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WITH INTEGRATED cABLE  Rainbow .

EICS874-01 Children’s Blrtthghtm
[LoT] 2203235 Hospital . BY RAINBOW HOSPITALS

E 2028-11-08 Tt takes a lot to treat the little, Your Right to a Safe Delivery

SURGERY DETAILS

Date : %J%filﬁ» .........................
Patient Name: .. B3 » K?Q,%V ......................... Date of Birth: ....24.2.3.:202( .. Age: S\’l
Gender: ........(Jo4x Ward : ........ Q.‘.C? ........................ UHID No.: ....00.4:7..8294..........

Date of Surgery:

Name of the Surgery :

[]10T-3 [1]0T-4 [JOBGOT-1 []0BGOT-2

1. Surgeon

2. Anaesthetist

J. Assistant Surgeon : ..........ccoecernennns

4. 0T Technician
5. Circulating Nurse
6. Assistant Nurse
Special Equipment: [ Laparascopy
(] C-ARM

(] Neuro Cusa

Signature of the Sur

Order No: ?4/5?5/5

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

| Broncoscope 1 Harmonic [] Morcelator

1 Cystoscopy 1 Versa Point (] Liver Cusa

1 Others Cg{%u%/l\a\(\“ 4>

Signature %g Nurse

Order by: ..............




Doc. No. : RCH/ FRM / GENERAL / 125

S || e -
Dr, MANISY Gup wm
gy~ cosaion ==e e Gt ‘ il
- \% b CONSUMABLES OF OT It takes a lot to the littie. Your Right to a Safe Delivery
ST TR RS ....coion i it Date: .. WAL Time:....— !Q/VL
Anaesthesnafnlsnosables mmm" usea | SUrgical Disposables muﬁ usea | Disposables (Baby Side) M_Q‘V e
ET tube "2 e tad| | | Major Pack \ [ 1 ] mivitk
LMA h_,é 52 \ — | Sutures b Cord Clamp
ECG leads : Aff) N ( A Suction Catheter
HME filter : A /P.) N y ! Feeding Tube
Syringes :10cc Lo @ Vaccum Suction Set
05 cc 2O ‘5 Gloves C"f?, [ Er F ’,L Al 3| ——+ Surgical Gloves
02 cc 1o | B p-ﬁ@é fj;’,’ﬁ}?flz, a3 l[”_H Gauze Pack
01 cc e " . Syringe 1ml / 2ml
Cautery plate : A (P) N v | _p | Surgical blade Surgical Blade # 20
IV set v |y | Newbe { o L | > | Koochies (S)
RL / i D Cautery pencil 5 0o rmd N L D |
NS (4 ;@oal/suumiﬁnﬁ‘l) Ay 1A V| Koochies AN AL oy ] \ \ | loce 2 |
PR U{)’\\U ) () | ointments Adpnnolin 217
S TR (el \ | } | Suction Catheter , | Sov [ph— | |/
Fentanyl A \ Cap, Mask Jolte
Morphine Gauze Pack { N / 5
Ketamine Mop Pack — e | LY
Propofol 2, | 21 Steristrip '
Rocuronium £ \ \ | Underpad ] |
Glycopyrolate i \ \ Draw sheet | | QS0 A B :‘ﬁ wo A D)
Myopyrolats (15 ) 1 | o | Abgel i Mriacdan s\ae A3t [ 19
Ondansetron \ ; Foleys catheter Lo ¥y Moo fe oy (WU
Pencan 25g/ Spinal Needi@?) | — | Urobag e bon ;LX 4 -~ =
. . \ 2 3 q o
:upfvacafne g;::: . < | Chest Dra.unage Catheter ((SEVAY \m:l 18 ‘5\ o\
upivacaine 0. (Heavy) Romodrain bag Om-lca T [ |
Antibioics ~ \V P o \ { Bandage ¢ o: \\
g (lzootay v |\ | Tegaderm Madal miussasy (W —
SupposRbries loban (A 2,120\ >
Anamol : 80mg / 250mg / 170 mg Double J Stent Oe mg,[&b\\f@ A |
Supridol : 100pad. Vaccum Suction set 4 |7 |eocoipeaotivl —
Justin (5 ph %mgTyoomg [\ | k| Plastic Bed Shet Y Y Sk
Tab. Misoprost: 200mg_ Betadine Solution 1\ e PO =1
q\“\x\au \m—ﬁnnchoz \ad | | | Microshieid I | — | AatelONVe R
Gloves utAtiaia e [ury| — | CotionBals DA Cesopaw [V |
] A L)
VML xa A DeXa A\ |y} | Latex Gloves tof |[¢f/ vwolnpolas s L
OO () \ | = | Ramdione Scrub : .
Y Qo_wt\ulo.b/ub-ﬂ w |~ | sl )
Surgeon : ,;\naesthesnologlst NuErse = OT Technician
< i
Order No. :.............. O]%j:,qJ ...................................... Ordered by % ............................................................






% & Rainbow Children's Hospital - Banjara Hills

Raimbow . 8-2-120/103/1,2,3,4 and 5,Road No: 2, Banjara Hills, Telangana, Hyderabad, INDIA Banjara Hills ,Hyderabad
Children's " ,Telangana, India ,500034,
Hospital  BrthRint TEL NO :+91-40-4466 5555

e WEB : https://rainbowhospitals.in

ADMISSION SHEET

Regiittion Details : NIRRTy

Admission No : IP5-00176745 Admit Date : 22-Jul-2026 Admit Time :06:32 AM UHID : BAH-00478294

Patient Details :

Patient Name : Baby KIARA V Age :5Y3M28D

Guardian : Mr PRAVEEN V DOB : 24-03-2021

Gender : Female Religion

Occupation : Martial Status . Single

Address (H) : #1-85/1 RAIGIR VILLAGE YADADRI DIST Phone No . 8790021119/ 6301619283
Bhongir Nalgonda Telangana INDIA 508116 E-inall . NOMAILID@GMAIL.COM

Admission Details :

Bed Type : DAY CARE Bed No : PRE OP 401 Ward Name : 4F-OT COMPLEX

Room No : PRE OP 401 Admission Type : First Visit

Contact Details :

Name : Mr PRAVEEN V Relationship : Father

Contact Address : #1-85/1 RAIGIR VILLAGE YADADRIDIST  Phone No : 8790021119 /6301619283

Bhongir Nalgonda Telangana INDIA 508116

\ L

Signature
Doctor Details :
Doctor Name : Dr. MANISH GUPTA Specialisation : EAR NOSE AND THROAT
Referral Doctor : Self Phone No
Co-Consultant
Payment Details : Deposit Amount  : 0.00
Payment Mode : Cash ' Payor Name : SELFPAY

Printed Date / Time : 22/07/2026 06:33 Printed By : 018621 Page 1 of 2
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Rainbow’ |@ n; b
Children’s .BII‘tthght
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Hospital |\ Sessoen

ACTIVITY RECORD FOR BILLING

nm*"‘ gyamae®

UHIDNo.: _________ L3R T - S A Dot i o
O
Room /BedNo:_________ Ward:_________ Suggested Billable bed type: _ ____________
WARD TRANSFERS
Date Time From To Signature of Nurse
2fbe. [20% ] ER 0T 22

)
2

291 ZALYS !N , i gﬁ
AR T

Cross Consultation Visit

Doctors Name Date Order No. Signature

10

Docu. No. RCHBH/FRM/GENERAL/145




INVESTIGATIONS

Date

Investigations

Order No.

Signature

29\ M\aL

Y

ALu06

Lo




MEDICAL EQUIPMENT (WARD & ICU)

Date

Name of
Equipment

Connecting
Time

Disconnecting
Time

Order No.

Signature




PROCEDURE

Date Procedure Quantity Order No. Signature
m\m\w% (L Q\mmmm m AN M
PAc poas 00 0f Roay &
ANY OTHER INFORMATION
Date Time Prepared By :
Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
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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
Q/—‘-\?ﬁ/ e bk ot dn
.4 qb—é/‘) —
e s

@K@V‘ p CU\O\ON’\ o391 S @Oigy\v q’\\«ethmr]
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Docu. No. : RCHBH /FRM / CLINICAL / 088
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PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time Progress Notes Doctor's Order

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




BAH-00478204 IP5-00178745 .,[{é
ARA V I
::-:’s-':m sysmaep () ! Ral_nbow' BirthRi ht
Or. MANISH QUPTA | . Children’s irt Ig
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I' “ 1t takes a ot to treat the little. Your Right to a Safe Delivery

INFORMED CONSENT FOR SURGERY / PROCEDURE

Authorization By; [ Patient [ Patient Attendant

I, 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)

T Loblaka, A SS'G’tdﬁdcaqhnhUc&o—} .........................................................................

| acknowledge the following:

1. I have been made aware of the benefits and reasons of the surgery / procedure as indicated by the clinical observations and / or
diagnostics performed.

2. The benefits and risks of this surgery / procedure have been explained to me. | have also been told about the alternatives avallable
for this surgery / procedure including the advantages and dlsadvantage§ of the alternatives.

Benefits of the Surgery(s) / Procedure(s) : Alternatives of the Surgery(s) / Procedure(s)

Reﬁn& b Mo Deamg Meact &
& Sm,\.z

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
other 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 the listed above, | have also been explained about the possible complications of the surgery / procedure are as follows:
[a 6\@»6 7 =

1. lauthorize Dr. and his / her team to perform the procedural sedation
upon the patient / myself.

2. | recognize 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.

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.

Patient / Patient Attendant: Witness: ,\3

N-X
R e A i A cisinisasinsssssanspisnssiisassasio T g e A R N
NAME: ....cooonnrereinn! M(/“ VL\O\ .ES‘.{%.Q .............................. Name: .......... V. Rhaan, N ka,\LQLm ....................
Relationship with patient: ................ Moo i Date & Time: 2212024, 2780 42 Coconndh. Aon Elay
Date & Time: ....... % Qlﬁ%,g'QOM .....................
Doctor (who is taking consent):
Signature: ..... .. Name; ... 050\ .".*.'.‘.55..‘:........ "‘QL’* pate 24N> 8 time:. Folo e

Docu. No.: RCHBR/FRM CLINICAL / 027 (PT.0)



Z

- Rainbow”
Pati . . . -
atient Sticker ! \ Ch||dren’s . Blrtthght
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Sge_De.‘l:v_er;

BH0BE, | Fohabh otodnd Hgo

ohdos agbdaed: (1688 [ 688 ©B8o3os

Siko, DI HosBo Jid %8, 588/me b 38 TS Wk, Saberniad Soo BHasE (w) / Fehab(w) Sabhmens
voligorymeitn. (88,86 Hroen spuH dodks god Hoo HoodabEod)

o 800 BKARo vofisoiymr,i:

1. 8a8S Hodober odk/Bm Shid HOFp emiom, B JHasd, / Db odido Hodhn HRrame tHood
ddoodndon.

2. % posd | Sohabs Howopodid Hirames Hodky Hiremon Wi Ko HHOC ST
So 8508, | Sobabit &%, SEpimdine (HO0D, T8 Hamammes $Ok: Hipe: Tl BHO0SETAD.

| bposd, | gobmb pamame: . | Bpesd, | obab Haegin,aine -
| |
e LI , , ]
3. DFae Hesd, | Sebubiord, Sieso, adEE, hod shdibdo, sbdldR be ©89, Dz, 4% ok

oA (DVT), Heghd Flosbaosomo (PTE) Hod Hinmen Hogood edbsndo 4old mt Seo.

oo, B SHasd, / Hebuty, Fib ad, cibiess dok, P B, Hilvle: o SibEin Doden AYAHHD,
588 /e B8ih0 eBHBR it gro0d a8 ©8E ok Jabmas Knae kb edudhelar.

oo, ¥ $Hasd, / Fohab by dogfdosio adl Hiiien Krae i HHooTnTRaD:

| a ‘

| b. .

1. 4. w86 POR Kodkn TR0 ©0wmR;, 58/ B BHOBY,
/ et Schmens Sk eloduaiymri.

5. Bkgo b TaRgo Enidd o8 B xaw o0 B SolSEkyTL. Sokby, ¥08d, | Sokab Hodo mb, BcdEl
md O mgod akhSie Jik oo Jothmri.

6. P oo, Tk FRom efdudingw. Tk Hoddten adiioers obsedo gm.th, oodin odd, Tk @{é&nd%g gRY,

Hdmeribo ga,h.
B oonad Jik §rg BT, Ky odom akymrra G dsoRmw.

588 / 686 ®@803os: nd:

OB .-ciiioncininnsssssidisisssssnsisisansnnansnsasssnsassesssnssastss BB .t einans o s tie sdiniasissenesssine s iiesi
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Docu. No.: RCHBH/FRM CLINICAL / 027(26)




Baby KIARA v

L RO L )

Surgeon : 0. Maau<h...C motn evamao
SURGICAL T e ———— Wﬂ{q llllllllfllﬁllﬂllllllﬂlllﬂllll!l o g S Gonter | aintiow” PR
SAFETY CHECKUST Anaesthetist : ..\ 20.... SAL. AQHLSD..... y Name : QULW CO'SI:E{E .E:I,.t.:wxlsgm

Scrub Nurse : ... &4 affe....

Date : .92-).F-...... In-time : .52 A4S by Out-time - 55, 5%.«,

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

Pulse Oximeter on Patient & Functioning [ Yes (N6

Does Patient have a:
| OYes L}IG

Known Allergy?
Difficult Airway / Aspiration Risk?
OYes E;J»f(o

Yes, & Equipment / Assistance
Available

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

Access and Fluids Planned CYes M0 CONA

Blood Units Reserved CYes A0 CINA
Has Antibiotic Prophylaxis been given
within the last 60 minutes? OYes (AMlo ONA
Signature :......... .A’ ..................................................
Name .............. P2 B RAMYA....

Anticipated Critical Events
Surgeon Reviews:

What are the Critical or Unexpected Y)
Steps, Operative Duration, WA.
Anticipated Blood Loss?  \psl

Anaesthesia Team Reviews:
Are There Any Patient-specific Concerns? ,D"f m%kj/l:l NA
Nursing Team Reviews:

Has Sterility (including indicator resuns)
Been Confirmed? are there Equipment
issues or any Goncerns?

es ONo CONA

%DNO O NA
OYes ONo CINA

_OYes ONo

Is Essential Imaging Displayed?

Power Supply, Earthing, Power Backup
and functioning of equipment checked.

SIGNIN  Time.. 7:26.A2) TIME OUT _ Time.... 2.5, A% SIGN OUT __ Time: 525‘]7

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

Identity lﬁes ONo introduced themselves by Name and Role 7rYes CNo The Name of the Procedure Recorded _=fes CINo

Site #Yes CONo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle

Procedure 2¥es TNo Nurse Verbally Confirm Counts are Correct (or Not Applicable) /ZT{es ONo CNA

Consent Ci¥es CNo Correct Patient (Check ID Band) TYes CINo The Specimen is Labelled (including
Site Marked CYes GO O NA Correct Site es CINo patient name) OYes (A0 CINA
Anaesthesia Safety Check Completed oye$ ONo Correct Procedure es CINo Whether there are any Equipment

Problems to be addressed OYes D)lo' CINA
To Surgeon, Anaesthetist and Nurse:

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

OYes pd(o

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



SURGICAL
SAFETY CHECKLIST

SUrgeon : ....cccoevevannn,
Asst. Surgeon : ...........
Anaesthetist : .............
Scrub NUrse : ..............

............................... i
Pationt Name &, c......cssimisiinminsimsassssisis (1 p— Gender . ......... Rainbow®

............................... ) ; . BirthRi ht,.

,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,, UHID NO. & covvvvveeeeeeeecerrrnnees SUFGERY NAME : e ﬁg'slg'r&'; > .mwmgm

............................... T CIOOONNN | X1, - 0 112 |- S o

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

SIGNIN  Timeiooooee

TIME OUT  Time:.ooovvooovvennennn.

SIGNOUT  Time:......ooocoee

Patient Has Confirmed

Identity OYes CONo
Site OYes CJNo
Procedure OYes ONo
Consent OYes ONo

Site Marked OYes CINo CINA

Anaesthesia Safety Check Completed  C'Yes CJNo
Pulse Oximeter on Patient & Functioning T Yes CJNo
Does Patient have a:

Known Allergy? OYes CINo
Difficult Airway / Aspiration Risk?

Yes, & Equipment / Assistance
Available OYes CINo

Risk of > 500ml Blood Loss
(7ml/kg In Children)?
Yes, and Adequate Intravenous
Access and Fluids Planned OYes CONo CJNA
Blood Units Reserved CYes CONo CONA
Has Antibiotic Prophylaxis been given
within the last 60 minutes? OYes CONo ONA

Confirm all team members have
introduced themselves by Name and Role CYes CINo

Surgeon, Anaesthesia Professional and

Nurse Verbally Confirm
Correct Patient (Check ID Band) OYes CINo
Correct Site Yes CINo
Correct Procedure OYes CINo

Anticipated Critical Events
Surgeon Reviews:

What are the Critical or Unexpected
Steps, Operative Duration,
Anticipated Blood Loss? OYes CNo COONA

Anaesthesia Team Reviews:
Are There Any Patient-specific Concerns? COYes CINo TINA
Nursing Team Reviews:

Has Sterility (including indicator results)
Been Confirmed? are there Equipment
issues or any Concerns? OYes ONo COINA

Is Essential Imaging Displayed? OYes ONo CONA

Power Supply, Earthing, Power Backup
and functioning of equipment checked. OYes CINo

Nurse Verbally Confirms with the Team:
The Name of the Procedure Recorded

That Instrument, Sponge and Needle
Counts are Correct (or Not Applicable)

The Specimen is Labelled (including
patient name)

Whether there are any Equipment
Problems to be addressed

OYes CINo
CYes [ONo CONA
OYes CONo CINA

OYes CNo TONA

To Surgeon, Anaesthetist and Nurse:

What are the key concerns for recovery

and management of this patient? OYes CINo

Doc. No. : RCHBH/ FRM / GLINICAL / 111



BAH-00478204 IP5-00178745
Baby KIARA v

| Patient ¢ :‘r'mi:ﬂo §YIM20D () a L@
T ainbow® s
TR A Children's ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

Tt takes a lot to treat the little, Your Right to a Safe Delivery

BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSl)

To Be Filled In By Assigned Nurse :

DRI .......cocioi00msscinanisinimmiissn Rk s assa s s ool Duration of Procedure : . .....................
o 2.

Name of Surgeon : ............. [ n.-.....Mmu.S.Lx...C 212 R Date of Admission : .............. ?V .........

Bundle Care Criteria : (Tick (\/) if done)

Staff Signature

1. | Antibiotic given prior to surgery ? [ ] Yes ;LN&
[]Single Dose Antibiotic  or  Long Antibiotic Regime E 25 :
Antibiotic administered within 60 minutes prior to incision ? [ ] Yes[_J-No™
Name of the AntiDIOtC : ......................: M

2. | Hair Removal DYes;LNo if Yes : Surgical Clipper

Department where Hair Removed : [_]Ward [_]Operating Roo[n
LIomee: i i £
Skin preparation done (cleanse surgical area with antiseptic agent)? [_] Yes DN(

3. | Patient's body temperature immediately post operation (Recovery Room) R Eii
(Joral Or [ Axilla (Goal:36-37 °C)

4. | Name of doctor or staff administering the antibiotic : ........] N .‘J ...........................
=

Date & Time of antibiotic administration : ................... T (8 S S o SRS

Date & Time procedure started : .............. %2}%,[%@4 .................

e  Ensure form is filled in completely by assigned staff whenever patient had surgery

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

¢ Al forms (Bundle care and when required SSI form) are completed properly
e  Forms must always be kept in Infection Control folder in respective department

Docu. No. : RCHBH/ FRM / CLINICAL / 038



BAH-00478204

Baby KIARA y IP5-00178745
:4- ':;an:?n aunr:"mm " Z
H Rainbow® . = b
e Ny Children's | ® BirthRight
Hospital _ | (e
OPERATION THEATER NOTES
Patient’s Name : 80‘03 ........ Kayxay o Age:..2.Y.3M. Gender: (1 Male_female
UHID No.: ........ < 0 B i T S R Weolght : ....c.a0 -~ Holght : ................x
Surgeon: Dy. mmap| sh Asst. Surgeon:
Anesthetist: Dy, Sea Pha OT Nurse: gf&uw\j ~&gade |OT Technician: Goullams
Pre-Operative Diagnosis: Adu\g Fonosllaw Ay Per brapley
Surgical Procedure : '
C@u LL.‘(M “5-‘51 sk M’\T’“’UVW\[ l(_l,j
Indications for Surgery :
Adom odpamilon My ety
Date : l,_fq/ﬂ.é Start Time: § P End Time: & 2. A
Pre Operat{ve Preparations:
Pt MBm v b o
Post Operative Diagnosis: R T Yt dircncs
: 4
Peri-Operative Complications:
|
Operation Notes: \_), an 7 eced  Brdo haaty T
(ot laba, A<y “4'51-&1»\« (M’llc.d‘b-... Al st

{

Po&ﬁ - R _T?L.‘&‘{Yu,d\m

@“"m 1| fadmn,  ras % Ady Cﬁ Ao cwarto f-

Mm DO R Fru dd Mo [

3 JL. comc—Dlu Gpag SN O Mo Ge

&) Ta "MLMM G

@3 s, - e o 2 dvp & Ban v Mo gl
Doc. No. : RCHBH/ FRM / CLINICAL / 099 \“f% (P.ﬁ



Amount of Blood Loss: Blood Transfused (in ML)

Name and Humber of Surgical Specimen sent for examination:

Peri-Operative Complications:




sm—oww |P5-00176745 2

\\\\\\\\\\\\\\\\\l\\\\\\\\l\\\\\\\\\\ iy .Bth R ght

POST-SURGICAL CARE PLAN FORM

i :
Procedure DONE: .......ccveesseeees (ebolabian....... Besnaabted oo A‘;ﬁabmhwwtei7 .............................. 4]

T e I L —————U B R SR

Post-Operative Monitoring Parameters /Frequency:

Wound Care:

Drain /Special Lines/Catheters:

Special Patient Positioning and Requirements:

Nutritional Instructions:

When to Start Mobilization:

Special Referrals:

The new order for all required medications documented in the doctor order/medication sheet:
OYes I No

Any Other Post-Operative Gare Needed including Required Follow Up

Treating Surgeon ")/
/ 26,

(Signature & Stamp) 9§ Date: . ~ Time: @ & [

\ Note: Plan of care will be readjusted if necessary.

i imemaa A auARL [ 4ANR



BAM-00478204 1P5-00178745

'zl?;f&':" sY3M28D () Rainl:‘/%w' .
Dr, MANISH QUPTA Child . Blftthght_
LR TN Hospital _ | () musonoims
DRUG CHART
Date of Admission: ZZI“'ZG ........... Drug AlBIGIBS: .o D/N‘ot known any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR - Please use only approved abbreviations (refer to Hospitat'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.
E Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.
- The date and time of stopping the drug along with the doctors name and sign must be mentioned.
- Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this
drug sheet folder.
NURSES - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient  2) Right Drug 3) Right Dosage  4) Right Route  5) Right Time
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.
S0S / PRN (As Required Medication)
DRUG : Jate
Dose Route | Frequency |Start Date i
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:
DRUG : lT)i?:; [
Dose | Route |Frequency [Start Date| ’
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:
DRUG : 'Pi?[tlz’
Dose Route | Frequency |Start Date ;
Doctor's Signature |Valid Period] Pharm.
Additional Instructions:

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



BAH-00478204 IP5-00176745
Baby KIARA V

24-03-2021 S8YamaeD (F)
Dr, MANISH QUPTA

‘””"”'"”““"“”I‘Ml"ﬂ REGULAR PRESCRIPTIONS  Weight .!Q.H.Qkﬁ Ward

Date»
Tir'ne

DRUG :
Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Date»
Ti;;ne

DRUG :
Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Date»
Time

DRUG :
Dose Route [ Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Date
Tir‘ne

v

DRUG :
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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Dr, MANISH GUPTA

[N weight, 64U K Warg. ...

—TADIADI E RAOE Date>
[ VARIABLE DOSE TIU'IB Nursg Sig. l Nurse Sig. | Nurse Sig [ Nurse Sig.

Dose Dose Dose Dose

DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
D Dose Dose Dose

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

Name & Signature of the Doctor e Dose e i
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.

s i D D Di DA

Additional Instructions: e e = e

Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
Date»
VARIABLE DOSE - : ‘
TlU’le Nl.ws‘er Sig. Nurs&&g NurseSrg, Nurs£S|g.

Dose Dose Dose Dose

DRUG : Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
Dose D D DA

— Start Date o0se ose ose ose
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.

Name & Signature of the Doctor Rose oes .
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.

. i D D

Additional Instructions: pose . o o

Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
; - Dosage & Other ;
Date Time Medication ] R Signature Nurses
Instructions e 9
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r. MANISH GI.IFTA

\\l\\I\\Illlnl\lllllllllll\\||||| I\l

LV. FLUIDS CHART

SYLeLL00-5dI

Weight .l.‘e.‘H.L.I.l?f Ward. ..o

Pa6Z8.v00-HVE

Doctor

Nurse

Date of | Doctor

Nurse

Date Time ~ Composition of I.V. Fluid Route Flow Rate
(If infusion, mention mi./hr = Mcg/kg/min. etc) mi/hr Sign Sign | Stopping| Sign Sign
s a 0
M}/ OT™A )ld 4 — “g&é
| WY
o |3 PING R YRLZ/A® @ &
LA CTATE- !‘ ek (%7/ cgﬂ v gg
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B Children's | @ BirthRight
A Hospital_ | () smeoneins

MEDICATION RECONCILIATION FORM
D A e L. oo connernseeraersestrmmnsrnsssnssnstes _—Not 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)

Shitting From: ........ o Shifted to: ........... o 2
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
S.No | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, v) | FREQUENCY | bove / Time ?2'::,?3',?&'
1 OC CIDeC
. e
2 / 0¢ 0I0C

3 // (JC OJDC

4 / 0c ODe

5 / 0Jc OJDC
6 / JC CJDC
?// / . Jc dnc
8 / Jc Jbc

9 [JC CIDC

10 JC CJDC

* C- Continue, DC - Discontinue

MEDICATION HISTORY RECORDED / VERIFIED BY

RO T BIONAIUNg . ccccnsvminssiindlismmlis sy sss siviissassnssssnisvasssveson iy

.
Nurse Name & Signature: ’\M\MA‘X& ................................

Date & Time : '2’1\?\ 266..@. 6120 .00
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