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RY DETAILS

oate: AT
Patient Name: MMR@QWRD%ﬂDate of Birth: ..QLI.O.Z./.&Q&é. ........... Age: !ﬁééd)mo'#/.‘)

Gedder: . atale. ... Ward: ..OT=. 1 ... UHID No.: BH.~=.000SEH /..
path of Surgery: . Q4[SIAG . 10T-1 C0T-2 [J6T-3 (10T-4 [10BGOT-1 [J0BGOT-2
Name of the Surgery : ................... ’_i o Tie R'Lucn‘"‘ ..............................................................................
Time in :..... s QFAN Time Out :.... S U S QAo
NAME AMOUNT
1. Surgeon T— D Home Toante e
2. Anaesthetist I WW .....................................................................................
J. ASSISTANT SUMGBON & ..ottt ee s essesee oo oo e

4. OTTechnician  : oo lobat 885

1 Circulating Nurse g’“&ﬁ? ................................................................................................

. Assistant NUrse @ ..o &ﬂaéa ........................................................................................

+pecial Equipment:  [] Laparascopy [ Broncoscope ] Harmonic | Morcelator
L1 C-ARM ! Cystoscopy ] Versa Point [ Liver Cusa
| Neuro Cusa L Others ...,
/& " ?g%;
Signatur%@geon Signature of Circulating Nurse

rder No: ........ 963'26116 ................................... Order by: ...\

Ddcu. No. : RCHBH/FRM/GENERAL/114
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[ Mastet REKA DHAIVIK VIHAAN -—;r
S gy Tompue e Relogfigbon:

T3r. HARISH JAYARAM Hosp:-tea? s i .E:E&gﬁg&g
000 ARR A0 CONSUMABLES OF OT 'loseital.

Your Right to a Safe Delivery
Clrcul?tmg SIS S s A I S 5 SRR O N R Time :...... %}
Anaésthemgflsgosables PR TS " Surgical Disposables ,mr"",uw Disposables (Baby Side) | _ OV
LAY P A ¥

mH ——| Major Pack Inj Vit K
LMA ) — | Sutures Cord Clamp
ECG leads : % @/ Suction Catheter
HME fitter : A/ P [N') i i Feeding Tube
Syringes :10cc "W | v - o % Vaccum Suction Set
1 05 cc M Glove{ ?a) g\fg (’7; }’ﬂ/ 14| | Surgical Gloves
02 cc W) [7] bl i | Gauze Pack
01cc 0| — Syringe 1ml / 2ml
Cautery plate : A / ) } | 0) | Surgical blade Surgical Blade # 20
IV sef g [ «—| NG tube Koochies (S)
RL | Y | —— cautery pencil \ [ o, {
NS : or'n( 100 500m! / 1000mi 1 &/ | Koochies : i 1= ‘ '
\%ﬁﬁ te ¢ } @ Ointments
03 f‘nmm ] |— | Suction Catheter
Fentanyl } |0] | Cap, Mask . C\C | o/
Morphine Gauze Pack (OB EbNE
Ketamine Mop Pack =
Propafol O |0/ | Steristrip \ 1
Rocuronium 1 |— | Underpad \ :
Glycapyrolate o~ \ —— | Draw sheet
Myopyrolate(] ) ¢©) 1] | —] Abgel ‘
Ondansetron ~—" } | —| Foleys catheter M O -klhw V]
Pencan 25g/ Spinal Needle 22 i Urobag <t Mﬂﬂ Cﬁﬂ)fﬂf rai=
Bupi!acaine 0:25% -, . Chest Drainage Catheter ;
Bupivacaine 0.25%(Heavy) Romodrain bag " D#Mm»(d o, e
Antib‘otics Bandage W nanty 1| —
,hauoem || —] Tegaderm LolApmiine  |H|—
Suppasftories ¥ loban wAaund |8
Anambl : 80mg / 250mg/170mg | ¢4]H —] Double J Stent L Giguyey [y —
Supridot : 100mg ' Vaccum Suction set !
susinf 128 25mg) 100mg - {H | — | Plastic Bed Sheet \ 1 b W‘fﬂdﬂnﬂlfol: ,gf}fﬂ :;;{
Tab. Misoprost : 200mg ; Betadine Solution T hud pg | 1] —
) Ak 1 [ == | Microshieid WMW% B 1y
ool o vy gonyoydJ4le | — | Cotion Bals 20040 ryspS £Templ] [0
g o) wey 167a)te] [y — | LatexGioves 10. Lo o TR T 1T
Qﬂ m, mt‘m—ftOOCm r,!_f e Ramdione Scrub U :
Mot oy Ll 92194 [ | sl =

Surgeqn Anaesthesiologist Nurse Sﬂ)Téﬂﬁﬁén
Order No. : O\é)gfl)—{:l\‘( ............................ Oegrd by .. T ks

Doc. Ne. : RCH/ FRM / GENERAL / 125




Rainbow Children's Hospital - Banjara Hills

R mbow 8-2-120/103/1,2,3,4 and 5,Road No: 2, Banjara Hills, Telangana, Hyderabad, INDIA Banjara Hills ,Hyderabad
Children’s thR .Telangana, India ,500034.
Hespital “"™3™ TEL NO :+91-40-4466 5555

Rainbow WEB : https://rainbowhospitals.in

ADMISSION SHEET

ReListration Details : UIRRHR R AL LR AR

Admission No : IP5-00174482 Admit Date :29-May-2026 Admit Time :07:08 AM UHID : BAH-00656741
Patient Details :
Patient Name : Master REKA DHAIVIK VIHAAN Age :0Y2M28D
Gu#rdian : Mr REKA SAI RAHUL DOB : 01-03-2026 01:00 AM
Gender . Male Religion i
Occupation 2 Martial Status : Single

ddress (H) : FLAT NO--634, KUSUMANJALI APARTMENT , Phone No : 9989903002/ 9014816773

;ggxoggkat pally Hyderabad Telangana INDIA E-mall - NOMAIL@GMAIL.COM

Admission Details :
Bed Type : DAY CARE Bed No : PRE OP 404 Ward Name : 4F-OT COMPLEX
Ron No : PRE OP 404 Admission Type : First Visit

CoLtact Details :

Name : Mr REKA SAI RAHUL Relationship : Father
Contact Address : FLAT NO-634, KUSUMANJALI APARTMENT Phone No : 9989903002
| , Jntu Kukat pally Hyderabad Telangana INDIA

j 500085

/Q-aﬁw

Signature

Doctor Details :

Doctor Name : Dr. HARISH JAYARAM Specialisation : PEDIATRIC SURGERY
Referral Doctor : Self Phone No

Co-Consultant

I
Payment Details : Deposit Amount  : 0.00

Pé{ment Mode :Cash Payor Name . SELFPAY

Printed Date / Time : 29/05/2026 07:10 Printed By : 020296 Page 1 of 2



~ ACTIVITY RECORD FOR BILLING

BAH-00856741 |P5-00174482

DHAIVIK VIHAAN
Master REKA Y2M28D M)

Name :_
01-03-2028

2z
Rainbow’ . p
C?lli?drevr‘:’s ‘BII’tthght

HOSpitB' BY RAINBOW HOSPITALS

Pefein d adduhp 20 Your Right to a Safe Delivery

Dr, HARISH JAYARAN

T L — consant___________ S
l Date of A-..ooononne _ e: _ .- .. - .- Date of Discharge: _ _ _ __ _ __ Time: __ __ ____
. Room/BedNo:_________ waed: . Suggested Billable bed type : _ _ _ _ _ _ __ _____
- WARD TRANSFERS
! Date Time From To Signature of Nurse
‘ ENAS 2 1oAY CE N g
[aalelW | i 4ce ot Poship | Roujen
[ 2ol oo | potny | bouet] Wi,

| Cross Consultation Visit

Doctors Name

Date

Order No. Signature

8

| 10

| Docu. No. RCHBH/FRM/GENERAL/145



INVESTIGATIONS

Date

Investigations

Order No.

Signature

214

CLr

&>

Plisguns




MEDICAL EQUIPMENT (WARD & ICU)

Name of Connecting | Disconnecting )
s Equipment Time Time Order No. Signature

e




PROCEDURE

Date Procedure Quantity Order No. Signature
ﬁ)( A PW @ 7540 —4

{)-Q( oﬁnr\e” e RAY OP@M?\

ANY OTHER INFORMATION

Prepared By :

Staff Nurse

Shift / Ward

Billing Assistant

Billing Supervisor




BAM-00858741 IP5-00174482 e
Master REKA DHAIVIK VIHAAN

01-03-2028 0ryzmasp (M) >
Dr. HARISH JAYARAM

U Chldrers | & BirthRiht

Hospital BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

It takes a lot to treat the ittle.

PEDIATRIC ED DOCTORS ASSESSMENT (IN-PATIENTS)

S

Weight: . .f cf
Allenplc HISIOTY: ovoeneessensomsssnasens NM‘ ................................... g ........................... 77 .....................................................

Admiitting Doctor : }ZF .................................... Date : DZ? / "2 Q’

|

Time of Assessment:

T)::iof Admission'\;w?{ LIER L] Rofeyral (if referral, DOCIDE'S NBIMO: .ccivmssinimonmmminsuuscsisdonmriciuistasssiioisasesinsarssrsensossasasion

CI{ief COMPIAINES: .vvvveveereeeeessessssesaseesssesmesssssessssssssassssssnssennes Pediatric Assessment Triangle @
i A Appearance - TICLS .........cccoeedbmammeetlisscsssesssosese

A ormal
’ T C Circulation -[
(J Abnormal
atffin
v Pallor O

O+ wos Cyanosis [J
O +Wwos Mottling [J
Normal Bleeding O

0  Gasping / Apnea

Initial Physiological Status: gsum( O Unstable Any urgent interventions needed: [J M

Life Threatening O IV Lo iias i Dl st snsos ssoba omiomtiimamynasmeemiis
Non Life Threatening 0

-----------------------------------------------------------------------------

--------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

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

l+|mary Assessment :

‘_ Airway [%0""/ : | Any urgent interventions needed: l‘_‘lﬁyﬁ/ﬂ\to
@ Maintainable :

D NOt MajIItainwle -----------------------------------------------------------------------------

(Dllreathing / | ‘
Rate: gé Sp0, on AL, ...........] D O - Any urgent interventions needed: DYWO

2 i
- Retractions: [0 Suprasternal OICR [0 SCR

O Stenal [ Supraclavicular [] Nasal Flaring s

Respll’atory NOiSES D wheezlng D Gr nung B e e LT T i
AT ERTY: oo, % ...... RE. Q@ [ cea RS PRI, £ -t L.
Palpation FININGS (If NECESSAY).......cuemrerrseemsserssessrmssssssmsssssns  FFrHe8sssasssssssssssssssssisssssasssssssssasssasssssssnsssasssassansssnens 3

Docu. No. : RCHBH /FRM / CLINICAL/ 157 T10)



' ] Central .........fueuee
HR: i - [ovinon
Circulation eripneral ...[..%
BP: @7/ ....b.Qang Murmurs: [ Yes 0
Central ......}..g.ses = i 4
Pulse Volume: E . ‘P LWBF Spaﬂ. [y E— eeadyee
Peripheral ...[.L.). ... | ece:
. . Compensatedsa...f..... RETERSEREL S I A 7
If in Shock: |: ,\/ 0 Any Signs of

Hypotensive

ot

- Heart Failure: (7 Yes
Muffled Heart Sound: [ Yes }2’@) ]

Engorged Neck Veins: [J Yes 'A

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

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

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

Q 6CS: kS AVPU

Disability Puplls: |: Responsive B/!\lon-Responswe O

Size [ Right !

Left .
Active Seizures: (D Yes [ SUAS! sawsana

Signs of Neurological COMPrOMISE ............... {\JFN D

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

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

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

-----------------------------------------------------------------------------

-----------------------------------------------------------------------------

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

Temp.: ..... /1 gorf
Any Rash: (1 VYes L?No,/

If yes describe the rash
Active bleed
Lacerations [J

Exposure

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

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

Abrasions (J bruises (J
DESCIIDR: coivieceeciicereiree e ess s eaassanesnnesasenneses

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

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

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

Final Physiological Status: [J Respiratory Distress

[J Respiratory Failure

[J Respiratory Arrest

[J Shock- Compensated O]  Hypotensive [J
(J Cardiopulmonary Arrest Wdynamically Stable
Secondary Assessment: . Head to toe examination with positive findings: ...,

Need for Oxygen: [ Yes I:LNO/ if yes Low Flow 1 qﬂ
Final Diagnosis with possible Differential Diagnosis (If necessary): .......... K8

Assessment done by
Name of the Doctor: .{

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

el 1) S [ W f = (o ol 5 SN

Date & TIME: .ccovvveeeeerenenannns M}( ..........

NImE of the S DO .o misrssissigniiis

O AEEITE wimesesos spnessonsiinsonssminscnresbimnsssassnbinnbnsadinesinisasisanis

DD & TN cunicismeisdustantepmissbassnansensvusnnansassnamsenaxasssns




BAH-00656741 IP5-00174482

Master REKA DHAIVIK VIHAAN “%
01-03-2026 0Y2M28D  (m) Rainbow*®
ainbow %
~—Dr. HA i i
r. HARISH JAYARAM Children’s . BirthRight

)
i AT e

OPERATION THEATER NOTES
PrentsName Fﬂﬁ')t ...... R@ka ..... DbaQifK.. u?ﬁaao Age : olmlﬁé Gender : :\,Zﬁ) ] Female
|

UHID No.: ..B&H..mﬂﬂﬁﬁé)&.ﬁffﬂ[.@?ﬁ?ﬁ!{m ............. Weight : .. 5Ka......... I : ...covvimmensivncnn
Surgeon : D Moliha Asst. Surgeon : v by Hewitl

Anesthetist:  no  noshy OT Nurse: &ng M’o OT Technician: W 9
1 7+ G o i

Pre-Operative Diagnosis:

[T

Pfom,%w Tie
J

Surgical Procedure : :
| _-an.J/m Tve eli-{,ﬂf)—q_ i

{Indlcattons for Surgery : o Pie

\=Date: &Qlec% StartTime: g, 290, End Time : 8:35am

Pre Operative Preparations:

T/ < ID“/[’"—CI/\-—L

| Post Operative Diagnosis:

: To ’wa Ve .

Peri-Operative Complications:

Operation Notes:

H Procediax -

S 'fmrm “Tie. = Filepr dm‘
J

Doc. No. : RCHBH/. FRM / CLINICAL / 099 : (P.T.0)




Amount of Blood Loss: aof Blood Transfused (in ML)

Name and Number of Surgical Specimen sent for examination:
V| I

Peri-Operative Complications:

—tl -

bay Caef

m Ceocin o wp; /frn.f—; [OOh:a}') 0 T A 2o P,U

L5 B 4
'TM:‘(..:,&OA-{ {ng@%ff
0

tren fox/ﬁa pe—

Rowise & Dv-Homch Teqavar 1 0rp  oflc 3doy,
Li v ,

1) 6] 2026

4%
Name of the Surgeon: %%%M ....................

Signature of the Surgeon: ..2<... @4 ......................................

&£

N
Date & Time: A\



|

BAH-00858741 IP5-00174482
Master REKA DHAIVIK VIHAAN e
01-03-2028 ovY2m28D M)

\

D1, HARISH JAYARAM Ra i_n L%Wj . ] X
i Chidrers | G BirthRigh
PROGRESS NOTES AND DOCTOR'S ORDER

Ea;?me Progress Notes Doctor's Order

\
/\/ 0 clsle, £ Bobidont
A o .
5 / 0 AR W,Jiﬁ« prgme Ao /\M
Ty e

A faart. W <Ay

D/E ‘ M Q)JA/ W\fu,u@k
[ Vilad §0lb Al gD
et eac
o %Mﬂ 3 /7 Llank  TIF- DI

() /

CINEN A
7Ny A

DTcu. No. : RCHBH /FRM / CLINICAL / 088 (P.T.0)
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Hospital . BY RAINBOW HOSPITALS

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

PROGRESS NOTES AND DOCTOR'S ORDER

Date '
& Time Progress Notes Doctor's Order

Docu. No. : RCHBH /FRM / CLINICAL / 088
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BAH-00856741 IP5-00174482

Master REKA DHAIVIK VIHAAN

01-03-2028 0Y2mM28D (M)

Dr, HARISH JAYARAM -

AR

DRUG CHART

f@/’
Rainbow" . —
Children’s (4 BirthRight
Hospita| B8Y RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

FOR THE SAFETY OF THE PATIENT

Date of Admission: ..... a-% i r were: DTUGANBIOIOST sossvsvsviosnsssssimnssismass sistass irussssiras v yﬁ known any Drug Allergies

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)
. Date»
DRUG : Tige
Dose Route | Frequency |Start Date
Doctor's Signature |Valid Period] Pharm.
{dditional Instructions:
. Dater
RUG : Tige
Dose Route | Frequency |Start Date
Doctor’s Signature |Valid Period| Pharm.
dditional Instructions:
. Datey
RUG : Tige
| Dose Route | Frequency |Start Date
Doctor’s Signature |Valid Period| Pharm.
dditional Instructions:
|
Dgcu. No. : RCHBH /FRM / CLINICAL / 118 Page: 1/4 (P.T.0)




BAM-00B56741 IP5-00174482 o
Master REKA DHAIVIK VIHAAN

01-03-2028 oYyamasp

Dr, HARISH JAYARAM

|||||||||||||||||||||||||M”’ m||| REGULAR PRESCRIPTIONS  Weight. ..k Alc4/. Ward. . 0T ..
DRUG : %?It;:

Dose Route | Frequency |Start Date

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Dater

DRUG : Time

Dose Route | Frequency |Start Date

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Date»
Tirpe

DRUG :

Dose Route | Frequency |Start Date

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Date»
Tij'ne

DRUG :

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




vIamgep (Mj

Dr. HARISH JAYARAM

‘ T

Weight. (—L‘ﬂt‘y Ward. .. Q.T............

Date»
VARIABLE DOSE Tlg]e l Nurse Sig. I Nurse Sig. I Nurs;Sig. I Nurs&Sig.

Dose Dose Dose Dose

DHUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Dose Dose Dose Dose

Route Start Date
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

Name & Signature of the Doctor Bme - Rese e
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

i @ D D D Dose

Additional Instructions: o = = ’

Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
Date»
VARIABLE DOSE TIU\B l Nurse Sig. Nurse Sig. Nurse Sig. ] Nurse Sig.
v . kA N

Dose Dose Dose Dose

DRUG : Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.

ROU te St art D ate Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

Name & Signature of the Doctor . . fioee Paoe
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

i s Dy Dy D D

Additional Instructions: o o . e

Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
. _— Dosage & Other ;
. Route Signature Nurses
H’ Date Time Medication nstnictions g
Page: 3/4 (P.T.0)




—errarvu-g@l

LPL85800-HYE
U1-03-2028 OY2mzsp

Dr. HARISH JAYARAM

T llll!l | LV.FLUDS CHART  weight =74/, waro..

Nurse
e Daéof Doctor |
5 o b Do'ctor NSl:rs;] Stopping| Sign Sign
Time Composmolr}h ofl;«\lt’c.g/k gl}lrln R Route o Sign b

Date (If infusion, mention mi/hr = ’

ﬁ’\( INF De [TV o 'ﬁﬁ[\y

Page: 4/4
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Hospital

It takes a lot to treat the Rtle.

BUNDLE CARE CHECKLIST TO PREVENT

3AH-00656741 |P5-00174482

KA DHAIVIK VIHAAN
Masier B osz:&D ™)

tior. HARISH

SURGICAL SITE INFECTION (SSI)

‘BlrthRighf

Your Right to a Safe Delivery

To Bé Filled In By Assigned Nurse : e 'ml;j&ﬁ """""
Depa JTORR ¢ oiveenenines ok N W L3 RIS SRy o Duration of Procedure : .19 m2A......
Name of Surgeon : .......DR..... B {3/3. ..... Jaémbm ................................ Date of Admission : o?fi{ Sf&é .............
Bundle Care Criteria : (Tick (/) if done)

Staff Signature
1. | | Antibiotic given prior to surgery ? []Yes [_] No
[] Single Dose Antibiotic  or  Long Antibiotic Regime
Antibiotic administered within 60 minutes prior to incision ? [ ]Yes [ |No &
Name of the AntibIOtiC : ................ccoeee | e Ay A
2. | | HairRemoval [ ]Yes[ INo ifYes: Surgical Clipper
Department where Hair Removed : [_|Ward [_]Operating Room
..o i S & —
Skin preparation done (cleanse surgical area with antiseptic agent)? [ ] Yes [_]No
| )
3. | | Patient's body temperature immediately post operation (Recovery Room) M- ’C
CJoa O T Axila (Goal: 36-37 ) H/ '
4. | | Name of doctor or staff administering the antibiotic : ...... > e R
Date & Time of antibiotic administration : ........ L R TTN  oe A 8 @,
Date & Time procedure started : &QIS{&G ...... aé.....ﬁ...B&am ....................
* 'Ensure form is filled in completely by assigned staff whenever patient had surgery

)

e g

Docu..

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

r management
| forms (Bundle care and when required SSI form) are completed properly

orms must always be kept in Infection Control folder in respective department
No. : RCHBH/ FRM / CLINICAL / 038



BAH-00656741

. oot IP5-0g 174482
DHAlvi, HAAN
N ; 01-03-2028 0 Y’; :23 D @
d ®

b Or HARigy Rainbow

U gy s e

POST-SURGICAL CARE PLAN FORM

Procedlure Done: ..................." e oo T R i o e S N T T LI . sl

Post-dperaﬁve Monitoring Parameters /Frequency: A I
Te r anenaly e TS O

Wound Care:

— il

Drain /Special Lines/Catheters:

— v

Special Patient Positioning and Requirements:
—Aa' -

Nutn'tiohal Instructions:

Al feec on  coon ar ckiad [ {rw% st

When tp Start Mobilization:

Special Referrals:

The ne; order for all required medications documented in the doctor order/medication sheet:

es ;lfNo

O

Any Othlar Post-Operative Care Needed including Required Follow Up

4

A
Treatin& Surgeoﬁi O“M

(Signature & Stamp) Date: .22 |3\ % . Time: 8'Lf§m

Note: P*m of care will be readjusted if necessary.

Docu. No.} RCHBH /FRM / CLINICAL / 106




BAH-00858741 IP5-00174482

Master REKA DHAIVIK VIHAAN
o1-n:-zm 0Y2M28D (M) )
rART Rainbow® 1 i
|||l|ﬂ||ﬂ|||l|||||||| MEN Children's | @ BirthRight
Hospital BY RAINBOW HOSPITALS
1t takes a lot 1o treat the ittle, Your Right to a Safe Delivery

MEDICATION RECONCILIATION FORM

Drug *IergieS' ................................................................................ - [,E{ot known any Drug Allergies

M#:du:atlon 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 ICU

SO 2 ..o B i Shifted 10: ........... ..

ON
MEDICATION NAME DOSE ROUTE LAST DOSE ADMISSION

SNo || (GENERIC NAME CAPITAL LETTERS) | (mg, mog) | (PO, NG, SC, V) | FREQUENCY | patg /mime | /e PRle

1] /DCEIDC

2 | // OC CIDC

3 / Oc doc

N

4| Oc oInc
5 / O¢ 0oc
2]
5 / Oc oioc
4

I / Oc Ooc
8 / Oc Ooc
g / O¢ oioc

10 JC OJODC

* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIE

Doctor Name & Signature : ............... 5= W 7778 L ’}7 M’VL&

Date & TIME © oo, ?cht/ .................... S
Nurse Name & Signature: lS\MU“w' ........... (Q ...................
Date & Time : M((lLGQ'&Lq"ﬂN

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




BAM-UUB5E741 1P5-00174482
Master REKA DHAIVIK VIHAAN

01-03-2028 OrYamaep (M)
Dr. HARISH JAYARAM ’”yé

—

- iy sairbon” | @ BirthRight

Ho spital . BY RAINBOW HOSPITALS

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

POI T-ANAESTHESIA CARE UNIT RECORD

\
. . . V4S5 A, (o
Recgived in PACU by : Time Received : @4" ......... Time Discharged: ................. U(k/
l A Ao
- . : \ 0
| gi ';’i’g IV Cannula Site : NW Md‘
Lt 230 230 | (] 0, Mask ] Nasal Prongs
E:,: gfg ﬁg (] Tracheostomy [0 T-Piece
% 200 200 | ] Oral Airway (] Nasal Airway
&= 190 190
180 180
3 170 170 | Vomiting : [ Yes [ b 11 SO . SISO ..., 8 %
g 1552 :g NG Tube [ Yes E{o
Vi 140 140 | prain: [ Yes Hﬁ)
130 130
N 120 120 | Urinary Catheter: [] Yes Q’ﬂo
by 11(1)8 ::;g Chest Tube: [ Yes Eﬁo
Cff'__ . ¥ s ¥ ¥ a0 | Niloral Ovws =fo
= gg IS EAERE L. ot
a .
% 50 . 50 R S S ST SR N T
= 40 ~ 40
71 3 L ya 30
20 N 20
10 ¥ 10
0 0
SPO,
POST ANAESTHESIA SCORE MINUTES
(Modified Aldrete Score) IN 30 160 1 90 ouT SCORING INTERPRETATION
A T e e o o e 21 oy ‘ W A Minimum Total Score of 8 is Required for
Able o move 0 extremities voluntary or on command =0 Discharge
Abie o deep breathe & cough freely =2
Dy limited breathing =1  RESPIRATION e - : i
£ ; =0 ) * s Exceptions to this, are to be explained in the
£ R o Muediic eye =i space below by the Discharging Physician:
-50 of Pre A - IRCULATION
gE ; .E:g :10Pre Anaens;s;‘gel:sem - (1] ) L - ?’— ¥ =
Fully awake g =2
ANr;'m El;l[(‘an(;?n :allmg : [1] CONSCIOUSNESS ‘ \ e)’_ n'—
Pink p : =2
gil:l;ttilcsky. blotchy, jaundiced, other = a COLOR 218 DI
TOTAL @ q w b '0 >
PAIN ASSESSMENT AND MANAGEMENT FORM
ate Time Pain Score Intervention Signature
@.4€ O 0 Codonev) Ko/
4 J ¥ H [ 0 " 4
N i No | wbeyendeq , [\%:
Pain Jool Used: [N PASS (IF 1Wong Baker  []NPS 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
¢ Prior to pain reliving intervention

Date & Time: SRS /4 ) e SO # ) o “),’?M, d. Within 30-60 minutes aftor pain refief infervention

Anagsthesiologist Name :

Anagsthesiologist Signature:

PA ; Nurse Name :

PAGU Nurse Signature:

Daté & Time:
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Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

L T Time: oo Procedure done DY ..........c.cooeeueeiiieeiceieeeceeeee e,
CSE /Spinal /Epidural POSIDON - v SPACE Moo Technique (LOR/LQS) ..................
Depth: ..o B 1 S —— ARBMPES © ...t
Parasthesia : YES/NO if YBS GELAIS : ........ccoooviiriiict ettt s s e s e e s s ee e s esen e e ee e
SORINOR K OMPOBIION | 1o risismmsmmsmsbmssensaiinsusinsmbimmsirobamssoresss oo issaniess i oot

Any other issues :

B oo dhosis s amiosonusssnmmacsan ey 3 R R A R S TS A R P men e e et e eRE TS
Tl A A s memmasmsm o b eyl st A R A SRS
: Infusion Rate Level Maternal
Time (mi/hr) Bolus (ml) Left Right | BP | Pulse FHR Comments
Delivery Details : ~ Time : ........cceveveeee. APGAR: .........ccoon... SVD / Instrumental / LSCS (if LSCS Details)
Catheter Removed DY @and Tip INSPECIEA : .........ocviieitieitei ettt ettt e et er e e en e e et e e eeeas e eenseeneenenaeneseneenas
PNt SRUSTACHON ; ......c.ccconnissensserrssnsssesssrassesssesssasnsssnsssamsmssensasansns sengasssopyassssbhdoesasnnspdesebesstssns tesssassesasssensesassssnessrsssessses

Discharge /Shifting ordered by
BOchE SR s S
DOEIE B oot cnsfisssissssossmmsiiscimsawsspnmnssissirs

Date and TIME & oot s e e
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‘ ~ INFORMED CONSENT FOR SURGERY / PROCEDURE

Authofization By: [ Patient &f@ﬂendant

|, the undersigned do hereby agree to undergo the following surgery(s), Procedure(s) on patient / myself at Rainbow Children's
Hospital. (Avoid technical terms and leave no blank space)

for this surgery / procedure including the advantages and disadvantages of the alternatives.

Benefits of the ﬂjrgery(s) / Procedure(s) n , Alternatives of the Surgery(s) / Procedure(s)

R@;&O\W\\Cx—\ & J \"J‘X Ei_‘ ""MOB’\Q —
fﬁ ST Poas we \'F

(

* 3. As with any procedure, | am aware that risks such as blood loss, infection, cardiac arrest, anesthetic allergic reactions, paralysis,
Deep Vein thrombosis (DVT), Pulmonary thromboembolism (PTE) etc may arise necessitating attention. Therefore, in addition to
consenting to the performance of the above-mentioned surgery/procedure(s), | also consent and authorize the rendering of such
otfier care and treatment as patient/my surgeon or his / her designee reasonably believes necessary should one or more of these
and or other unforeseeable events occur.

Apart from {he Iist{,'d above, | have also been explained about the possible complications of the surgery / procedure are as follows:
| a - \%&O)\R :
b. .

1. lauthorize Dr. r%,\ \ASUVS\%\\ 'C_\L\mﬁ\f\ and his / her team to perform the procedural sedation
uppn the patient / myself. '

2. | récognize that the practice of medicine is as muchan art/as a science and therefore acknowledge that no guarantees have been

orican be made regarding the likelihood of success or outcomes.

3. | acknowledge that | fully understand the above information. | have had the opportunity to ask questions, and they have been
answered to my satisfaction in a language | understand. | affirm that this consent is given by me in my full senses.

Patien:i/ Patient Attendant: Witness:
e

Signature: ........... P@@J ........................................ Si‘gnature ............... & l'\w\c\mm ....................................
Name: &......... 408 ST % - [ NAME: ........vovvnnes o PR RS IR
Relationship with patient: ...... Eadbet! i Date & Time: QC(U"?I},;@&# ............
Date & Time: .......... «Qq)bf)lolf’@?&"‘

Name: (&‘M\\@\ﬂxw\ Date . )’é\\fb‘é ~ Time: % M\*

Doctor {who is tgking consent):

MCLINICAL/ 027 e (PTO)
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RESULT SHEET

Fﬁatelets
CRP
ESR
PCT
RBS
Na
K
G
Ca/Mg
Phosphate
Urea

C}eatinine

1LBill/Conj
TLProtein
S.Albumin
$.Globulin
A/G Ratio
Uric Acid
i.Amylase

$r Lipase
1Iood Lactate
$ Cholesterol
PT/INR

APTT

*SF Protein / Sugar

iells
§|/L

Doc{. No. : RCHBH /FRM / CLINICAL / 0138 (P.T.0)
|
|




Date

Time

CUE - Alb

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

Stool Pus Cell
OVA / Cyst
Occult Blood

Culture and Sensitivities : ........... TSI 1=, AV it oo il TSRS P G O,

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

Radiology : 1] I o S = S AT 5 A Sl =S - S0l s~ 11 Rt <. . B e s S

ML (7 e cmsmmpmnsibonsibiitiosasisnasicmsasesssssnssisininesilisinssinn st T AL RS S HSs0

Others (EGHLCOMEEE SINAIOS BIC. ) | ocovicinisonsbhinilinidsiimsmmnsiansessmsiciugmisdiessesssbabnss ossnsssusansissisesss
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[FLUID CHART|

Sheet }lo. I

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.

D Time yfa%% Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebitis Sign.

Mouth LV N.G

08:00 am
|+ 109:00am
¢ 110:00 am
|| 11:00am
i 12:00 pm
01:00 pm
Total Intake : Total Output :
| {0200pm
‘ 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
Tofal 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 :

Tfal 24 hrs. Intake Total 24 hrs. Output

Docu: No. : RCHBH /FRM / CLINICAL / 092
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Patient Sticker T ,

Rainb‘;t;w‘

FLUID CHART]  Shisrer | EirinRiont

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

Sheet NO. & oo,

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.
3. 24 hrs. total to be entered in the kardex in RED.

IV Site

, Nature . h : , Thrombo- Sian
Date Time | of Fluid Route NG | Diarrhoea | Vomit |Drainage | Urine F’gg’ggs Nu%sé
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 Qutput :
02:00 pm
03:00 pm
04:00 pm
05:00 pm
06:00 pm
07:00 pm
Total Intake : Total Qutput :
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. : RCHBH/FRM/CLINICAL/092
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CONSENT FORM FOR GENERAL / Children's .gggmisgm"
REGIONAL ANAESTHESIA / Hospil | W e
MONITORED ANESTHESIA CARE

i . 2 T A0 N
Patien NameMﬁﬁJbDA&b(‘v’fK ...... Vehaeaza Agevﬁ{ Gender : hﬁa/le/El/Female O

IR D ..ot oo coseidosymagiipeesesevuusiy DRI .c...cocinniiiirsscdpoinspionnesppsbpinsanssmpsssnsns sesiniopgs inpboren iRt lNS

Anaesthesiologist : ..............cocovenennn. D‘KA~DMLQJ

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

Genergl 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
produge 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 pf 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 O3 Renal failure
O Hepatic disorders O Shock O Multiple organ failure O Polytrauma / Renal Tubular Aacidosis

O Ingapacitating Cronic Obstructive Pulmonary Disease

* Doctor to document in medical record also if necessary (Cross-out if not applicable)
DECiARATION BY PATIENT / GUARDIAN / PROXY
eby authorize Rainbow Hospital- & its authorized doctors to perform wupon me / my patient

¢ o \J.’
A 7@5210L\ﬁ/‘w/< the above mentioned operation / Diagnostic / Therapeutic procedures
....... R A . R T

S
| authorize and give consent for anaesthesia ( I Regional / I General Anesthes_ial//QMonitored Anesthesia Care as
considered appropriate by the anaesthetic team.

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

Doce. 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 biood products during the
course of operative period and immediately thereafter in need arises.

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

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

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

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

Patient—/ Patient Attendant : Witness :

Signature : ...... g) @h@“'{""( ..................................... Signature : ................. g ..................................
Name : ... R & Rt MAME: sssinssnsissinsios (Slasand
Relationship with Patient: ... Fathes. ... Date & Time : L“’(V(’—ﬁﬁf .

Date & Time : 23*[ {Uf (r'”’f“ﬂ

Doctor (who is taking the consent) :

Name Dfﬂﬁméhébam
Date & Time : Q"{[TJS/Q&,S’f Pr,
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~—__ Department of Anaesthesiology Egll?cl'!r(;v’!:fs ® & rthRight
| PRE-ANAESTHETIC EVALUATION Hospital _ | () moeonosmus

¢ 1< 2 >
@tDL’Cb{ u ............... Age: '\r%ogtaaaex ..... AL o UHIDNO e

\)f LC-‘!CD-J‘)
D P—T[QS{A‘&; ............... Time: .= \.S.P¥A2 Proposed Operation: ... Q f‘ﬂwe.e ..... Eqe.. rela
ERBBNGSIS:: - oo s vims s asssssbisimnissississtosssstividssisuaavensassasssssssennashoineh S ius s A tNEtoos vo M aslastoasansisn i isnsl skoa boduorasse swianin o s ST Lo DI s
BR/CRT: ......ic. T S Weight: Lf# A Physical Status: [ 1 ;z/ 03 O4 05
Laboratory Data:
51T T o SR Protaly . [ T e b5 R RN
Vi DB b oo o AID: s HBS AQ: ..o, ECE: .....c.oonecmmrmnsnmimeassns
......................... GHE ... oo s MBI i tandands HERE o csiiiiiiosss ZDERIE ..
......................... 5,751 AR Blood group: .............. Stress/Anglo: .................
B aamaaa T O s
............................ Alk phoS: ...ooovrcrcecrianaen R Y
W i) [RI—————

SEOTBAPT. ....cciciaiees

—

Medical History: VS
RESP : B Diabetes : =

]C"S’ Te vy rM /LS@S/ N & Kggé,/(,_[&b{ sy a b)) bt

Renal :

Hepatic / GE : e Physical Activity: =

oters: N Leallh Taswer B do o

Past Anaesthetic History:

Physical Exam:

Airway: MP1234 Mouth Opening: Mentohyoid Distance: Neck: Teeth:

lngs: A, M Car

Heart: et Sa i
CNS:
Pregnant: ves\;mﬁ LINA Venous Access Site : Spine Exam for regional :

Anaesthetic Plany‘mﬁ: CJREGIONAL [ GA-ETT []LMA

Peri-Operative Plan Explained to the Patienti/?Ybs o No

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:
. DVT Prophylaxis :
Water / ORS 2 Hours
NIL ORAL:

2. Others 6 H

3. Informed Consqg];,a)slt“aﬁ;ard ] High Risk
4

5

pa—

. Post Operative Pain MaM Discussed with Patient
. Other Instructions:

DW%AGDXA ............................................................................................

Slgnatu .................................................................................................................
Docu. No. : RCH /FRM / CLINICAL / 044
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Pre Induction Assessment:

ANAESTHESIA CHART

z
Rainbow® . —_
Children’s ol BirthRight ... =
Hos pita! . BY RAINBOW HOSPITALS
It takes a lot to treat the fittle. Your Right to a Safe Delivery

Change in Patient Condition: 1 Yes T No Fasting Status: CJO.MCM
Physical Status: ‘_,2/ Patient Identified _L7~ Consent Present -/{{ Chart Reviewed
HR: | ;- | B.P/CRT: [ Sp0,: joo - | RR: | Last Feed: >c [,
Pre-OP Diagnosis: ... Towmeopat . TTC .. Operation: ../ &ngaal e Yeleose:  Date: 29[dk......
> ey g ayranp i A~ e
surgeon: . De.. Howash.. o De. paleh@ Anaesthesiologist: ..0.c-... AsHw a4 S~ Technician: NENS ...
TIME
N.O/AR_LPM 3L
HALO /SOJSEVO 1 Antibiotic
Drugs:
%‘i %30902% 1= Suppository
N
Blood Loss
FIO, / Sa0; ool joel
ETCO, 30 |31,
ECG ASE
Urine Output NOTES
BP 240
V Systolic 220
A Diastolic
X Mean 200
* Heart Rate 180
Tourniquet on Time
Tourniguet off Time 160
140
Throat Pack In
Throat Pack Out 120‘
100 =
80 f
AT A
40
20
10
0
ABG
LAB Values
[ GRBS
Others
<7 Equipment Checkedand | Temp: Induction Regional:
Functional [ HME ] Fluid Warmer AN [ Inhal ity BIOIE cuvvsuansamasares
T 8P L] Cling Film  #7 OH Warmer [ Pre 0, [IRsI i (] Epidural [ Caudal
[J Cuff Site: ........ [ Hugger's [] Cotton Wool [ Others
O AtSe ... 1 Oth Y
_?,.-EKGL;G} C1 G ] Mask [ sea Nob
a Temp Site Times: , [ Airway [ Oral ] Nasal [ T, B Py
0 FAO. Monitor Anaes Start: ... 2. E KW EITH s @i, OM Needle Size: ... N\................ Depth: ...
7 Age:m Monitor OP Start: .. 20 fvy. [ Oral [JNasal [] Cuff Parasthesia [ ] Yel [ No
~£  Pulse Oximeter OP End: ~L E Tracheostomy [] Topical Catheter at skin .........\_..... cm
Capnograph Leave OR: ... L5 A4S RN T DG Drug Name & CONC: ... Neeeeveeeereemeeeeeeereeeerersssres
0 Ventilator Anaesthesia: [ Awake ] Direct Vision B s N e e e
[J  Nerve Stimulator E}ﬁ [ Video Laryngoscopy [] Stylette / Bougie LT3 T N
. T Monitored Anaesthesia Care ] Fiberoptic Block Level:
Position: =24 [] Regional Blade# ................ AUBITIOIS: occvinisismisiavssiaasian T
i i i DHCURY WRY? ..o i
Line (Size & Location) Transportation to 7
Eye Care: CIOVP: oo | (2 Bila = BS Py i CJ Other
O Oint (Yt St — [ Semi-Closed Circle Relaxant Reversed [ Yes [ No oI NA
Sl oW ... %@@dl« ] Closed Circle Naure of the Docior - D PSYLD A He
[ Padding B . = [] Other
) hwake } = N e e e Signature of the Doctor -........ K& M=o




