8 _
o Handover givento: ... 82t @ . .,

Pain Score: ... % ...... (Nurse's Name) °
Repeat RBS (if apolicablE): ...........ccomioosersivessssion. L‘Q A Lb“H;S-

Tick as applicable: MLC CLAMA BROUGHT DEAD

Procedures done with details (if any): ............. JJ{?\QLQM&V\‘{_DOV‘t —

o}
Name of the Nurse : ’—'Ar( ............ 'HS ............................ Signature of the Nurse : r_'Aé_' s
Date & Time : .. 1"}*1’2—4@6:"(0[’”‘




PATIENT TRANSFER FORM

2

Rainbow®’ , "
Children’s % BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes 3 lot to treat the litte. Your Right to a Safe Delivery

o1

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
e 3[7% OER R | 87 QL 15
o vonsorwea 0 Transfer Ordered by Reason for Transfer
10N &v
Dr Macha v/ UaX. Qpermiive Gra_
From Unit To Unit Information to Attendant
l g 7 , l :)) Yes[ S  No[ |

Number of Sheets in Clinical File

5

Number of Imaging Films

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

Yes| |

If yes, what ?

No =—

Medications / Consumables / Surgicals / Hand over

Sl.No.

[tem Name

Quantity

)

2 | (), MoK —41)

ol

4.

5.

Shifting Summary / Notes Written by Doctor :

Yes »-_;/ No[ |
CDr. EEGH’ fothra

Name & Signature of Person who

B P

is Transferring

Name of Person Ordered Transfer

CDr+ Madhav

Patient & Clinical Records Received by :

pmanigha

Date & Time of Patient Received : =

(306 & 6 uspm

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

I\

Rainbow® . g0
Children’s | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes & lot to treat the ittie. ermuhlloaSﬂeDwnq

11Yam12p
Or. JYOTI BOTHRA )

A

—VRCH.0000053554 ;00060
;-:::mom Kovur Date & Time of Admission Date & Time of Transfer Order

BIHQQ (@ 2752 pw

#1206 (@) 37a0pm

U il e Transfer Ordered by Reason for Transfer
Dt VSS\")U-"Q:jU‘ (RO\‘RM&’Y\O!),

From Unit To Unit Information to Attendant
AR Yeshy~  No[ ]

Number of Sheets in Clinical File

Number of Imaging Films

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

Yes'M/ No[ ]

If yes, what ?

Medications / Consumables / Surgicals / Hand over

OPD #h\¥ JW'QJ\(\.

Sl.No.

ltem Name

Quantity

4,

5.

Shifting Summary / Notes Written by Doctor :

Yes N/

No|[ |

(%m%w@}

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

‘j)ﬁ-\f\‘ghwo-j Q,

Patient & Clinical Records Received by :

Date & Time of Patient Received :

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

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

| Nurse not Available

[ Available Bed not ready



"2
Rainbow®
Child_ren’s
Hospital

It takes a lot to treat the little.

" %

PEDIATRIC IN-PATIENT
MEDICAL RECORD

Patient Name: Baby AR5 1.000008 20

26-09-2014

i Ty

Department:

Consultant:

Docu. No. : RCH/FRM / GENERAL / 065 (PT.0.)




VRCH.0000063664  IP-00060620

Baby ARADHYA KOVURI.

:s 08-2014 1MYIM12D  (F
r. JYOT BOTHRA

Pediatric Multiorgan History & Physical Examination

Name : Age/Sex

Information given by: Relationship

Chief Presenting Complaints & Duration (Chronologically)
t!;_\ pat thdopna Pl 3-&%
ﬁn&u&{vl wy bkt

History of present illness :

0 Lo hm\—ﬂ«k‘»m l"wrum witte
CPh Pal chelowe - Lot thdoorin (ihte ‘{U\lr*rt{»m
allto Fo\'nl..t uylne Hown o W mw

YT mdwmlﬁ - \umh e uns

~

AL
(Dssued /@ oeD
DAL A‘ Toxtwa fah
Quid  Dvetan
1v
f"-ﬂl'& l)t_ber‘ — Nemedo Cplpog
-4
MLy pelult downe

I
<0

wowy r{\y@ent {0 ‘
Ly IO 01Oy

Nfo 4oy Coldr  tanate b,




Vil e uuwuuaadoe I uulbuolu
Baby ARADHYA KOVURI .

26-09-2014 11Y9M12D ()
Or. JYOTI BOTHRA

IO

Pediatric Multiorgan History & Physical Examination

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

Birth & Neonatal History:
'Tomf! $-Y tg/f r‘;w'} WD huw dqﬁ O‘FD

Ve
Birth & Socio Economic History:
About Father : 7
About Mother : k Qlamm
( st
Any additional Information : -

Developmental History :

Immunization History :

(PT0)



VRCH. 3554 IP 20
{Baby ARADHYA KOVURI.
za nnzm 11v9u1zo {F)

N

Pediatric Multiorgan History & Physical Examination

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

Weight (kgs) )JS’_‘L%.‘[Centiie G e}

On Examination :

Temperature: — Pulse Rate : B.P SP02

Resp.rate and type of breathing :

Rash @

Lymphadenopathy __£)

Oedema : )

Allergies (if any): ZN

Respiratory System :

Inspection (any s/o distress) : @ :
Air entry & breath sounds : Rag @
Any addes sounds : ND .

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

Cardiovascular Sysiem :

Inspection of procordium : ® : ‘
Heart Sounds : s n @
Any murmur : VR

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

Per Abdomen: .
-

Inspection

Palpation : R nduy — M\qu\')k Y‘W‘“’
Ausculation :___ ¢ i—*h

Spine : @ External Genitelia :

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




JRGH.00000538
B-“ :::m yayamizo P

s4  \P-00060620

S

Pediatric Multiorgan History & Physical Examination

Central Nervous System :

Level of Consciousness : AVPU/GCS score : t(ll‘. (

Cranial Nerves : MM}"

Motor System:

Nutriton :

i) ; Power

Tone:

4

Co-ordinator :

Ol =u Gy

u_____._\/---..._-ﬁ

Posture :

Involuntary Movements :

Reflexes : 4

DTR %

Plantars “;} LUO ot

Superficials:

Sensory System : -+

Bladder / Bowel : IND e vatonet

Clinical Summary & Diagnostic:

%W@(P‘M — ?mﬂ—al \/ﬁqq %MTI%}

(PT0,
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Pediatric Multiorgan History & Physical Examination

Preventive aspects of the treatment:

Desired goals of the treatment :

Planned Labs: Planned Management
ARP DN e 2l e onnd
'[\Pr(\.. 7}3 Oy %»\ + 070
Signature of the Doctor: Q)u\\/ ..................... Signature of the Consultant: ........\(F oo
Name of the Doctor: m\k\)ﬂw"é\' ........... Name of the Consultant: ..........o.o.o. Nevrereeeerreernannn.

Date & Time: ...... 'U'- .................................... DAt & TR, ooeeeeeeeee e eeee e e s e e e aee e e s anne e e eennnn e
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rnJGRESS NOTES AND DOCTOR'S ORDER

Date
& Time Progress Notes Doctor's Order

N | ;Qﬂ @1 dzfo/[/
S |

S

Qj()c ;_\ KH‘F :m{nu,@ﬂu/{
|

B PLY
/

V

/\ \,Z
o
e ;

Ckagd

—

A gsadn
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PROGRESS NOTES AND DOCTOR'S ORDER

ga;-?me Progress Notes Doctor's Order
L1 lbe gy Das? Aol (olw fa\r'j%j n}:‘mg;ﬁ’)
ey = =
olo %emn.kj(nl?mg
MobD —tr 1 t(f[ cl«l;j Muane by ony
co.l e Lml ol Lot i M e
A iﬂ"‘l}n Lo bbe it
L,h,nJ\nj *ochJ, — Gt ot ol Qe
PO ucn:;_(fé__:wl(\)ﬁ r‘c\fk;, Koot
= Mon'bey wdedy
- Who rlmu\':j
OLE = ?;\h:fum;u - u\xrmh
Cn (=C Vg @
- fp fe ~ Qtevr d s pvore
{34‘ =tcfe [sWe!
Cwi - o fn Sred oy oeunkn o R § oy
T
R-Lre & ol \cL-t[Cl._L-{‘;‘
— u cﬁl’n‘a Sof
qﬁ)\ —&f (u Q,!/t-u A v ke
\ : | S opp
3 ,/ ' — MeoRin A\L_l.('nlf\n(\‘ (o -
(6// Quonopadz, o Ll
Unole Peia PHR
Molec) By Vadhuoo
Ao e @390am
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Hospital

It takes a lot o treat the ltte,

NURSING SHIFT HAND OVER FORM

BirthRight
BY RAINBOW HOSPITALS
You Rghn 2 Safe Delivery

z Diagnosis: Any Infection: CIYes (N0 [ Not Known
"g‘ Hf’m-/z;mfp@ g, 1 YES SPECHY: ..conoonasovssiptibbusessssssessorens
& Surgery / Procedure: , Post OP Day: & .0
Dat 22 k\) AN
g # Shift glw ﬂg £ ‘5""\ (& g\ ~ 0\\ )
= Medical Condition / '
g (Any special condition to be noted): ﬂf‘l N!’ ] '\ﬁ\ ;\E"\’P T\h' J
= [ Dt NPO | NBH | N ook AU [N Al
Allergy: “1Yes (0| Yes #7No | 1 Yes o | 1 Yes 3o | 0 Yes ¢2No | 1 Yes £ No
Ventilation (RA, NP, NIV, VENTI): b {h T RA
Tubes/Drains/Catheter: O Yes #No | Yes A0 | 0 Yes ixNo | 0 Yes OWo | O Yes &No [C1Yes CINo
e | Vital Signs: Temp: |98 ¢ F|98'4F | ag.¢°F | 121 ) |a8-I'F
g Res: | 19 p/yw [9b/H | Qibim (9011 4) (R D[y
2 S0 | &€7 .| Qo | ga | K- Ay
3 Pulse: | () fb/’*"' lol[7] 0zbh P\ s0) '%%
BP: 1116/70 | fo] b/H—AClypipt PELE (o) VO3 1o
LOC: yﬂ{&érw M, m’m‘nu! ((\MU{OLQ Cm@ﬂ@
Fall Risk Score: | { N Y \) u
PainScore: | Z— | Q" b D 0
Skin Integrity | Ty dect %igc.‘f' P doak MICHEERCY
Safety Needs: ,u’ﬁs 71 No |ees C1No [C-¥es CNo | Yes 01 No |, 7Yes CINo | Yes ©I1No
Physiotherapy: | Aw! L NI/ m\ R
g Others Specify: |1 Yes /Nﬁ I Yes &40 | Yes iNo || O Yes No | 0 Yes &A%0 | 01 Yes T No
5 Special Diet: | | | NBI [ gieb[Nedie) N[ diek
g Critical Lab Test / Values: -t Nf Il M.tl V1A k‘f"\
E |Other Special Orders / Medications: | = Yes ZNo | Yes &fo | Yes =No | 0 Yes &/ No | 0 Yes &0 | 1 Yes T No
§ PU Prophylaxis: T Yes ) Ng | Yes #TNo | = Yes &No | O Yes Ao | 01 Yes (o | 7 Yes 1 No
DVT Prophylaxis: 0 Yes# No | 1 Yes =N -1 Yes LI No JYesv{ﬁq_ C1'Yes LMo [ 1 Yes C1No
ADL (Dependent / Non Dependent): I l .
( ¢lfpend:\Ten. ol X Qo ponded
Post Operative Procedure Special Orders: : 151 .
,\kl'\ ) M*\\ N N’l\
Handed Over By Name : ‘-P)\:\QS l l%}r— panithe |o 040 qu!J Mu:
Signature / 1D Ly o810 | apeout [ Jnact) [Pogenle
Date: gl [€/7/2L |gloins [9\NL alfae
Time: ()38 00145 CLAY (@10 & o
Taken Over By Name : B; ‘ﬁ: _n:&'—ﬂm MO V;\;;EMJ F\'é'{;fg_@ﬂtﬁ
Signature / ID : 020044 mw{’ @OIQ{- LWOR oI TV{% ”\g\
Date: ¥ARG 2ot | ¢ )h(* 2t
Time: YR AT A (CLY Y

Docu. No. : RCH /FRM / CLINICAL / 097
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NURSING SHIFT HAND OVER FORM

I\

Z | Diagnosis: Any Infection: [1Yes CINo [ NotKnown
£ WNOBSOOBING .cooisvviceisiinnimnsnia
g Surgery / Procedure: Post OP Day:
g e Shift
% Medical Condition
§ (Any special condition to be noted):
@ | Diet:
Allergy: [Yes [INo |7 Yes C'No |C Yes TINo [ Yes C1No |1 Yes CINo |7 Yes ' No
Ventiation (RA, NB NIV, VENTI):
Tubes/Drains/Catheter: N[ Yes TNo | Yes ='No |1 Yes T1No |1 Yes CiNo [0 Yes ©1No |1 Yes T No
= | Vital Signs: Tomp: | \
0
5 Puls;: \
-
BP: N
LOC: N
Fall Risk Score: \
Pain Score: \
Skin Integrity \
Safety Needs: | Yes CINo [l Yes No | Yes 1No | Yes TINo [ Yes C/No |1 Yes “No
Physiotherapy:
g Others Specify: | Yes [1No [1Yes C1No|1Yes CINo |1 Yes C1No |7 Yes C1No |1 Yes 7 No
E Special Diet: 3
E Critical Lab Test/ Values:
E |Other Special Orders / Medications: | Yes ='No |1 Yes 1No |1 Yes [INo |7 Yes [1No |l Yes ©1No |l Yes (1 No
E PU Prophylaxis: T1Yes [INo|C1Yes (No | Yes CJNo'| Yes [INo|ClYes CJNo|C Yes I No
DVT Prophylaxis: T1Yes [1No|CJYes C'No | Yes CINo |[C1Yes (INo|C1Yes [1No|[ Yes [ No
ADL (Dependent / Non Dependent):
Post Operative Procedure Special Orders:
Handed Over By Name :
Signature / ID : X
Date: \
Time:
Taken Over By Name
Signature / ID :
Date:
Time:

Docu. No. : RCH /FRM / CLINICAL / 097
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] Maintain Airway and Oxygenation

R

NURSING CARE RECORD

N\

e

Rainbow®
Children’s

Hospital

" Ittakes a jot to treat the litte.

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

{yﬁalieve Pain & Discomfort

[} Maintain Fluid Balance

[l Improve Activity Tolerance

" Maintain Good Nutritional Status

Date: 82126 |

[C1 Maintain Skin Integrity

Lé ] Maintain Personal Hygiene 1 Prevent Infection o [ Meet Elimination Needs ] Ensure Safety [J Early Ambulation Reduce Anxiety [] Patient & Family Education
© | [ Identify Potential Complications (] Any Others. Specify... !th., ....................................................................... T — o

Time Plan of Care Time Implementation Evaluation Re-Assessment I:u?i:n';m:
2
5
=

0 a
— MU ot 6’1 UDCJ _ o - <
= D D
S w0 nal 13
=<pipm E il ¥ 6isod Masmal dict Sjable |Ehl
Sta-tus §m

\U e N 1N \ C : ) A ) Il’\'J |I,

| = Relce? /Ff‘ w9 5 Admn et e N L ~ ont 1M1 Fou v
s A/ g T Vﬁ 4 1A \LE
y : - f.,;_ ] f‘ (“ﬁc' %OOM O\_,l? sV
. e Aconfost et Pyt A

’Dej 06 \ A
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NURSING CARE RE

CORD

"2
Rainbow®

Children’s BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes & lot to treat the fittie. r Right to a Safe Delivery

Date: ....... QI:F'EQ.Q ...............

» T Maintain Airway and Oxygenation [] Relieve Pain & Discomfort ] Maintain Fluid Balance [ Improve Activity Tolerance [ Maintain Good Nutritional Status [J Maintain Skin Integrity
g [ Maintain Personal Hygiene L] Prevent Infection ] Meet Elimination Needs [ Ensure Safety [ Early Ambulation Reduce Anxiety 1 Patient & Family Education
S [ [ Identify Potential Complications LT ANY ONBIS. SPBCIY. .. evvvteiiisis ettt et e e e ettt e et e e e e e e e e e,
Time Plan of Care Time Implementation Evaluation Re-Assessment 2";?&’:?3:
ﬁv’“ M our T dain D’Lw& Y %QAMQQ 1\19\\@/
o h j RA
£ Bollonte Dou% Came Deq Portnds
P L owd VR
‘t oL 'Q/VL\-' LzL SEQ_[}‘ (3 LN ~N
=S B Y o d) reelha WH
Aoelee st eed | e Dreed c]re
J
g Bl e,
. el
@ =
g s VN
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IIIIIIIIIIHIIIIMIIIIH||||||||||ll|||| Children's | @ BirthRight

Hosp ital . BY RAINBOW HOSPITALS
Tt takes a lot to treat the littie. Your Right to a Safe Delivery

THE HUMPTY DUMPTY SCALE ¢ g tg

PARAMETER

CRITERIA

SCORE

DATE

ATE

DATE

DATE | DATE

Less than 3 years old

4

Age

3 to less than 7 years old

7 to less than 13 years old

I

e

&

13 years old and above

Male

PO —=hAPro| o

Gender

Female

Diagnosis

Neurological Diagnosis

Alterations in Oxygenation (Respiratory Diagnosis,
Dehydration, Anemia, Anorexia Syncope / Dizziness, etc.

Psych / Behavioral Disorders

Other Diagnosis

Not Aware of Limitations

Cognitive

Forget Limitations

Impairments

Oriented to own Ability

History of Falls or Infant - Toddler Placed in Bed

Environmental

Patient uses assistive devices or Infant Toddler in Crib or
Furniture / Lighting (Tripled Room)

Factors

Patient Placed in Bed

Outpatient Area

Within 24 hours

Response to
Surgery / Sedation

Within 48 hours

Anesthesia

More than 48 hours / None

Sedatives (excluding ICU patients sedated and paralyzed)

Hypnotics

Barbiturates

Phenothiazines

Medication
Usage

Antidepressants

Laxatives / Diuretics

Narcotics

One of the Meds listed above

Other Medications / None

L

TOTAL

PR PR T

iv )

q

Intervention :

-Fall Risk : Low Humpty Dumpty Score = 7-11,

‘/High

pe v ]

isk Humpty Dumpty Sco

re = 12 or above

Bed in low position

Call device within reach

Wheels Locked

Room free of clutter

Adequate Lighting

Wheel Chair Support

SN

Other Intervention(s) Specify

k“)’\\\\\ \

Nurse's Name :

3

1-".;‘1 \ \\(\g

Signature :

=EIN

Date :

x
¥

Time :

‘:',7

Docu. No. RCH / FRM / CLINICAL / 005




Z e owm . 'QC/THROM/07
Rai n b.‘.ow0 . ” 5 - 15‘”;‘3:“301“";1 YoMmi12D F)
Children's @ BirthRight| CHECKLIST FOR THROMBOPHLEBITIS | iy~
Hospital . BY RAINBOW HOSPITALS D R T e
It takes a lot to treat the little. Your Right to a Safe Delivery -
SNo|  SITE OBSERVATION - STAGE/ACTION  |SCORE|-2LZ- 71; M':F' e REMARKS
i [ T——— No signs of phlebitis / o [” ]
PP y Observe cannula o Y
2 | One of the following signs is
evident: | Possibly first signs of phlebitid 1
* Slight pain near the IV Site / | | ppserve cannula ol N
* Slight redness near IV Site
3 | Two uf the f-ollowmg signs Early stage of phiebitis / 9 oy
Sl Gviout - Resite Cannula =
Pain at IV site Redness R
4 m——
All of the fellewing Sigus ars | oo o stage of phiebis/ | 3
SYN—: Resite Cannual Consider -
Pain along Path of cannula Faatrnt IS
Redness around Site Swelling P
5 | All of the following Signs are | Advanced stage of phlebitis of 4
evident and Extensive : the start of thrombophlebitis / 4
Pain along Path of cannula Re site Cannula Consider -_—
Redness around Site Treatment
Swelling palpable Venous cord
6 | All of the following Signs are | Advanced Stage of § [ ]
evident and Extensive : Pain | thrombophlebitis /
along Path of cannula Redness| Initiate treatment Re site
around Site Swelling palpable | cannula @'
Venous cordpyrexia

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

Signature of Shift In Charge :

Sﬁnature RN SO e v S

SRR | S e < o N

Signature of Ward In Charge :

L e R et o SO S

vevrrrerereet NBITIE oottt ensaesssssensresssenesesensrens

CIN : L85110TG1998PLC029914

www.rainbowhospitals.in



VRCH.0000053554 IP-00060620
Baby ARADHYA KOVURI.
26-09-2014 11Y9M12D (F

Dr. JYOTI BOTHRA
||||‘| |HI| | I
1
000
" i

_ PAIN ASSESSMENT FORM

I I I [ N Bl T P
- | Pain Score | : " I Modifying IPahenti Fam:ly : | ~—
Date i Time {Oﬂﬂ) i Location Duration Acuity | Character ! Factors | Educated : Intervention .' Sign
%/{} A " | | 2 Conur.uoua | & Acute | ] Sharp Dull —I—/ Increasing I 1 Yes | 7 _Buscofa V! |__ s /7
é 245 L 2~ Glomalin I Intermittent | (] Chronic ,/P«chm( Burning | (] Decreasing | No | g0 ] %‘ﬂ\
—t—t 1 " JfEr | "
i i i | C Continuous | [ Acute | O Sharp 1 Dull Increasing | Yes - |1 s
b \"ﬁ?&i p]nm! O | — |0 ntemitent | 0 Chronic | [ Aching Bummg Decreasing | () No , — Py e d
—t—t——F 1 | - Ve
i | : ‘ | 1 Continuous | 7 Acute | ] Sharp Dull | 1 Increasing | Yes ; w
. - : l ] : . Al | —
; ; , ‘ Intermittent | Chronic | Aching Burning | Decreasing | No [
{ { | | | | | |
= — 1 1 —p— R T R TR AT L T I~ e e e e D
. : .' r Continuous i Acute i Sharp Dull i Increasing | Yes . | =
f | [7 Intermittent | ] Chronic i Aching Burning | (7 Decreasing | No __I
] | | | = | _ 1} B4l . e = = I .
— 1 I [ T— S0 | s | ; B e =
, | ; : Continuous | Acute ’ Sharp Dull | I Increasing | Yes ;
i i ! i i Intermittent | Chronic i Aching Burning | Decreasing | No . 1.
e [ WCI S +—— -
' ! i ; | CJ Continuous | [ Acute | 1 Sharp Dull |  Increasing | Yes . i
| | | | | ) " : ¥ e |
| ' ' I Intermittent | [ Chronic | ) Aching (] Burning | (] Decreasing | No , :
e __m—m—t — ——
: : Continuous | [ Acute : Sharp Dull Increasing | Yes ;
i Intermittent | Chronic | (1 Aching Burning | ] Decreasing | No ‘I
| | | | | | | |
— B o e T e B -f--—-——" Sl AT TSR BT A - ——"—‘—" e e '—'——'1" T
! ! , | CJ Continuous | [ Acute Sharp Dull | [J Increasing i Yes ! i
| | | | | | —_— —
: : i 5 i Intermittent 7 Chronic | 1 Aching Burning | DecredsmI No [ I
S N B B e e T “ﬁ e————— -+t T
T - | I 1 Continuous | [ Acute ; Sharp Dull | Increasing | Yes : i'
| | [ [ : ! | : —
i i { L) Intermittent | (J Chronic | [ Aching Burning | [7 Decreasing | No . |
S RN ISR R NS WIS B M S S S S— —————
| ' ; : | CJ Continuous | [ Acute | 1 Sharp Dull | I Increasing | Yes i ll 1
! . ' | i I Intermittent | [ Chronic | 1 Aching [ Burning | [ Decreasing | No ; :'
o T | | TR 1S5 s B il i sl e sl R — .. '
Re-assessment I-requencv: e
1. Eve
2.F
\_ a IV“IvﬁfI[Iu
Prior to pain pain-reliev d) 30 — 60 minutes after pain relief intervention

Docu.No: RCH /FRM / CLINICAL / 152

Rai?bgw"" .
Children’s
Hospital * | (g = »'f"lf'.R'gh




No Particylar EXpression or Smile

Normal Position or

Withdraw, Disoriented
Relaxaqg

Uneasy, restless, tenge

Laying quitly normay Position,
Moves easily

Squfrmr‘ng shiftin
h

0 back angd
forth, tense

£ 8
o Pain

9 10
Worst
Possible Pajn

No Cry (Awake pr asleep) Moans or Wik

pérs Occasiona|
COmplaint

Reassureg by Occasiona| muchr'ng_
Cons olabilty ;:é?ggngslgr being talked tp,

Content. relaxed

Assessrnent

Criteria
Wong - Baker {Pedialricsj Above 7 Years

0 2 4 -
No Hurt Hurts Little Bit

8 10
Hurts Littie More Even Morg Hurts Whols Lot Hurts Worst

Crying

No Cry with painful
lrritabfl‘inr

Stimulj

Moans or Cries

minimally with painful
Stimuli

Abpropriate Crying Not Irritable or Crying at
irritablg

intervals Consolablg

Behavigr State No arousa) fo any
stimuli

No Spontanegys
Movement

Arouses minimally tg
Stimuli

Little Spontanegys
Movement

Restigss, Squirming

Awakens frequenny

Abpropriate for
Qestationa| age

Facial

Mouth is a5
Expressign

No expression

Minimaj EXpression
with stimyli

Any pain Expression
Intermittent

Relaxeq Appropriate
Exiremitiag

Tone

e
No arasp reflex Weak arasp reflex
Flaccid tone decreased muscle
tone

mrermmenf
tlenched togg. fists
or finger Splay
Body is not tense

Relaxeq hands ang
feet

Normal Tone

Vital Signs HR

Splay
RR, Bp Sao,

No variability with
stimuli
Hypovenrﬂa!fon or
apnea

Less thap 10%
vanability from
baseling with Stimulj

Increase 10-20%
from baseline

5a0, 76-859; with
stimulation - Quick
| recovery

Within baseling o
normal for
Qestationa) age

Frequent tg constant frow,
Quivering chin, clencheg ja

Kicking, or

Difficyf

—
HJ’gh-or‘lched Or silent-
Continuoys or
rnconsolablu

Arouses minimall
(not Sedateq)

Continyaf tlencheq
toss, fists, o finger

Increase Qreater
bassline, 5a0, |
Equalto 759
slow recovery |

fighting ventifato | S

1 || 2
A _—
Occasigna) Grimace or Frown,

w

legs brawn up

—

—

Arched, right, or Jerking 7

Crying Steadily, Screams of Sobs, ||
frequent Complaints

tto console gr comfort

¥/ no mo vement

Body is lense

o e
than 20% from

2 €8S than or

with Stimulation, .
Outofsync or |
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Your Right to a Sate Delivery Delivery

Sensory Perception

Unresponsive (does not moan, flinch
or grasp) to painful stimuli due to
diminished level of consciousness or
sedation, OR, limited ability to feel
pain over most of the body surface.

responds to only painful stimuli, cannot
communicate discomfort except by
moaning or restlessness; OR, has
sensory impairment that limits the
ability to feel pain or discomfort over
half of body.

Responds to verbal commands, but
cannot always communicate discomfort
or need to be turned; OR, has some
sensory impairment that limits ability
to feel pain, or discomfort in one or
two extremities.

Responds to verbal commands.

Has no sensory deficit that would limit
ability to feel or communicate pain or
discomfort.

Date : [B/ 7/ep| A [~}
Time:| 2P Y7 [ A pwy
1. Compietery immobile: 2. Very limited: 3. Slightly limited: 4. No limitations: .
Mobility Does not make even slight changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in 4
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. Lf
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4, All patients too young to ambulate;
Aokl T Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
;m':y“:i;r:ea::g;? :: Wt(.) bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a f {
P s and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every t1
wheelchair.” shift in bed or chair. 2 hours during walking hours.
1. Completely limited: 2. Very limited: 3. Slightly limited: 4, No impairment:

&

Moisture Degree

1. Constantly moist:
Skin is kept moist almost constantly

2. Very moist:
Skin is often, but not always, moist.

3. Occasionally moist:
Skin is occasionally moist, requiring

4. Rarely moist:
Skin is usually dry, routine diaper

Friction Occurs when
Skin moves against

Spasticity, contracture, itching, or
agitation leads to almost constant

Requires moderate to maximum
assistance in moving. Complete lifting

Moves freely or requires minimum
assistance. During a move, skin

Able to completely lift patient during
position change, moves in bed and in

" tq which » by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing g
NN 15 0Xp0s Dampness is detected every time 8 hours. every 24 hours. 5
to moisture N
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:

Nutritional Usual
food intake pattern

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

Does not take a liquid dietary
supplement.

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

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

but will usually take a supplement if
offered.

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

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

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/d|; capillary refill may be

2 seconds; serum pH is normal.

4. Excellent:

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

evere Risk : lessthan 9 | High Risk:10-12 | Moderate Risk : 13-14 | Mild Risk : 15-18 | Not at Risk: 19-23

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

Risk Score Category
15-18 At Risk
13-14 Moderate Risk
10-12 High Risk

Less than 9 Severe Risk

Reqular Turning Schedule

Enable as much activity as possible

Protect the heels

Use pressure redistribution surfaces

Manage moisture, friction and shear

Advance to a higher level of risk if other major risk
factors are present

Use the Same Protocol as for “At Risk” Patients
Position patient at 30 degree lateral incline using foam wedges

Support Surfaces

(Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice

High density foam mattress
Gel pads for high-risk areas
Alternating pressure mattress overlay

High density foam mattress
Gel pads for high-risk areas
Alternating pressure mattress overlay

Follow the same protocol as for “Moderate Risk” Patients
In addition to regular turning schedule
Make small shifts in their position frequently

Use same protocol as for “High Risk” Patients

Add a pressure redistribution surface for patients with
severe pain or with additional risk factors.

High density foam mattress
Gel pads for high-risk areas
Alternating pressure mattress overlay

High density foam mattress
Gel pads for high-risk areas
Alternating pressure mattress overlay
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PRE- ANAESTHETIC EVALUATIO

Name Boym KA s KQVIAYA... Age: 0y v.ANsex
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Diagnosis:
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Laboratory Data:
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Medical History:

RESP -

Renal :

e
Hepatic / GE :
2 st I

Others

R e L Slg
past Anaesthetic History:

——

Physi.cal Exam:

Airway: MP \¢ 4

Lungs :

. e

Physma\ Acnww MA/\ V’(

o oo () weeeantroged: (D

NA |
REGIONAL Isr-m LMA
L} Dl AR e S
Peri-Operative Plan Explained t0 the Patient: Yes No
il CURRENT MEDICATIONS ____':_____ osAGE | pre-Operative Instructions:
= \ 1. DVT Prophylaxis :
e — et e Water / ORS 2 Hours
\ 2. NIL ORAL<: Others 6 Hours
S B R 3. Informed Consent: Standard C© High Risk
\,,_/____ L ———— 1 4 Post Operative Pain Management: Discussed with Patient
R - _l__ | . Olherlﬁ)slrucnons
”‘4‘.../ (/D\U vy Y7 myk
e P Y. B T

L
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] Patient Suckol

POST-ANAESTHESIA CARE UNIT RECORD

Received in PACU by : %9*&&’ ................... Time Received :

2
Rainbow® . —
Children’s ‘Bll’tthght

Hospital BY RAINBOW HOSPITALS
It takes a lot to treat the #te. Your Right to a Safe Delivery

4:45Pm—- Time Discharged : ...........ccocvevvevnnee

2 40 gig IV Cannula Site : . I-l]" G-d'
= 230 230 ;,fﬂﬁlask “X] Nasal Prongs
= gfg g’:‘g | Tracheostomy #] T-Piece
2 2 200 | ™ Oral Airway i-Masal Airway
E 180 180 o
180 180
8 m 170 | Vomiting : 1 Yes ~#TRo Drug: hbdrgﬂlll[’\&d
= S 1o |NeTube: O ves o
V. = 10 | oran [ Yes Lo
A a2 120 | Urinary Catheter: [] Yes =No
110
W e VI¥ 100 | ChestTube: [ Yes &TNo
= 90 90
? s o | NilOral l‘l Yﬂs {JNo
70 70
60 A A 60
& 50 50 | Oral Feeds: . [Lh:{&l’(c .........................
& 40 40
30 a0
¥ 20 20
10 10
0 1]
SPO,
POST ANAESTHESIA SCORE MINUTES < | SCORING INTERPRETATION
(Modified Aldrete Score) oL

Able to move 4 exiremities voluntary or on command

A Minimum Total Score of 8 is Required for

30 | 60 | 90
Able o move 2 extremibes voluntary or on command ACTVITY | 218 _
Able to move 0 extremities voluntary or on command Discharge
Able to :Ianp_hrwha & cough freely
e SR o A ;2 2 2 Exceptions to this, are to be explained in the
BP = 20 of Pre Anaesthetlc leve space below by the Discharging Physician:
K oo 12 |2 (2 |2
Fully awake
pomsive o g CONSCIOUSNESS i 12 Q/ 2
Pink
Pale, dusky, blotchy, jaundiced, other COLOR 2 2 ;?_ Q’

€19 e

TOTAL

[0

PAIN ASSESSMENT AND MANAGEMENT FORM

Date Time Pain Score

Intervention ISIgnature

g/7Ib |5:80Ra

= Ak

Pain Tool Used: [ N PASS MC [ Wong Baker ] NPS

...... D‘R_MULMI&E‘IHH

Anaesthesiologist Name :
Anaesthesiologist Signature:
Date & Time:

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

Reassessment Frequency:

1. Every eight hours for all hospitalized patients.

2. For post surgical patient, patient with chronic pain, patient with severe pain
a.  Every 2 hours for first 24 hours

b.  After 24 hours every 4 hours
c.  Prior to pain reliving intervention
d.  With in 30-60 minutes after pain relief intervention

Transferred to Unit by (PACU): @ Mﬁ'
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| It takes a lot to treat the litthe. Your Right to a Safe Delivery

of Anaesthesiology

AL ANALGESIA RECORD

Lol siiimimsivesissonnti 11| ProCedure don DY .........c.oocoeeeierieieeieieeee et
CSE /Spinal /Epidural Position : ................. SPACE & Technique (LOR/LOS) ..................
Depth: ..o Catheter at SKin: .......c.cccovvevvernverirennn AHEMIPES & oo
PRGNS T YOSING 1T VoS OSIIE T oo i s e s e T s e
SOIUTION COMPOSITION © ...ttt ettt ettt es e st es st st saesesesesesessanssseseses s s e sesesees e et st et et eeesae et et esenssnesesesererereeee

Any other issues :
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[ _ | Intusion Rate | T Level [ Maternal [ [ 3
Time | Bolus (ml . - FHR Comments
| (mihn) (M) | et Right | BP [ Pulse s
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| S
| S ]
| A 1 el L .
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= | '“‘ i
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=i | | | o
| ' | '
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i e SR S—— I |
= E s b |
Delivery Details :  Time & ........cooeeveneneee. BPEIC o tnsisimpisn SVD / Instrumental / LSCS (if LSCS Details)
Catheter Removed by and Tip Inspected : ..........cccceovvvvevrvirernenns T by Bl e, oy el N e SO L0 SN
IO S A O e L1 toon s Jusossssssnwiswxanasnwessnonnainn i avins dues Al i ishsomho oo e o Bkl

Discharge /Shifting ordered by
DOCIOr SIGNAMID: ... cpvissvsinniisinnissmsssismsaomiimss
EDECROT DRI s stk Dy

Date AN THM & oot eeee e eveessrrssreesseerseesrnneesnnesssessnes
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Rainbow"” W

INFORMED CONSENT FOR SURGERY OR Chiares | @ BirthRight
SPECIAL PROCEDURE Hospital | (e

Patient Name : .71, )SoMACA K Gender: " MaiWa TR L, 5 T R
BN ... 0020 oate: R 226

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.

I 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 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 hcspitgl staff responsible for any untoward event thereof.

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. [Ihave had a chance to ask my surgeon questions.

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

5. lauthorize the consentto the performance of the operation or prqag:.

Name of the Doctor who is performing the Surgery / Procedure: ................2eeeni:

Conseniee : Patient Attendat :

Bl Signature : M’F\JWW

L e (S S R | o Dy T R SRIRAaNTH  Rympil

B LR T R (L SR . | K Relationship with Patiert: WHEL
Date & Time : ?;

Vﬁtness : N‘b Doctor (who is ta

Signature : CQ}&‘S 2

Signature © ........

Name : ... Saurih m;a . ’1_5\{
Date & Time ?2“-\/('246@'%%@{);« e ‘

Date & TiMe  vawmladliis i i i i
Docu. No. : RCH /FRM / CLINICAL / 027 g l%{% 3 P %\\r)\/‘

/



urgeon : {D}’ Q)l'F QGH)X Q.. Dr. JYOTI BOTHRA
SURGICAL issgt] Surgeon : Qg

VRCH.0000053554 IP-00060620
Baby ARADHYA KOVURI.
26-09-2014 1M1Y8M120

il

] III|||||H|H|I|I||I|I|| hge: M oot |

.................... e BLH136. i 400 B oo 450 tosplual_ | @z

ren’s ® BirthRight
SAFETY CHECKLIST | Areeshtst g* ------ ffg&?%;--m A “c‘i ﬁ:‘,ﬂ:;'.m i

Before Induction of Anaesthesia > » Before Skin Incision » > Before Patient Leaves Operating Room
SIGNIN  Time... .55 Pm). TIME OUT  Time:. 4. /0. SIGNOUT  Time.. 4. 45.(m |
Patient Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team: -
Identity \2¥és CINo introduced themselves by Name and Role <rYes (1No The Name of the Procedure Recorded A “INo
Site \2¥6s CNo Surgeon, Anaesthesia Protassiunal and That Instrument, Sponge and Needle
Procedure Yes CINo Nurse Verbally Cﬂﬂﬁﬂ“ o,dl\.az{ Counts are Correct (or Not Applicable) ~ #IYes CINo CINA
Consent L¥es ONo Correct Patient (Check ' and) es CINo The Specimen is Labelled (including &
Site Marked ¥es CINo CTNA Correct Site Les CONo patient name) CYes CINo CINA
Anaesthesia Safety Check Completed  \ClYes CINo Correct Procedure Haﬂ\mﬂdﬁlg o6s ONo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning,_[+Yes [1No Anticipated Critical Events Problems to be addressed ¥es CINo CINA

Does Patient have a:

Known Allergy? OYes F/NO/
Difficult Airway / Aspiration Risk?

Yes, & Equipment / Assistance

Available OYes C{No—
Risk of > 500ml Blood Loss
(7ml/kg In Children)?

Yes, and Adequate Intravenous

Access and Fluids Planned OYes [JNe CINA

Blood Units Reserved OYes Mo CJNA
Has Antibiotic Prophylaxis been given
within the last 60 minutes? ‘p’ﬁs CINo CINA
Signature :................ KL ..........................................
NAME & JOR NEMAN S T

Surgeon Reviews:

What are the Critical or Unexpected To Surgeon, Anaesthetist and Nurse:

Steps, Operative Duration, 30 mm} What are the key concerns for recovery
Anticipated Blood Loss? OY¥es ONo CINA and management of this patient? Yes CINo
S-loml
Anaesthesia Team Reviews:

Are There Any Patient-specific Concerns? &Yes CINo CINA

Nursing Team Reviews: Fult Somach_

Has Sterility (including indicator results)

Been Confirmed? are there Equipment !‘/7/
issues or any Concerns? Yes CINo CINA
Is Essential Imaging Displayed? OYes ©Ao CNA

Power Supply, Earthing, Power Backup
and functioning of equiment checked, %65 CINo

Name . /gffﬂ' T‘WM 2 Name :..... D(a ........ Qh .......... B

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



Rainbow Children's Medicare Ltd. _ I‘;’ié' .
# 3-7-222 & 3-7-223, Sy. No. 51 & 54, Opp. New Karkhana Police Station Ral_n OW, . . . -
Karkhana Main Road, Kakaguda, Secunderabad - 500009. Chlld_l‘erll S . E:ﬁg@ﬂ?f
Tel :+91-40-4246 2200, 2789 5050, 2789 6060. o Hosﬂlti . R
GST: 36AABCR4014M1ZE  email: vrchbilling@rainbowhospitals.in
CIN: L85110TG1998PLC029914 www.rainbowhospitals.in
OPERATION THEATER NOTES
; Gender
Patient’s Name : Baby . )
' ARADHYA KOVURI . Age: 11Y9M12D : |
'Female
'UHID : VRCH.0000053554 1.P. NO. 00060620 | f’;’:fGHTf
' Surgeon :Dr.. JYOTI BOTHRA Asst surgeon : Dr |
'Anaesthetist : Dr MADHAV 'OT Nurse : S/N SE'Sl'mpa/ 3“@*%]‘9 |

Surgical Procedure :.Hymenectomy
Indications for Surgery : Hematocolpos
' Anaesthesia -GA

PRE-OPERATIVE PREPARATION-
Betadine skin preparation

"OPERATIVE NOTES:

- Findings: Bulging Hymen wth bluish discolouration, collected blood
Procedure notes:

. - Lithotomy position under GA

= Cruciate incision on hymen after confirmation by aspiration

= ~500ml of retained blood drained

= Hymenal flaps trimmed

- Hemostasis confirmed.

Anaesthesia Uneventful recovery.

' POSTOPERATIVE ORDERS
Nil by mouth for 1 hour
Inj Augmentin 1gm hrly
Inj Paracetamol 450 mgs IV Q8H

| Vitals chart

Consultants Surgeon’s Name Consultant Surgeon’s Signature
Dr. JYOTI BOTHRA ' /{g

Date :8[?(3_‘0 Time :4 &éq / m-/—‘ —

,//'

1/1
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CONSENT FORM FOR GENERAL / Children's ‘E:I.’i‘.l‘ii%t‘i
REGIONAL ANAESTHESIA / o i R oo
MONITORED ANESTHESIA CARE
PaﬁentName:%M.‘....WL".KQKH.WT.................Age:.”.MY.:..@D’Bender: Male 0  Female &
UHIDNO: . V2CM « 2Ly . Surgeon Name: ........ P RN RN,

Anaesthesiologist - .............. B MUN G BT A e cessessssesssese e sssssseseseeeees
Operative procedure planned : -MWNMTWG

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

General anaesthesia involves rendering a patient uniconscious before an operation. This ensures the patient is not aware of
gvents 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.

[0 Heart disease O Hypertension [ Diabetes mellitus O Renal failure

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

O OIS : ... LE ALLANAKL L. UELODAIAR. fg{}mw) La./ws{vx,qu&n\amn
Jomments :

« 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
%\fn-@ MT-A‘M-‘ s KoviAm.... the above mentioned operation / Diagnostic / Therapeutic procedures
............................................... WW/\:%

| authorize and give consent for anaesthesia ( O Regional / eneral Anesthesia / O 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 quei.cs 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



I 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.

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

- Pregnant: O Yes EPNO/
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

| declare that | have explained the nature of &€neral Anaesthesia / Regional Anaesthesia / Monitored Anesthesia
Care to be given and discussed the risks that particularly concern this patient.

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

Patient / Patient Attendant : Witness :

Signature : @3:&;’_‘:97 Signature - ........ LA~ AJ-\, (/\ﬂ\’\

Name : (ZAXIS AN oo Name : ............... 2 X 0 Nt
Relationship with Patient: ... ¥\efdaex Date & Time : ... 3. \%\}G

Date & Time : X \5‘1{/3-5

Doctor (who is taking the consent) :

Signature : ...... lg”

Name : ... DR-M.\V.L&! ?P’W
Date & Time : O%)[?'-Pfua



VRCH.0000053654  IP-00060620 e
’ :;::_ ;omun KOVURI . Rain bgwﬂ
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Dr. JYOTI BOTHRA {F) Ratnbow, . Blrtthght
m Hospital . BY RAINBOW HOSPITALS
”” “ﬁ”"lm It takes & jot in reat the fithe, Your F«.-g.-! to Sale Delivery

BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSI)

oo QTR

To Be Filled In By Assigned Nurse:

Department: .. .. Duration of Procedure : 45 WU
[
Name of Surgeon: CDX ég(}fh %Q wenee D18 OF ADMISSION : «..covviiiinnmsiaisiiasinsnsinsnsis

Bundle Care Criteria: (Tick (V) if done)

Staff Signature :

1. | Antibiotic given prior to surgery? " IYes | No
1 Single Dose Antibiotic  Or [ Long Antibiotic Regime
Antibiotic administered within 60 minutes prior to incision? | | Yes No

NAmME Of the ANTIDIOTIC:, o.ovvvie et ers et e s s s s e s er e eranseeneeeersneeaaes

2. | Hair Removal | Yes 'VN{J/ If Yes: Surgical Clipper

Department where Hair Removed: | | Ward Operating Room o
Other: .

Skin preparation done (cleanse surgical area with antiseptic agent)? \/ No

3. | Patient's body temp.\eriiywediately post operation (Recovery Room) SZ °C

C Oral  Or alAfilla (Goal: 36-37°C)

4. | Name of doctor or staff administering the antibiotic: .

Date & Time of antibiotic administration: . 8/? ‘QL @ 0
|

Date & Time procedure started: %ﬁ 4 ]o'm'/

Ensure form is filled 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

« Allforms (Bundle care and when required SSI form) are completed properly
Forms must always be keptin Infection Control folder in respective department

Docu. No: RCHBH /FRM / CLINICAL / 038






A | 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 9 ,Telangana, INDIA ,500009.

Hospital B TEL NO :040-42462200, Ext 2000,2001,2002

- Rainbow WEB : https://rainbowhospitals.in
ATMENT

Patient Name: Baby ARADHYA KOVURI . Age : 1M1Y9IM12D
IP No: IP-00060620 Sex: Female
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 tregtmen_ts.
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

ineyrance 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.

| 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.

iceivers Signature.................. ) /ﬁ AU NW\

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 Patient/Relative: /a ‘L l}-\/-\,\_,d\"\

Name: gm ' lfav\% Patient Address:
e H.NO.1-9-86/T/B, GOLNAKA ALWAL,,,
e F"’H‘vf v Alwal Hyderabad Telangana INDIA

Date: ?(:]’f'z.ﬁ Time: )+ gg Pw 500010

Wittness Name:

Wittness Signature:

Printed Date / Time : 08/07/2026 14:59 Printed By : 017885 Page 2 of 2
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£AKLY WARNING SCORE: CHILDREN'S UNIT

[Date : m&& Time: | )\

| Doctor / Nurse / Family Concern?
q 104 Y
| 103
' 102
/
. 101 v 1<t
o N I = [ o |@
Temperature b L e ) Do :‘a e F ‘:n [
~- : A Lok I 5
» P oy S I N B O 5
J" —
98 — . b 2 s o ] e .
9%6
95
94
190
Heart Rate 180
(bpm) 170
160
and 150
140
Blood Pressure 130
(mmHg) * 120
i ' L% M
Note: 9 111 A N
BP does not score o H ‘
in early 70
warning scoring 80
50
Heart Rate (Number)

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

Resp Rate (Number)

Resp ’ Mod/ Severe g AL

Distress | None / Mild -----ll'!II _--I- ------ ----I-

Receiving 0, (/min)
0, Saturations (%)

Conscious ‘ Normal

Level Altered e EE 22 o R | [l S W S S
GCS * \
TOTAL SCORE
Number of shaded boxes ¢ 0| o ig
Pain Score §[0jo] | b
Observer’s Initials & M mr
Score 1 - Continue normal observation by staff nurse
ACTIONS Score 2 . Shiftin 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 : Shiftin 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.

*  6clinical 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)

*  Detailedactions 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.

* AnyEarly 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

* Ifatanytimeadditional help s required, call help - regardless of the Early Warning Score!
* Followinga 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.

| 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 7 (e.g. stop the fluid/ repeat observation)
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Date ﬂ\"*\QQq Time:

Doctor / Nurse / Family Concern?

104
103
102
Temperature
(F) 99
98
97
96
Heart Rate 180
(bpm) 170
and 150
Blood Pressure
(mmHg) * 120
110
Note: 90
BP does not score  gg
in early 70

warning scoring 8

Heart Rate (Number)

sp. Rate (bpm) 50
~der 1 Minute) * 7

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
Observer's Initials

ACTIONS

NB: Scores 3 should be
recorded overleaf

* NB: If GCS is below 12 or the O

Y
AT

pA

x

0

<
Score 1
Score 2
Score 3
Score 4
Score 5 & 6

Xygen requirer

SCHOOL AGE (5-12 years)

Children’s Observation &
Early Warning Scoring Chart

EARLY WARNING SCORE: CHILDREN’S UNIT

Continue normal observation by staff nurse

Shift in

Shift in

Shift in charge

Shift in charge

Ccharge

charge nurse to be
AND ER do 0 d
AND treating consultant(till 8 PM) or On call night duty consultant to see
» AND PICU fellow or PICU consultant to be informed

inform

ctor/F

2d and continue hour

r Registrar to see ¢
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CHILDREN’S OBSERVATION

and EARLY WARNING SCORING TOOL
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BY RAINBOW HOSPITALS

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 betv.een 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.

| 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)
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FLUID CHART |
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.BirthRight'

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

" Nature
Date Time of Fluid

Route

NG

Diarrhoea | Vomit | Drainage

Thrombo-
phiebitis

Urine Score

Sign.
Nurse

Mouth

LV

N.G

08:00 am

09:00 am

10:00 am

11:00 am

12:00 pm

01:00 pm

Total Intake :

Total Output :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

QL
’%@\ 06:40 pm

07:00 pm

Total Intake :

Total Output :

o -

08:00 pm

D
-
=
o

E:

09:00 pm

:-%'-\-
S

W

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

X

05:00 am

06:00 am

07:00 am

Total Intake :

Total Output :

Total 24 hrs. Intake

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

Total 24 hrs. Qutput
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FLUID CHART |

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.

e
Date | Time | ccig

Route

NG

Diarrhoea | Vomit | Drainage

Urine

IV Site

: Thrombo-

phiebitis
Score

Sign.
Nurse

RY

N.G

08:00 am

09:00 am A

11:00 am

3 10:00 am ‘
G\}

12:00 pm

5 01:00 pm

Total Intake :

Total Output :

02:00 pm

03:00 pm

04:00 pm

05:00 pm!?

-

06:00pm| N\

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 :

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

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

Total 24 hrs. Output
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It takes a lot to treat the littie.

" FLUID CHART |

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

IV Site

[ Nature
Date | Time | of Fiuid

Route

NG

"I Thrombo-

: - . : phiebitis | Sign.
Diarrhoea | Vomit |Drainage [ Urine | PRiebit Nurse

" Mouth

LV

N.G

08:00 am

09:00 am

» 1 10:00 am

11:00 am

12:00 pm

01:00 pm

Total Intake :

Total Qutput :

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

11:00 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

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

" Total 24 hrs. Output
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Your Right to a Safe Delivery

(T
DRUG CHART

Date of Admission: %lT'Q(F Drug Allergies: .........vesiimnisinn R RSB {_Notknown 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.
SOS / PRN (As Required Medication)
. Date$ ' .
DRUG : Tie| | | || '. )
Dose Route | Frequency |Start Date . | | | ,.
[ T [ [ | [
I
Doctor's Signature |Valid Period| Pharm. | ||
| | | || |
Additional Instructions: | I l N
L 11 || L
Date® ‘ ' [ [ ‘ |
DRUG : Tige — “ S N T - | | S —
Dose Route | Frequency |Start Date ‘ '
SN RS [ [N SO SN S - ]
Doctor's Signature | Valid Period| Pharm. ' | 1l .
| | 1
Additional Instructions: | l l l l l
| ] ] |
] Date¥ ' | | i ‘
DRUG : TICDB il —|_ . J I
Dose Route | Frequency |Start Date | |
Doctor's Signature |Valid Period| Pharm. | ‘ l }'_ | B | il + T ‘ |
| | |
Additional Instructions: | |
1 ! | il
| | |

Docu. No. : RCH /FRM / GLINICAL / 118 Page: 1/4 (P.T.0)
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11\'9“‘10 (F)

T

REGULAR PRESCRIPTIONS  Weight. .-\ [&/warg. 0]

Y

.. Date
uHUl / Tu;ne i
Dose Route | Freque Start Date
Name & Signature-¢t the Doctor
Starting the Druds:

yj\fnal Instructions

Daily Doctor’'s Endorsement by a Sign

20 -30
F\S P(\r

. AMoX| Dater \A _
DRUG: T\, ¢ Lﬂz(mcl'ﬁum E [Time all L\
Dose | Route |Frequency |StartDate| %, | / (7\&3{.

th -
\C-)) 1AV ?\ LA\ &)1 oﬂ\/
Name & Signature of the Doctor il i P
Starting the Drugs: /
L L [

Additional Ir‘aéu'uctions

~ | ﬁluw a

CLN, eld]|2¢

Daily Doctor’'s Endorsement by a Sign

DRUG: T, 7. DArAC TAMo| Tipe] *

Date

Dose “’Route

450 ™ |v

Freﬂ ency

“

Start Date| \,

&/’7 B

Starting the Drugs:

L.

Name & Signature of the Doctor

Additional Instructions: Nk
10 -1y | e ot
AC Pev C/N ardes

£
/
/
/
|/
(o
i)

CIlot- gla126

Daily Doctor's Endorsement by a Sign

DRUG :

v

Date)
Tin;ne

Dose Route

Frequency

Start Date

Starting the Drugs:

Name & Signature of the Doctor

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Page: 2/4
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weight. 55| ¥4 ward. ... 2......

| TIU']B Nurse Sig. l Nursg Sig. I Num&Sig. I Nurse Sig.
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 - Do Do Dose
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: - pose san oo
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE Tige [ Nurse Sig. | Nurse Sig. [ Nurse sig. Nurse Sig
Dose Dose Dose Dose
DHUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
ROUte Stal't Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign,
Name & Signature of the Doctor - Dose fom oo
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: h v Doe e
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
) . Dosage & Other :
Date Time Medication Instructions Route Signature Nurses
¢ \L,—
v\g. 11 20FM [ PT . TRANADD L Comer Wi D e 1
oW g\
i\'s 5 ¢ 4SBT, Rvteotaty: ey A\ \Q/_ Q{[\,\N- 3.2!‘
v ) ™
. N - oY Lun W o _ S
iz K .7 B Sl
] L 2% = ~ 1
OQfO‘Jr M ST ING PARACRTImMAL WD Wk Y L‘L M;ﬂ U‘zz,,
Vi N )
1 v
Page: 3/4 (P.T.0)
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s, ﬁgusﬁlgﬁn?ilh‘i’wm?n_ o) Route on\rb‘hﬁ1 ; Sign | Sign |Stopping| Sign | Sign
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- ESTIMATION SLIP Ralnow' | B l .Blrtth ght

Hospita' BY RAINBOW HOSPITALS
. It Ges 3 dof 0 et the Bele. Your Right to a Safe Delivery
Date:mﬁlgih UHID/IP No.: SL. No.: 4391 43

Name of Patient : ()\ﬂh\-l A axXa Clh] Ol Age: J,JLQ‘_ Gender: L

Father's / Husband’s Name : ! \/ [! ¢ 5;1 Yan’ kﬂ Corporate/Occupation :
Address: Phone : Cﬂyoi% 385 ‘\ Email :

Procedure/Plan: H\'J rMN2 ml-&'\"‘i DOS :
MODE OF PAYMENT : &SELF O TPA : _ (_ At O GIPSA : O OTHER
TARIFF INFORMATION : DY, Juoh oot -
PR e il GW sw | Tsw PR pLx | Nicu | picu | micu | DAY
N Ches | [T 13 Noon ¥°

Noctor’s Fee : \ ,__\ \ QA Noon B?ﬂ: e
o Xax 1:)9,@

PARTICULARS AMOUNT( %)
Surgeon’s / Anesthetist’s Fee / O.T Charges '8 R HO0D
0.T Consumables L\ : 0'00 | — Subject to approval by TPA/Insurance Company
hsﬂnmspl’ Chargey ‘/ Not Covered by TPA/Insurance Company
Pharmacy, Consumables & Investigations —& As per actual — Not Included In Estimation
el i Monitor: |, S l Oxygen: I Infusion Pump/Syringe Pump: Q W“'—
i
g';::::: Ventilator | Conventional: HFO-SLE 5000: HFO-Sensormedix:
Photgtherapy | Single Surface: Double Surface: Triple Surface:

R
Blodd / Pfoducts,/ Implants / IP or OP
Proce s / Cross Consultations, etc.

Package N B - Lsml | /PP - S0, Mo~ 50k 5400

Ax As per actual — Not Included In Estimation

Others Dle k- ,000lpay, (onswtant Qs ooy 47 far
Initial Minimum Deposit |~ O,/ Y0O (-  ° :
“T"MARKS : F

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

2. 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.

3. 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
of admission will be according to the higher category.
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
may not be reimbursed by the TPA / Insurance Company at later stage.

6. 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.

7. 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
Counseling desk between 9 am to 6 pm.

8.  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. In case of denial, cash tariff would be applicable.

9. 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
permitted in ICUs.

10. Tariffs are subject to revision.

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

o, 0 T

I have attended the Financial Counseling desk and understood the ted costs and other conditions
applicable. In case the TPA/Insurance Company rejects the claim for whatsoever reasons at any point of time after discharge, I promise to claim with the hospital.
A=
1 C‘_ [

Signature of the Client Signatory Relationship Sigﬁatume of the Financial Counselor



