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It takes a ok to treat the [ttie Y_uu:_P_ugm to a Safe Delivery

Name Baby AADHYA UHID KUH-00080080

Father/Guardian Mr KIRAN Age/Gender 7Y 9 M 27 D/Female

Kildiess FLAT NO: 316 NARAYANDRI BLOCK SEVEN HILLS NIZAPET ,

’ Quthbullapur, Hyderabad, Telangana, INDIA, 500090
IP No [P-00060740 Admission Date 18-07-2026
Ref Doctor Self Discharge Date 18-07-2026

DISCHARGE SUMMARY

Consultants: Dr. RAMESH KONANKI,
MD Pediatrics (AIIMS),
DM Pediatric Neurology (AIIMS),
CONSULTANT PEDIATRIC NEUROLOGIST

Diagnosis: K/c/o Spinal Muscular Atrophy - Stage - Il
Now admitted for 17" dose of Inj. Nusinersen

History: Baby AADHYA, 7 Y 9 M 27 D, girl is a k/c/o spinal muscular atrophy -

stage - Il. Now admitted for 17" dose of Inj. Nusinersen at Rainbow Children’s
Hospital.

Examination: She was afebrile, maintaining saturations at room air. HR-
100/min, BP- 110/70 mmHg and RR - 22/min. On auscultation of chest, air
entry was bilaterally equal with normal heart sounds and there was no murmur.
Abdomen was soft without organomegaly. Bowel sounds were heard.

Weight on admission : 23 kgs.

Investigations: Enclosed.

2300

@ 1800 2122 @ www.rainbowhospitals.in




Name Baby AADHYA UHID KUH-00080080

Management: She was admitted in the ward and was started on IV fluids.
Informed consent taken from the attenders. Under aseptic precautions and
continuous monitoring, lumbar puncture done. CSF flow noted and 5ml of
Injection Nusinersen was administered. No adverse reactions noted.

She was monitored for fever spikes, hemodynamic status, vital parameters &
neurological status, oxygen saturations and any signs of respiratory distress.
She remained hemodynamically stable during the hospital stay and is being
discharged with the following advice.

At the time of discharge: Child is active, afebrile and hemodynamically
stable.

Advice:

1. Diet as advised.

2. Physiotherapy as advised.

3. To do LFT, CBP, PT/INR, APTT, urine for protein creatinine ratio & ECG on
before next dose (1-2 days prior).

4. Syrup Ibugesic (5ml=100mg), 10ml (if required) for pain (maximum 8"
hourly).

5. Review with reports for next dose of Injection Nusinersen after 4 months.

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

Now booking appointments is much easy, download Rainbow
Application for Free from Google play store.




Rainbow® . .
' Children’s @ BirthRight
Name Baby AADHYA UHID Hos P IEHI{OO E. BY RAINBOW HOSPITALS
It takes a lot to treat the little Your Right to a Safe Delivery

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

If any IV antibiotics - will be given in Emergency Room between 6am -
7am for morning dose, between 2pm - 3pm for afternoon dose and
between 10pm - 11pm for evening dose (Outside IV medication shall
not be allowed with in the hospital as per the hospital protocol).

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

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

Summary prepared by: Dr. Nikesh
DEO : MD Younus Pasha

Registrar/Resident/C.M.0

Dr. RAMESH KONANKI,

MD Pediatrics (AIIMS),

DM Pediatric Neurology (AIIMS),
CONSULTANT PEDIATRIC NEUROLOGIST
APMC-49226

HIMATATHNAGAR BAMJARA HILLS (I, MABH & MABL Accredited)  HYDERMAGAR (NABH Accredited)  KONDAPUR OUTPATIENT CLINIC UG AccreditedivF)  SECUNDERABAD (NABH Accredited]  KONDAPUR L B NAGAR {MABH Accredited)  MANAKRAMGUDA

pcy:3 040 - 48B7I000  Emergency:y 040 - 4466 5555, 91009 25516 Emergescy T 04D - 4246 2300

@ 1800 2122 @ www.rainbowhospitals.in




ACTIVITY RECORD FOR BILLING

"%
Rainbow’
Children’s
Hospital

1t takes a lot to treat the little.

\

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery.

trirer

Name: -------------- i O i
- AT —— oo
Date of Admission : ---------------- Time : -=---mnnmeeme- Date of Discharge : 1 O —
Room / Bed No : =---xnnnnx--- T D— Suggested Billable bed type :
WARD TRANSFERS

Date Time From To Signaturtiof Nurse
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Cross Consultation Visit

Doctors Name

Date

Order No. Signature

10.

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



INVESTIGATIONS

Date

Investigations

Order No.

Sign




" MEDICAL EQUIPMENT ( WARD & ICU)

Date ENq?J‘iF;:;fnt Cur}?;c;ing Disc?_?:-lzcting Order No. Signature
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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




DEFICIENCY Ticoosoos0  1p-00060740

Baby AADHYA
21-09-2018 7YIM27D

B I T

Ward:

\L CASE SHEET

IP.No:

DOA:

2z
Rainbow"® N
Children's ‘BirthRight

Hosp"al Y RAINBOW HOSPITALS

= e 1 bt e e Your Rigit i & Sabe Detivary

®
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List of Records

No. of
Pages

Legibility

Completeness

Remarks

Admission Sheet

Discharge Summary

N,ﬂ

Nursing Initial assessment form

Patient Trasfer Forms

In-patient Medical Record

Doctors Progress Sheets

Nurses Progress notes

Consultation Sheets

L Prpel-

OIN|O|O |~ |W N =

General Consent for Treatment

Conset for Surgery

Consent for Blood Transfusion

12 Consent forChemotherapy

13 Consent for High Risk

14 Consent for Restraint

T DAMA Consent

16 Consent for Special Procedure

17 Consent for Radiological Investigations

18 Consent for HIV Test

19 Anaesthesia consent form

20 Anaesthesia notes(Pre Anaesthesia & Post)

21 Pre Operative checklist

22 Surgical safety Checklist

23 Qperation Theatre notes

| 24 Nurses Clinical Presentation

25 TPR & BP chart
Intake and Output chart (fluid Chart)
Drug Chart (Regular prescription)

28 Daily Investigation sheet

29 Investigation Values (Result Sheet)

30 Nebulization Chart

31 Diabetic chart

37 Nutritional Review chart

33 MLC form (in case of MLC)

34 Patient Educatlon Form -

Total No. of Pages

Signature and Date :




ERROR LOG

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

ICD CODE -

OBSERVATION: -

DATE :
MRD EXECUTIVE



s . Rainbow Children's Hospital - Secunderabad

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

»Rainbow WEB : https://rainbowhospitals.in

ADMISSION SHEET

Il [ TARINMEER] R R A i
Registration Details : R

Admission No : IP-00060740 Admit Date : 18-Jul-2026 Admit Time : 10:34 AM UHID : KUH-00080080

Patient Details :

Patient Name : Baby AADHYA Age :7TY9IM27D

Guardian : Mr KIRAN DOB : 21-09-2018

Gender : Female Religion

Occupation : Martial Status : Separated
Address (H) . FLAT NO: 316 NARAYANDRI BLOCK SEVEN Phone No 1 9848350690

HILLS NIZAPET Quthbullapur Hyderabad ; . :
Telangana INDIA 500090 B 2B Rl com

Admission Details :

Bed Type : SHARED WARD Bed No : ER 101 Ward Name : N 0 GF-EMERGENCY
Room No : ER 101 Admission Type : First Visit

Contact Details :

Name : Mr KIRAN Relationship : Father

Contact Address : FLAT NO: 316 NARAYANDRI BLOCK SEVEN Phone No : 9848350690 / 9848350690

HILLS NIZAPET Quthbullapur Hyderabad
Telangana INDIA 500090
.--'/
Signature

Doctor Details :

Doctor Name : Dr. RAMESH KONANKI Specialisation : PEDIATRIC NEUROLOGY
Referral Doctor . Self Phone No

Co-Consultant

Payment Details : Deposit Amount  : 0.00

Payment Mode : Cash Payor Name : SELFPAY

Printed Date / Time : 18/07/2026 10:35 Printed By : 021447 Page 1 of 2



Patient Name : Baby. AADHYA UHID : KUH-00080080 IPD : IP-00060740 Gender : Female Age: 7Y 9M 27D

KUH-00080080 1P-00060740
m :'y’;.::!'m'a\ pis m2z7o () "
Dr. RAMESH KONA e .

1 AN Rainbow | @ BirthRight

Hosptta! YRR MOSPITRLS

s £ b T Tow g 144 it Sy

NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Date : lﬂ'*(z’& Time of arrival : Q'a" LA&W\
Chief Complaints: ... Caanre —2‘ C«f M“'Q o LN, A

Height : . Weight - ... 2.3 &7 Bmi - . Head Circumference (<2 YBars) .............omeeoveceroreeons
Allergies:  Yes /(-Medications Blood Transfusion | Food Other: ..o
B OB i s oo b s i b S N S N e B S T ek S e e e A i
Pain Scraeninu/m: If Yes, Pain Score: 0 Pain Tool Used: . NPass  FLACC Wong Baker
—— P P —
Chameler ........cocueoiinions: LOBRHON . seisicnriesinns. b FROOURRCY i irasrios DUFBIOR ciineearrereessions
RISK FOR FALL: Functional Screening: | No Abnormalities Detected
| if patient is < 6 years f
yow fall risk intervention directly
o A::;a:;esn:t:: ;&g:e;:fametefs - Devsiamening iy
History of Falling: within past 3 months | Yes \-/No/ - MRscvissieirm Congwe Almenaty
| Ambulatory Aids: Inform consultant for positive criteria
| = Wheelchair LiYes [INo
'; * Uses furniture for support 7Yes [ INo
T N N I | LTS O R P o RS T ks
| » /i i (] ; ﬁ
. E\?;;:St' yoen :22 :2 Nuh’lﬂana!&;tmiun £ rmalities Detected
‘i * |mpaired | Yes I No gnderweagm
| Mental Status: Forgets limitations Yes | No : e
_ C Feeding Problem
IF YES FOR ANY CATEGORY = RISK FOR FALLING : Special diet
Fall Risk Intervention: Snecialfeedin d
"1 Escort while ambulating PRSALICoGNg .
i1 Assist Patient Intorm consultant for positive criteria
| Educate patient and family on fall precautions/prevention

Psycho!euinaifscreeniha: LigSignificant Findings

Unusual concerns about patient’s Psychological Status: Yes q..No/

If Yes Consultant Notified: ... ... i (DAEITITEY: covoee oo eesesesmmsones

Social History: Lives With ..
Siblings in household | \./( {ifyes How Many?) ...
Time of Initial assessment completed by ER Nurse - .....1 0., '3 3&””\

Docu. No. - RCH /FRM / CLINICAL / 120 (PT.0.}



Patient Name : Baby. AADHYA UHID : KUH-00080080 IPD : IP-00060740 Gender : Female Age : 7Y 9M 27D

Nursing Notes (Including Latis / Medications / Other Care):

Time e e . Nursung Notes

%3" P Q&W\Q ~o @ -
Wi Y N \ Yo § Q“.&s:ke.é ond fRecomd)y Dyva
‘\b“?:\j} oY. P-{'DQ)Y\OQ'\K N een ’T"\’\G"\_

R PA AW pyD e © I
‘?a” Pr Tv Pl\&cSvunenk Dyni—
WS P Sk €@ XD @ \eU

Samples collected by: — g, e

Samples sentby: — Time:

Medication given in ER:

%?.}%f Medication " Route Dosage & Instructions Dgi%l;?r fs\lt‘é{;‘;
_ . %
f' 5
-
. W
“
~Condition of patient at time of shift - out : Details of Shift-out B
HR: 1 gﬂ’; _________ BP: l°“[“°q Q{_:)F; e2eer | sun omtomerw:.. PO |
-~ |
ik '1-5 e oo SES | Time of Shift - out: . Q D-Bels ... |
e d R e, TEMPETAtUTE L AATE |
Ve ” Handover given to: &t&-&"\h‘@\;‘?}y e |
Pain Score: ... (Nurse's Name) ;
Repeat RBS (if applicab/e): ........... o .cecercrsvcencee 2, §e ° |
|
Tick as applicable: =) MLC CILAMA ~'BROUGHT DEAD
A
Procedures done with details (if any): :‘VQMK"“\\‘:'\\"“OM\, T S—

Name of the Nurse © ...\ ... %‘2"‘1 .................... Signature of the Nurse 9&50/ _
Date & Time : |3ﬂf’b‘ Q—\Lﬁo)ﬁ"‘\



PATIENT TRANSFER FORM

%

Rainbow® . .-
Children’s (d BirthRight
Hos p ital . BY RAINBOW HOSPITALS
It takes a kot to treat the little. Your Right to a Safe Delivery

[ KUH-DO0BD0BO

cuny A1 1P-00060740 Date & Time of Admission Date & Time of Transfer Order
S T - glalac @t | 1g)s126@)
Vil IlIIIIIIIHIIIIlIIIII\I - e
Transfer Ordered by Reason for Transfer
OO D- ’P W’OAMM‘“A? .—«AreQAN%. o
From Unit To Unit Information to Attendant
@ R P[ e Yes A No[ |
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
. 9i\%ﬂendant
@ o Yesd | No[ |
— If yes, what ?

Medications / Consumables / Surgicals / Hand over Ul’ %‘?[‘ ﬁg"“"'% ecHendiy.

SI.No.

ltem Name

\J
Quantity

4

5.

Shifting Summary / Notes Written by Doctor :

No j/

Yes| |

B, e

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

ENEAVN T\

Patient & Clinical Records Received by : W\/ Aé/

Date & Time of Patient Received :

18)1) o 0¥ IV

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



Rainbow®
Children’s
Hospital

It takes a lot to treat the little.

PEDIATRIC IN-PATIENT
MEDICAL RECORD

Patient Name:

Department: (LA
Consultant:

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

(PTO,




KUH-00080080
IP.
Saby AADHY, 00060740

21-00-201g
TYom
Or. RAMESK kowan) 2 C  (F)

T

Pediatric Multiorgan History & Physical Examination

Name : %Q‘n Y al Age/Sex gy J—Lrv“\iz(\
Information given by: ne Hotr Reiationship_C{_mzL

Chief Presenting Complaints & Duration (Chronologically)

History of present iliness :

Y e
Kl (o Con0-Tyre
<

ON Nutinesfen

Now -MNH!J 'ﬁﬁf l:}%im" o —"C,j‘ A dirpvaien
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T 21-09-2018

KUH-00080080

IP-
Baby AaDHy4 00060740

TYOM27
Or. RAMESH KONANK| ?

- it IIIHHIHIIHIIIM

Pediatric Multiorgan History & Physical Examination

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

(e _pm B

Birth & Neonatal History:

(]_menl"j Boto - WA ' D {
CTA{% , Np P T Hdan o '

Birth & Socio Economic History:
About Father : Y

About Mother : { b(ﬂ-u TF Pt
—

Any additional Information :

Developmental History :

Immunization History :

(PT.0.)




KUH-00080080 IP-00060740
Baby AADHYA
21-09-2018 TYOM27D (F

Or. RAMESH KONANKI

LARE

Pediatric Multiorgan History & Physical Examination

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

Weight (kgs) %A;(Centile ]

On Examination :

Temperature : M_ Pulse F{ate'“& l”?'h B.P “‘g!@'r SP02 5?6}/

Resp.rate and type of breathing : 22 R r)m

Rash

L4
Lymphadenopathyl

Oedema : £
|

Allergies (if any): _j

Respiratory System : @

Inspection (any s/o distress) :

Air entry & breath sounds : ﬁﬂ | A& . ’

Any addes sounds : (% .

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

Cardiovascular System :
Inspection of procordium : /;5)

), T
Heart Sounds : Mk@

Any murmur : Q

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

Per Abdomen :

Inspection A

Palpation :

Ausculation : /3N o~
Spine : u External Genitelia : (__'_Q_,}

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




KUH-00080080 IP-00060740
Baby AADHYA
21-09-2018 TYIM27D (F)

Dr. RAMESH KONANKI

LR

Pediatric Multiorgan History & Physical Examination

Central Nervous System :

-
Level of Consciousness : AVPU/GCS score : ot ldﬁ
Cranial Nerves : /@ A

T
Motor System:
Nutriton :
Tone: L Power

Co-ordinator :

Posture :

Involuntary Movements :

Reflexes :

DTR

Plantars

Superficials:

Sensory System :

Bladder / Bowel : m
Seo?

Clinical Summary & Diagnostic:

1 l
[('{C/(JO QTY\QT‘-{{' e o
i

(PTO)




S e IF-ul06l 740
Baby AADHYA

21-09-2018 TYSM27D (F)
Or. RAMESH KONANKI

A

Pediatric Multiorgan History & Physical Examination

Preventive aspects of the treatment:

Desired goals of the treatment :

Planned Labs: Planned Management
TP
M‘7 :

-~
- jdvl ~ N ves iy -

e

@‘* L
\h'\ ]
Signature of the Doctor: qi» ........................... Signature of the Consultant: ..........ccccoovviiiiiiinnn
Name of the Doctor: @' ath.amba:........... Name of the Consultant; ........cccccoeeiiiiiieiininiiiiiinnn,

Date & Time: ....... \‘Q . '2/1 ............................. DAt & TIME uaninnnemsmaissmsieisusmasis




KUH-00080080

IP-00060740

Baby AADHYA ,,y
i L Rainbow® P Y
Child BirthRight
Ll (EOR ] e
PROGRESS NOTES AND DOCTOR'S ORDER
g“}%’m, Progress Notes Doctor's Order
i (snior=—veryPios:—
[ — —
x0T
& =

L& Wb Bzne  otWis ALl
SN & Cop UEEN
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(')

Docu. No. :

RCH /FRM / CLINICAL / 088

(PT.0)



Patient Stick
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Rainbow"® . i
Cﬂli?dr%‘:’s ‘Bll’tthght

Hos pita[ BY RAINBOW HOSPITALS

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

PROGRESS NOTES AND DOCTOR'S ORDER

D
&all_?me Progress Notes

Doctor's Order

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



o . Rainbow Children's Hospital - Secunderabad

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

Children's =% Telangana, INDIA ,500009.

Hospital =™ " TEL NO :040-42462200, Ext 2000,2001,2002

- WEB : https://rainbowhospitals.in
GENERAL CONSENT FOR TREATMENT

Patient Name: Baby AADHYA Age : 7Y9IM27D
IP No: IP-00060740 Sex: Female
Consultant: Dr. RAMESH KONANKI Ward/Bed No: N 0 GF-EMERGENCY/ER 101

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

Patient, be deemed advisable or necessary.

derstand that the confidentiality of all medical records shall be protected to the full extent of the Law. The undersigned

o consent to the use of health related information/ audiovisuals of the patient for research & training purpose or for
insurance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
care of the patient.

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

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

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

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

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

(Receivers Signature..................) W
D

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 PatienURelativﬁW

Name: k{r A - Patient Address:
; s FLAT NO: 316 NARAYANDRI BLOCK
RS, Fa-‘f‘{y— : SEVEN HILLS NIZAPET Quthbullapur

Hyderabad Telangana INDIA 500090

Date: I81:H;,6 Time: 10: 51.{— .4144 ‘

Wittness Name: .
Wittness Signature: é‘@;ﬁ#‘

Printed Date / Time : 18/07/2026 10:35 Printed By : 021447 Page 2 of 2
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Eﬁ'i'u‘é”r‘é‘?;’-s ' .BirthRight'
Hospita BY RAINBOW HOSPITALS
CONSENT FOR SPECIAL SEDATION Hospital| | W
Patient Name: E%wjﬁ' Gender: [ IMale emaie
UHID NO: Yoo 3 m 5O O KBD LD -vvvvvvreerns Department: .... P T.09 Date: .. [G?X—M
rz}'—irwsrx .................................................... S/D/W/0........ M ...... Wy YN o

Here by give consent for procedure for my patient : QQ.LS,Q{&QL,:!@_, ...................................................

The doctors have explained to me in language known to me the details of sedation as follows:

* Type of Sedation :

* Possible complications from the procedure of sedation:

meavm . bﬁo&*mﬁﬂm

UK. L.

The doctors have explained to me about the heneflts, risk, alternative of the procedure.

I have understood the matter mentioned above in language known to me and give consent for administering

sedation for procedure.

Patient Attendant :

Slgriatire s X ...............................................

Relationship with Patient: v@Hﬂ}—i ....................
Date & Time : K&’f?{—QGM"\WW

Docu. No. : RCH/ FRM / CLINICAL / 020

Witness :

e, I ot i S, EEECR S
| e, et SRR s
R R T, R S
Doctor (who is 1@ consent) :

L RREREEE o ORI o
Name : ... B MLV o



Crnoans | @ BirthRight
CONSENT FOR SPECIAL PROCEDURES rospital | (st

Your Right to a Safe Delivery

Patient Name : @c&-‘\skcc%fq Gender\,A/M;e ] Female
UHIDNO : ... A - 00420 .. Department : . Pm Ndﬂw&g—r ... Date : (R{H3Zenn

Here by give consent for procedure of : -—W-WMW'Y/Qr :
For my patient, Named : ...... 4*313 ‘LUC\\“ 3&

The doctors have clearly explained to me that the procedure has following possible complications:

Numsz%?p&pﬂ%ﬂwmm‘ﬁﬁ

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

| have understood the matter mentioned above in language known to me and give consent for the procedure.

Name of the Doctor performing the procedure: .................. L0 5 SH RN

Patient Attendant : Witness :

Signature : ........... L K e SIGNALUTE T oot

Name: ............ T W

Relationship with Patient: ..... fedatay.....orcvcrnne
Date & Time : [?’r‘{f e AN

Doctor (who is taking the consent) :
Signature : ........ é

Name : ...... 25 W(Q&:ﬁn\q ....................................
Date & Time ... }& 18030 ... oF (AT .

Docu. No. : RCH/FRM / CLINICAL / 019
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Doctor's Signature valid Period Pharm.

Additional Instructions:

DRUG :

Dose Route | Frequency Start Date

I
vValid Period| Pharm.

Doctor's Signature

LAdditional Instructions:
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ocu. No. : RCH /FRM / CLINICAL 118
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Time Composition of |
(If infusion

. Mention mil./he
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= Meg/kg/min, etc)




KUH-00080080 LTl L - =
Baby AADHYA
21-09-2018 TY9IM27D F) )
Or. RAMESH KONANKI Weight. .......c..oooeee. Ward. oo,
TR i
TlU‘le N”“\Er Sig. I Nurss Sig. I Nursi Sig. [ Nurs‘a’ Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Or. Sign Dr. Sign. Dr. Sign
RUU te Sta It Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign Dr. Sign Dr. Sign
Name & Signature of the Doctor Oan s Dot Dose
Dr. Sign. Dr. Sign Dr. Sign Dr. Sign
Additional Instructions: s r - pose
Dr. Sign. Dr. Sign Dr. Sign Dr. Sign.
Date»
VARIABLE DOSE Tlﬂ]e NursﬁSig, Nurs&ﬂ. l Nur_s;Sig. ] Nursesrg.
Dose Dose Daose 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 . o Do Dose
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
e . D Do
Additional Instructions: - oo o N
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
: = i Dosage & Other {
) Signature Nurses
Date Time Medication struchions Route g
Wb o ve ( )/\A,JK \V L/
Page: 3/4 (P.T.0)



. KUK-00080080 IP-00060740

Baby AADHYA

Or, RAMESH KONANKT
m " "“””m""" “"”"III” REGULAR PRESCRIPTIONS Weight. ................... Ward. P”U
| DRUG: %z;ee'

Dose Route | Frequency |Start Date

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions: [

Daily Doctor’s Endorsement by a Sign

DRUG : %?rt:;b
Dose Route | Frequency |Start Date ¥
Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : Date>
Dose Route | Frequency |Start Date i
Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : pare

Dose Route | Frequency |Start Date

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign
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Patient Name : Baby. AADHYA UHID : KUH-00080080 IPD : IP-00060740 Gender : Female Age : 7Y 9M 27D

KUH-000B0080 IP-00060740
:::L::f‘HYA TYSM27D (F)

r. RAMESH KONANKI Rain;%w’

N WX - 23¥y fhre @B
EMERGENCY ROOM TRIAGE FORM
Patient's Name - . £, D - AW e, PR o | B LLE & B OR—a
Date : 3‘1-1'-’&'\3-“:- ............... Time of Arrival - CZ_.’-'\ m p‘""i

O [ Medications [ T L i ity 1 Not '

Somdﬁonmﬂojm (] Others (Specify) ... MTmsfu&mu Omrtaowmmwn
ModsofAnie:  ChifRtcistory & ) Wheslchair = [
initial Vital Signs:  Temp @14 pr 1130 g 119 35 ?g_a,bhq s C-‘q 2.

Chiet Complaints: ... . X C oo %’V‘ %Y‘Vlﬂ )

INITIAL PHYSIOLOGICAL CATEGORIZATION W STATUS
g A Work of thing
-\g Narmal [J increased (I Unstable :

[ Sick Looking ﬁ Circulation / Colour [J Decreased [ Gasping/ Apnea J Not — Life - Threatening
[J Abnormal [ Bleeding [ Life —Thireatening
Tﬁm Classification CTAS
Level 1 Resuscitation i Immediate
Level 2 . EMERGENT : Life or limb threatening < 15 min
Level 3. URGENT : Significant illness / injury with potential to become life or limb threatening .. 30min
Level 4 - LESS URGENT : Significant iiness 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. WA{___

Ali Children less than 2 years age with high fever to be considered Level 3.

* CTAS - Canadian Triage and Acuity Scale Triage Completion Time : .. ‘”ﬁ""

Communicable Disease Triage Screening
PART A. The following guestions should be asked to all PART C. A positive communicable disease triage screening is

patients at the initial screening: e’./.m/ considered for any patient who meets one af the two
1. Have you had fever (elevated temperature) in the past 2 Yoo W
weeks Any patient with Fever / Rash / Vesicles / Discharge from Eyes
2. Have vou had cough or a rash in the past 2 weeks f J _ and Cough ¥
3. Have you had shortness of breath or difficulty breathing in | Yes*= i ﬁgﬁmmmﬁﬁmﬁd
DO P2 “PART B of the triage screening above.
PART B. For um_wmmmmm
symptoms: (| Not applicable PART D. ACTION / INTERVENTION: (for positive suspected
1. Have you travelled outside the INDIA? or had close _w\;u/ communicable disease triage screening)
contact with someone who has recently travelled outside .

: "1 Patients should be immediately isolated in a negative pressure
the INDIA, in the past two weeks? room or a single room (as appropriate) for pending evaluation.
s S The patient shouid be given a surgical mask immediately, f not

2. A:eyourmts!closacoﬁactsaihmis/am _ Yes %= already wearing one.
worker? {please encircle the choices} (e.g.. nurse, :
physician, ancillary services personnel, allied health - Both patient and triage staff should perform hand hygiene.
services personnel, hospital volunteer, or laboratory | The staff should use PPE (as appropriate}.

worker, others) who has had a recent exposure lo an
individua! with a highly communicable disease or
unexplained, severe febrile respiratory or rash disease?

Name of Triage Nurse : B‘Vﬁ -.gu*:b ’1 Signature of Triage NurseA?ﬂ?’
ouwarme (H7H28 @ 10 25 BV

Docu. No. : RGH /FRM / CLINICAL / 085
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Rainbow® g R
CONSENT FOR ADMISSION Children's | @ BirthRight
IN PEDIATRIC INTENSIVE CARE UNIT Hospital | .“"—m”

Age: SIu Gender: Male[] Female™=—
Date: 18[F1[25

UHID.No: .......c.... 0.5

A KKZTQM ................................ S/o, D/o, W/o, QM’\K«:SFM hereby
declare that our patient Master/Baby .......... A QCI LT whois relatedtome as ... dCU—L htey
is getting admitted in the Pediatric Intensive Care Unit of Rainbow Children's Hospitalon........ ]%\ﬂ'\'l@

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

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

The doctors have clearly explained to me that my patient Master / Baby ...... (22 ‘.?..1?3..: A&dhgq ............. during his /
her stay in the Pediatric Intensive Care Unit may undergo various medical and surgical procedures like airway management,
mechanical ventilation, Central Line Insertion, Peripherally Inserted Central Catheter Line and arterial line placements, chest
drain, or peritoneal drain insertion etc.

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

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

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

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

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

Patient Attendant : Witness :

Signature: .................I.X o
Name: ... KTRAN. . KOVIJIRE ...
Relationship with Patient: ;391']%@.&’

Date & Time: ...... 1811126 Q. 1l:R0am

Doctor (who js,taking the consent) :

BRI .o.0 i caenaenessesnsssnsrsnassnsonssarsansans

Date & Time: ASTHM . o MiBel
Docu. No. : RCH /FRM / CLINICAL / 013

. /
Signature: ....L2 AN .........
Name: %f‘“ a4 Q‘-JM'\ ...................

Date & Time: ;gh]zé ..... @ Ll_ne .
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TR | D Emﬁ'ﬁﬁf
Tt ks @ dot o treat the e, \'erithnlS#nDﬁMq

Moderate Sedation Fiow-Sheet
Immediate Pre-Sedation Assessment

B.P PR R.R Temp SPO, Pain Score Weight
. i\o \M H\Vw-'ﬂ 15{’,%1: ool
T T A Lf' ...................................
Procedure: ............... Indattaend o nuwmntten k > .....................................................
COmMOIDIGIties: .................ccooceene it IR R . . << R T SRt
&1 Risk, benefits & afternatives discussed; AIRWAY EVALUATION
atient understand & elects to proceed Mouth:
Consents for procedure and sedation signed and dated 27 Normal
[0 Loose Teeth
ASA Physical Status -G e
O] ASAPS1: Healthy Patient L) FREnRg e
ASAPS 2:  Mild Systemic Disease, no functional [ Receding Lower Jaw
limitations [J Dentures
[0 ASAPS3: Severe Systemic Disease, functional Neck:
limitations ,aﬁrmai
[J ASAPS4: Severe Systemic Disease, constant threat to [0 Decreased ROM
life [0 Thyromental Distance Less Than 6 cm
[0 ASAPS5: Moribund Patient unlikely to survive 24 hrs. 7 Short Neck
[0 ASAPS6: Adeclared braindead patient whose organs
are being removed for donor purposes
[0 E: Emergency procedure
GCS: E A Mo ¥
O IV Site: Gauge: :
Sedation Plan:
Allergies: MallampatiCass: @1 Ol OW  ON
Monitoring of Patient Inira - Procedure
Procedure Monitoring

Heart Rate (HR), Respiratory Rate (RR), Oxygen Saturation (0, Sat) continuously monitored, and Level of COnscaousness (LoC) to
be monitored and recorded minimally every 15 minutes until 15 minutes after the last administration of any sedation, then every 30
minutes, thenevery 1 hour until stable. Respiratory status to be monitored continuously.
Level of Consciousness (LOC):

0] A - Alert

OJ V - Verbally Responsive

(] P - Painfully Responsive

(J U - Unresponsive

Doc. No.: RCH  /FRM/ CLINICAL / 140 (PT0)



Observation to be documented every 15 mins

TIME 8P PR RR 0,Sat% | o0 0, nlation|  COMMents / Initals
Baseline

DRUG & IV Fluid:
R s ROUTE DOSE TIME GIVEN | SUBSEQUENT DOSES AND TIME
N\ D Rt A W 2 A

\WO\LETRW LN B \W | domy

v

DOCIOE NOUBS:. ..........cocmmmsciionssnt
Time of transportation to post SEdation Care rOOM: ...........cceueueeuerereesseressessssssessesssessssns LOG::...ci.s

D -

DOGIOT NAITIB, ..o e e e

Post Sedation Care Room

Signature: ...

Time
Monitoring 180
ECG NBP  Oximeter 160
Pain SC0re (0-10) .oo.vvvsovveervcerrnene 140
Sedation SCOre (0-4).......ooov. vceceree 120
100
80
60
40

TOTAL ALDRETTE SCORE AT DISCHARGE =

(If 8 and more patient can discharge from post Sedation care unit

Activity : Consciousness: Respiration: Oxygen Saturation: Circulation:
Four extremities = 2 Fully awake = 2 Breathe Deep= 2 Sat 0,>92 % on room air = 2 g:: :; - "102“““ hg of
Two extremities = 1 Arousal oncalling=1 Dyspnea, limited breathing = 1 g:fdof Giygen to maintain BP +/- 20-50 mm hg of
>90% =1 pre-op = 1
No extremities = 0 Unresponsive=0 Apnea = 0 Saturation <90% with oxygen = 0 gl?e-*&;sj gun hg of
PRDOIR ERSEVRIOE I ... ..ot ol tiitrs et cns seas e s A s

PERSEINING. .\ il i S T e

L e L <

Consultant Name: ...........ceeenene

Stamp

L E ¢ L Y A

T SRR ST e

SHE7118 1 e U S
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BY RAINBOW HOSPITALS
Your Right to 2 Safe Delivery

‘BirthRight'

Rainbow®
Chlldren S
Hospital
I takes A lot bo treat the B,
KUH-00080080 IP-00060740
Baby AADHYA
21-09-2018 TYSM27TD (F)

Or. RAMESH KONANKI

[0 II]IIIII I

Procedure Name:

Date:

(gpn.(‘ [Nicu  [JER [ Jother:

Liia 2

Diagnosis: Q M A :
Procedure done by: D - NMiKo
Assisted by:
Barrier precautions Skin preparation done using:
Hand wash Y/N N 1. Reloads v —
Gown Y/N s
Mask & cap Y/N ¥ :
Gloves Y/N 2. 24 if_ bt Tll =~ [
Eye protection Y/N N Aoyl dlins-

Procedure related equipment check list (as per procedure)

Airway/ Nasal prongs Y/N i)
Oxygenation: Ambu/Bains YIN
Mask
(appropriate size) ¥l X
Laryngoscope with \f
blade YIN
ET tube/LMA Y/N

(appropriate size)
Oxygen connectors Y /N
Suction apparatus Y /N

Post procedure care bundle compliance

Have all the sharps been disposed? Y/N.

Was the sterile field maintained? Y/N
Has the procedure been documented? Y /N

Adverse events-Y /N

If yes, details L\

Lidly

<lof
N

Monitor: QRS volume audible

BP autocycling
Sp02

Medication: Sedation/Analgesia

Paralysis
Adrenaline
Atropine

Y/N i
Y/N Yt

Y/N Ve

1 Wetarin
2. pidean—

Monitoring after procedure

o hoved

YN of
YIN
Y/N §

Position check required-Y /N

If yes, details N

Si

ature of Doctor

(Please attach this to the patient file)



KUH-00080080 |P-00060740 %
_ Baby AADHYA . = g
[ :1-&1—2013 7yoM27D  (F) Rainbow

Children’s @ BirthRight

| Or. RAMESH KONANKI \
i Coferars | S

MEDICATION RECONCILIATION FORM
Drug Allergies: "O?\ .................................... ,x/"%t known any Drug Allergies

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

Shifting FrOM: ... R e Shifted t0: ............. 1T ——

ON
MEDICATION NAME DOSE ROUTE LASTDOSE | anmisSION

SNO | (GENERIC NAME CAPITAL LETTERS) | (mg,mcg) | (PO, NG, SC,1v) | FREQUENCY | pare / Time ppivesos

1 Jc [Cbc
N

2 \ (JC LIDC

3 \ O¢ 0oc
4 \ 0c Cioc
5 \ 0c CIoc
6 \ ¢ C10c
7 \ 0C C106
8 \ 0c Coc

9 CJC OIDC

10 JC [JDC

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

Doctor Name & Signature : . Cm b 7B P‘W& Q/
Date & Time : '8&4 26.@). 10:A0 0D
Nurse Name & Signature: g Q. Qm‘f [/\ht
pate & Time - 18] 226 @ 'O

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




oy MDHY’: IP-090g,
;1 0925 ; 740 Q’/,
TS konag, Y70 Rainbow®
I W/W//I/M Children’s | @ BirthRight
}{Ilﬂllly Hos p ital . BY RAINBOW HOSPITALS
It takes 2 lok to treat the tie. Your Right to a Safe Delivery
NURSE HAND OFF COMMUNICATION - ICU
E DOA: \ g\.i ‘LG Diagnosis: S™M A Surgery / Procedures: =
2 | Allergies: |\0?\ Post OP Day: =
:
§ Date: Hﬂ ;H 2
: Area (o))
z Shift Time V)
e 3
é Diet: rf)P 0
& | Ventilation (RA, NP. NIV, VENTI) DA
2|1 I cannulohon)
= |2
=
@ |3
s
= | 4
Infusions / Transfusions B
PU Prophylaxis .QT\
DVT Prophylaxis NN
8P | wod15 A%
s PR | 11Bdim
§ Vitals RR | Q20"
- 50, | A 1,
< Temp| VT 4" v
Pain Score (0)
LOC Bﬁnlggns[i:o‘gsg;ﬂus Confusion, C DS uﬁe U
Skin Integrity 9&2&[&&]&%%[‘3 / Any other rﬁl\iﬂlf
. Physical =
Restraints If any Oaaicad =
Fall Risk (Vulnerable Y/N) if yes score IL‘
m%iﬁg}n, walking, moving with assistance, | ww) %m ?-{{ i
ADL (Dependent / Non-Dependent) Q‘JVN\M :
Critical Lab Test / Values l -—
(if any)

Note: RA (Room Air, NP Nasal Prongs, NIV Non-Invasive Ventilation, VENTI Ventilator)
Docu. No. : RCH/FRM / CLINICAL / 122



Date: LED
Area PR
shift Time M
Ordered 3““#
/ Planned
@
@ | 5
5|3
< [ S |Due
1k —
= | S
S| 5
g%
=
Reports Pending
‘—,_,.n--—‘
Referrals (I any) =
Remarks —
(Special Interventions like, Drainage
tube flushing etc.)
-, N
Handed Over By Name :
Signature : @b\
Date: \ﬂﬁ l,b“
Time:

Taken Over By Name :

Signature : \M/
Date: | ‘Q"l\ \»
Time:




