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Patie 20-05-1981 BY1M17D ) childrenls ‘Bil’thRig ht".
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& Dr. HIMABINDU VEERLA 8Y RAINBOW HOSPITALS

e i | 4
A /Ay Hospital_ | @ S
youts  vURGERY DETAILS

Date ... o FAA A
B o &\@gP\YLUjU\AO\ g 1 O O Age: 415}
gender: ... L EMAA L. Ward: @*QST UMD NO.: .o e s 0
Date of Surgery: . Th-| A\ 2L 101 10T [1OT-3 (674 (10BGOT-1 []0BGOT-2
Name of the Surgery ......TEQL.H.....,tﬁ.12>.}.$...g.ﬁ.Q.P?\,&.(;{G.GE:@..WA....‘TQ .......................................

! \t Lo ;
MEN e B 20.0) M

N

NAME AMOUNT
1. Surgeon : WC\(CH{LMQQX){;\«C/‘C/ SLeFRats on
2. Anaesthetist b e A S A0z R Ubs

3. Assistant Surgeon : ....... ‘DY‘SWW ............................ 0T.2.65.69%

4. OT Technician  : ............ @\O\WM,W ..................................... e 7 A0S ...

5. Circulating NUrse © .......ccovevevene % | 6 ORI e (0 5

6. Assistant Nurse Q’\(a\ml’lﬂ\s{—f ..................................................

Special Equipment: Lg{):gascopy | Broncoscope [ Harmonic (] Morcelator
A196
(] C-ARM 9 l | Cystoscopy [ ] Versa Point "] Liver Cusa

(] Neuro Cusa "] Others M?Mﬁ?,}o ..... 9 Lq 146\

AZ/——AO(U\ Q\O’S Yo H<uto @mcru> %—\
Signature of the Surgeon - Signature of Circulating Nurse

Order NO:..........ccu.ccn Cﬂ 60“0!(90 ................ Order by: Q b Cli_t;

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

45Y1M170 (F) 2 <
o, HAGINDU VEERLA LH Children’s ‘Blrtthght
BY RAINBOW HOSPITALS
1 0 A A -[-?HH(QONSUMA oreon i

OF OT Hospital
Circigating Staff ©.... gl .........ccccovueivernnase UBEHIHCIANS ... v - o ivmennsansninns atps | T:f/ ................ Time .. ? 306@9
Ana osaples wsea | usea | StiTGICal Disposables eued ¥ .| Disposables (Baby Side) |, Y

ET tube (K_'{ O -5 [ \#]e [ { Major Pack / 1 (| InjVitK
A V4| — | Sutures : Cord Clamp
ECG Ieadsf A/P/N s jed|% {\\k\ro ) 0y i»b — Suction Catheter
HME fitter /XY P / N olle1lao( 92941 > | | | Feeding Tube
Syringes 0cc 20 o - M Vaccum Suction Set
05 cc 2% | (o | Glove / 712» H |4 Surgical Gloves
02 cc o \o |["PHR 17,7, 0471 | | )Gauze Pack
01 cc e A g % 4 Syringe 1ml / 2ml
Cautery plate( A /)’ /N O( o ! Surgical blade [\ > 2,9( H j Surgical Blade # 20
Mol - T 0) | 4 | NGwbe (5 " | koochies (S)
RL o~ e |Of | o3 | Cautery penci S =007, e !
NS : 10mi{ 100mi)(500mi (fooomi ) £ + |11\ | Koochies o j 5@ 2%, |3
n,;’;u/ M o) { | Ointments 3 o
Urstdesy ce|_oy || Suston Cavtr l Ao (0 .257]] |1
Fentanyl Dl | ¢ Cap, Mask p’\”ﬁ-a g'}q m q,( '4. 4
NN DR AT IR
Ketamine Mop Pack AV
Propofol Y | 9| Steristrip \ 3
Rocuronium 0 )|t | Underpad 1 {
Glycopyrolate o) | £)\ Draw sheet 1 [
Myopyrolate nl |t Abgel \@\4\ ,CID s 2
Ondansetron 0 ) 0] Foleys catheter / \1_.{\ 1 J '
Pencan 25g/ Spinal Needle 22 " | Urobag N 9 Py Bk, 5.8 Ll
Bupivacaine 0.25% (o] ) [ Chest Drainage Catheter ; : A .o 2%, 20 )H —
Bupivacaine 0.25%(Heavy) Romodrain bag G 5,.9_( py p) [
Antibiotics Bandage Thop (e yudeedlel iy | H
QJPCCQ o) |1 Tegaderm M#—-&nt JZe |1y [14]
Suppositories : @ap,——/u (\7\ Q_RCJ"" [ ) Lg\r‘g_,h,, droriceaD | 1M H‘f
Anamol : 80mg / 250mg / 170 mg Double J Stent : IR W |e—
Supridol (106mg) — D) | \ | Vaccum Suction set J ) Byl awho Yy e 14—
Justin: 125mg/ 25mg/foomg) [ o) | t | Plastic Bed Sheet 1 |—lecp oo (Dm0l
Tab. Misoprost : 200mg Betadine Solution - s g £, . f. e H O \
2 41y locn 40003~ 4 | @ | Microshield o1 ) '
R ey (y34) Cotton Balls . {
e N o) YT
S oo 80 14 |~ | Ramdione Scrub & o B
& e i} q,,lq}‘_;, 2 | |4y — | Saral
Surgeon Anaesthesiologist Nurse OT Technician
Order NO. ... 757;‘ ....................................... Ordered by : oo Rl SRR N T

Doc. No. : RCH / FRM / GENERAL / 125
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Chiidren's|  BithRight ESTIMATION SLIP

Hospital _ | St P
Date : WLk UHID/IP No.: : - £ 3¢/ S No. 803'75
Name of Patient : ;M&: Z\ k!&im!f“ (q LA p{ﬂ; Age: Gendcr:_E—_'_

Father's / Husband's Name : __AAM_UMM@M&& / Occupation :

Address : Phone : qg VAR T LY 69 . Email: T
Procedure / Plan : 'Té. [H = JZ/L o e : Fh
MODE OF PAYMENT : [HSELF []TPA: [] GIPSA: OTHERS
'TARIFF INFORMATION : O ilbea Baakin ( A gg Y
\[T RooM ‘ PICU | MICU
CATEGORY GW SwW TSW PR DLX SDLX NICU C ARE

Reom Rent &

Nursing Charges ! )

‘m’lzmor s Fee . oy 5!50

L. Tax o Q"j \
PARTICULARS . |24, AMOUNTR) pftsoe 40T
Surgeon's / Anesthetists's Fee / O.T. Charges A?\L[' @ noi} 2 U
O.T. Consumables \.) 9 co0. ‘Subject to.approval by TPA / Insurance. Company *
Instrument Charges % u | ” - An - Not Covered by TPA / Insurance company
Pharmyy‘Consumablw & Inﬁ]gaﬂﬁn! {'_.ng ; R As per actual - Not Included in Estimation
: Monitor : Ox‘y-gen ot llnfusion pump / Syringe pump :

Eg:‘;_m:sm Ventilator : Conventional : HFO-SLE 5000 : HFO Sensormedix :

X Phototherapy : | Single Surface : Double Surface : Triple Surface :
Blood/ Blood products / l|(plrants /1P or Vi x ’ A : :
OP Procediires / Cross Consultatio ﬂif{ e As per actual - Not Included in Estimation
Packhg'é 2 | g
Others Wl 60X '

. | Initial Minimum Deposit ~ A B T
P> ki sle - :
1

The estimated amount may change according to duration of stay, medical condition, investigations pharmacy and any other procedure.
2. Theestimated surgical charges may vary subject fo surgeon's decisions / Comphcatlonsll’atient s requirements / Mode of l’rocedure (Like Laparoscopic,

Thoracoscopic, etc) / Unilateral to Bilateral Procedure, ~=——"" J\' T—
"ﬂ—-_—q—-—#
3. Incasethe patientisshifted from lower category to higher category, all charges for the consultant visit, mvest:gatmns, tions and/or m the date
; of admission will be according to the higher category. — ﬂ‘:‘% g’(. ST
Room eligibility is purely subject to TPA approval and the package/Room tariff starts from the time of a mission. * A’ e

5. Proportionate difference of bill amount is applicable in case the patient opts for a category higher than the TPA approved, which has tobe paid by the patient and
may not be reimbursed by the TPA/Insurance Company at later stage.

6. For Non-Medicals, Disposables, Consumables, Infusion Pump, Taxes, Implants, HIV/HbsAg, Medical Records, Double Occupancy and Registration
Charges, etc, credit cannot be extended. These items are not payable to us as per Insurance Company norms. p

7. During Non-working hours of O.T (8:00 PM ot 7:00AM), Sundays & Public Holidays, 30% extra charges are applicable on surgical cost, and this is not”
covered by TPA/Insurance company. In case the length of stay is beyond the package permitted, additional payment is applicable, for which kindly contact the
Financial Counseling desk between 9am to 6pm

8. Difference, if any between the final bill amount and amount permitted/ approved by the TPA or total bill amount in case of denial from TPA has to be paid by
the patient. In case of denial, cash tariff would be applicable.

9. Two attendants are permitted with patients in SDLX, DLX and PVT Rooms and only one is permitted in the rest of the categories of rooms. And no attendant
is permitted in ICU’s. Kindly check your billing status on day to day basis at IP Billing Department.

’\Aﬁ U ¢ - DECLARATION
I D-v‘u \Liad -.m “=it.”I_““have attended the Financial Counseling desk and understood the expected costs and other conditions
applicab:;lﬁl TPA/Insurance Company rejects the claim for whatsoever reasons at any point of time after discharge, I promise to settle the claim with ospital

Pusled -

“Signature of, the Client Signatory Relationship Signature of the Financial Counselor

.




o Rainbow Children's Hospital - Banjara Hills

&
Rainbow . 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  &=™ TEL NO :+91-40-4466 5555

: i WEB : https://rainbowhospitals.in

ADMISSION SHEET

) 2 : URRHRRNE L4 LR TR ]
Registration Details :

Admission No : IP5-00176058 Admit Date :07-Jul-2026 Admit Time :06:02 AM UHID : BAH-00660591

Patient Details :

Patient Name : Mrs ANUJAYA GUPTA Age :45Y1M17D
Guardian : Mr HARI VENKATESAN DOB : 20-05-1981
Gender . Female Religion
] Oc.i-pation : Martial Status : Married
Address (H) : E1, Row House Phase 1, Kanha Shantivanam Phone No : 9632581375/ 9560763562
(near Chegur) Palmakole Mahabubnagar E-mail : ! i
Telangana INDIA 509325 -y  Srgaya.QGemat.omn
Admission Details :
Bed Type : DAY CARE Bed No :RC 406 Ward Name : 4F-GYN RECOVERY
Room No : RC 406 Admission Type : First Visit
Contact Details :
Name : Mr HARI VENKATESAN Relationship : Husband
Contact Address - Phone No : 9632581375 / 9560763562
(
ature
Doctor Details :
1 Doctor Name : Dr. HIMABINDU VEERLA Specialisation : OBSTETRICS AND GYNECOLOGY
Reiverral Doctor : Self Phone No
Co-Consultant
Payment Details : Deposit Amount  : 0.00
Payment Mode :Cash Payor Name : SELFPAY

\ted Date / Time : 07/07/2026 06:03 Printed By : 017494 Page 1 of 2




2
Rainbow’ . o g
Ralnpods: ..Blrtthght

HOSpital BY RAINBOW HOSPITALS

N
It takes 3 lot to treat the little. Your Right to a Safe Delivery

ACTIVITY RECORD FOR BILLING

Name: . e m e A o e
BAH-00660591 1P5-00176058
UHDNo.: . _ IPNO:_; masisnr  revimrs SO e 2 B s
Dr. HIMABINDU VEERLA
B o, : S [T e — Lo A
Room/BedNo:_ _ _ ______ Wapdi: . .g o e Suggestea sillable bedtype: __ _ _ _ _ _ ______
WARD TRANSFERS
Date Time From To Signature of Nurse
1% | 230  GyA T ey
|  1Soa ot Uy AL o\,}/
N>k 3 4{;’¥( Qv - % M-UEIJNQ
/
Cross Consultation Visit
Doctors Name Date Order No. Signature

1

2

3

4

o

6

7

8

9

10

Docu. No. RCHBH/FRM/GENERAL/145




INVESTIGATIONS

Date

Investigations

Order No.

Signature

2 [ U 4\'0;\”4; fos  UpE

26682 © 1

oy

4




MEDICAL EQUIPMENT (WARD & ICU)

Name of Connecting | Disconnecting ,
2l Equipment Time Time DAY o, Signature
? ‘ ' \
/7'L G dn paades| \103084 | 23004 959) 1Y%
7 &




PROCEDURE

Date Procedure Quantity Order No. Signature
2. a 10 ) Yaduer
. - . =
Ho- v plaamt 3 9\}‘3’5&/ )
Yy Couts oo ‘ ) G ”ﬁ'{, _
ANY OTHER INFORMATION
Date Time Prepared By :

Staff Nurse

Shift / Ward

Billing Assistant

Billing Supervisor




wm?’ IP3-00176053 'z
e ST Mrs ANUJAYA GU . = ® |
& ;i.(::;:‘:mu VE%E ; M17D () E‘a:l?;)l%vl::'s ‘ Birth Rig ht
i BY RAINBOW HOSPITALS
O ¢ o HomRlEl, | U

- JSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date of Admission: 'ﬂ}[%

Baseline Information:

Admission From: OER ] OPD O ission Desk [ Others, SPECHY ...........cumsseenissscssorsmision
Primary Language: 1 Telugu CJ English DH“ T IR ... i
Do yourequire an interpreter? [ Yes ;N( YOS BDOCHY .....ooicisiiissconisminmd i it sass isamsnsanassvassin shiniins RS LAl R s
Source of Information: =~ [ Patént ] Family GG T TR N Y 0T SR S s
Allergies: [1Yes [ NQ/ [] Medications [ Blood Transfusion ] Food Ld-BIOE: L. sttt i et
BENOE MBI i 5 v cinisiinsissinsiinecsssisdossomssinsnisscipsninsiussismosn e SO BRI N0 L e i, L. A R
Chief Complaints: Doctor Notified on Admission: WD No
v SAMM TWAL | VN oy .. Nameof the Doctor: ... Ne . R
................................................................................................................. Teetiiee: . 1 o e
Past Medical History: Obtained From [1Patfent [ Family Member [ Medical Record (1 Other (specify) ..................
Past Medical History Past Surgical History Previous Hospital Admission
Gynecology Assessment: [] Not Applicable | Gynecology Surgical History: Gynecological History:
MaREIual History. ... Caesarean Section: [+No [ Yes Contraceptives: @No [JYes
................................................................. Cervical Cerclage: #No  [1Yes V_aginal Discharge: «TNo [ Yes
Onset of Menarche: ..........cccominieennrnenies Ectopic Pregnancy: [AG [ Yes Post-Coital Bleeding: & No [ Yes
Menstrual Cycle: [ LRégular [ Irregular | Myomectomy: LMo [VYes Infertility: TNo [Yes
Last Menstrual Period: ...............c.ccovrunnee. Others: If Yes Type: [ ] Primary [] Secondary
Obstetric History: G ................ AL B Oy o e T SRR ,
Previous LSCS: M ............................

Current Medication: ] None \w If Yes, Fill the reconciliation form,

Family History: [] No Abnormalities Detected

] Heart Disease Hypertension 1 Diabetes L1 Stroke (1 Seizures [ Kidney disease
E 1 Liver disease 00 R AR
Vital Signs / Measurements: Temp: .98 bt HR: ... 8h Wt RR: .0 WL
e B At weignt . M3:ST Height: 1 M€ O BM: ...

Pain Assessment:  Pain: [ Yes W(If Yes, complete the Pain Assessment / Reassessment Fbr'm)
Docu. No. : RCHBH /FRM / CLINICAL / 151 (PT.0.)




BAH-00660591 IP5-00176058
Mrs ANUJAYA GUPTA L
20-05-1981 A5Y1M170 (F}

R T

PHYSICAL ASSESSMENT

General Appearance: My [Till looking [] Anxious (] Agitated TG 1155 S U AU

Fall Assessment: [ LY EING  Sete.....ciive. (complete the Morse Fall Risk Assessment Sheet)

Risk of Pressure Sore: \B‘és OONo Score................... (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
"J Mobility problem ") Walking Problem \'/:'Nﬁ\bnormality Detected
O Developmental Delay " Musculoskeletal Congenital Abnormality

Ihform consultant for positive criteria

NUTRITIONAL SCREENING: p);o’ Abnormality Detected

1 Overweight L] Poor Appetite > 3 Days L] Needs Therapeutic Diet.
[JUnder Weight , L1 Diabetes Mellitus s O Hyperémesis Gravidarum
Inform consultant for positive criteria p

PSYCHOLOGICAL SCREENING:
Cu%ﬁw & Cooperative " Restless ] Depressed [ Agitated ] Confused

Inform consultant for positive criteria

SOCIAL SCREENING:

1. Marital Status: [ISingle [ [Maffied (IDivorced (] Widow

2. Special Habits: Smoker: [ Yes _;fNo Aicohol Abuse: | Yes (LMo Drug Abuse: []Yes [No
Social History: Lives With ............7~. 0"‘"“ ...........................................................................................................

Orientation has been given regarding the following aspects:

Call Bell in Reach : _Jfes (I No Waste Disposal Explained: [J¥€§"[]No
Infusion Pump : O*Yg [INo Hand Hygiene Explained: [l¥es [ No 1 Others
Above information given to .................. PR e

Name of Person Orientation was given to: ME" ...................................................
TR0 DR RO TUIIMIONE chocicviioneisiviasivnss bubinsiovinsont ouiibiahs 1o riis ysdos Lo haspbssicheisa

Nurse Signature: ........... wf ............................

NUISE NAMIB: .. ceeerro st I i

Date & Time: ....... —'l?h'b ......... ol :}‘ﬁ?
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I.P. AbwidS1UN SHEET FOR GYNECOLOGY

2
Rainbow® : .
Children's | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

Time of Admission 2........ 3 AnAat. .......obnal LU0,

mknow any drug allergies
------ T TR L —
’Cla L, menshual JoleegL r)(lo‘cii) MRT - mgf =dngg
7 /_1_;U4- -boll'q, RV . WS AF3AR 2ep,
. k["—‘to Ebrﬁvc, o—’e,avs > 22 - ™ mmnll echotectore @; ETilrn
2060 1B Forn antevor coall &-;bys‘c)
Csor“p\'ﬂf"’jl o\,t.,')lo:z:rq crdomehial blo .
s 3|31l - LSU b e
— LmP- \CL\ \2‘91-6 e 1“‘)2—4 . -0k = bvll; o Fx% B F %S bemn:
S p , l %a:lg Bb 61 F2¥ S5 Gemn in
7 z S| -
e 5 e 4 onbed et emedum C)-E JLW‘!(QUS cﬂ’
viens ¢, J 2 cﬂ,_{,P\OQ H‘LA,
@NQ@mehnom . \j '
'_-3 @ 244 2 ern @ | 'C.,)(\u-r\ oer‘rWCl?fl R
& : oL Onwerctiedyoyy, ,
MENSTRUAL HISTORY R osgmmé*ﬁlsmgv : { plli v
) r
Year of Marriage : Joes @ pemn” Parity : Nu’u" vawidle » L@
Previous Periods : 3 —-Ic:)’ 22-2§ Mode of Deli : 7
' qu-‘. ivery
LMP : T P biewj‘,a ‘fw, IQL‘J' Last Child Birth :
Pt
Contraception : 3 b s ﬂb B |
PAST MEDICAL HISTORY PAST SURGICAL HISTORY
..—-rTo\k&Vi v él\raﬂ I p 20 ~ quim_) Jﬂ\l CJMD
Dolo - LCLPCU-OSC le g‘k‘g‘q-n
e h’o Ly[)uwhlbl " Z@jj “1 7 7
USCQD U'f"v c rreol:(a*ron
noLLY %m‘d-

Docu. No. : RCHBH /FRM / CLINICAL / 086

(PT.0)
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Mrs ANUJAYA GUPTA

20-05-1981 45Y1M17D (F)
r. HIMABINDU VEERLA

10

L FROTUNTS MEDICATION HISTORY:

Fodher — Elelo “om - Lurn
See reonsolodwrn Qa-(m .
Medher - kefelo HTV |

1 T T —

DateASJ:L*_ Breasts Local/Speculum Examination
Ht__1LBecpnWt_ 42§
CCWI'.( A

! (+5 Uwr,,ﬁu%ﬂ

Pallor ___ cuogemyd '¢SP92 ~jkd en RO Bimanual Pelvic Examination

Abdominal Examination
o i P Jv - Ut wlbewks snd.
Respiratory System __] = w/.\ - oy lbede
Thyroid

PROVISIONAL DIAGNOSIS : \y ||+ prevs © Al uall leae. }/u@ﬂu? /umb(m‘ :

INVESTIGATIONS ORDERED PLAN OF MANAGEMENT
RB posihve.: @ Admission:
@ PAc
3]1\16 JS
_—— i ; [ NBN\'
hbag= S| - :: f::_;él‘ > cpn‘fo“u fj aw/p
: ; : X esd Chonkep
A S Lo p. D

hpT7 - 33 Wi ?) W

Creod = 0§~ Ca -2 —413.4 ¢

2FT(%)- CRIGQ - 4.9 (5 ﬂc)?ewe,,_ (> ppec -

AN - o0
b 4 (LR N OS% .&9 ol on CQLL
i | Heu —> PAP CHPU‘:] ebp-2a¢ (¢Q~\'
H “l\’ \3&
E M » %
' ‘Fb.ﬁﬁ MR- 1 %\\;0 o
L Rl A R R ST

b2
) ot Qf‘g g
Name of the Doctor : m - “ln:r:L‘mdu . Signatufe of Docto % Mercrebind |
Date & Time : —'3—2114-57—6433“4 .Z/“/\ u.
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Mrs ANUJAYA GUPTA ‘_/j) 2

7 R Rainbow” | @ g it
YT Chlrrs | G BthRion
=4 OPERATION THEATER NOTES
patients Name - .. H{EA: ANVIAYA Uupblon - age:.JJi5. .. Gender: CIMale UFgmale
UHID No: ....... %ﬁf’.,.’...?.?.i‘..@.qgﬂ.l ............................... Weight : .£{.5.:S. k:\} R L SR

Surgeon: e N\ HCul ' M n\ (,] Asst Surgeon :
Anesthetist : DR Thef nlaA OT Nurse: @ -prbw;aﬁ/t oT Technigian.::[?wﬂ(h ‘

Pre-Operative Diagnosis: PN“ E) ~ Nu \HD D 'P (L? /\m f(& g
\

Surgical Procedure : :

Ry + B gca?pf’u%e@_mw,w
ndications for Surgery : - | \ ‘
o Sn p0R ~ Nullple fHbsO1AS

Date:’T,L\C}\ 56k . Start Time: () ;\M End Time: | fDQOA’YV}
Pre Operative Preparations: M) NR W ((% 6 g& Q .

(R T W@~
Q{ Cplrl(l '*‘a )(IQ(/LLO !/?j\v{f '!f\_/

®

Post Operative Diagnosis: (PO@JF —-ﬂL H o~ NM( H }){Lj ‘UL(O(WT o (0 (‘( S) ;

Peri-Operative Complications: Nt

Operation Notes:

+ 4 Afv- Aepre precatou¥ / Qﬁz((nm_mo
& OﬁQ\AOm\M ’Ow /OC()/anrﬂ 20 JA@]DIC %

—

> 8Py A5 uag @(WW@ culanted o [0 LON,
L Q)

| NN T o plo A hwatds
7 S o I Pt Hoa ( ﬂ( n bt ¢
LQ_)) @[(}L LA O AR (Ve i T B T |
@ ol Lo \No @rL[LQAouF (O (gl Qita /ﬂ
Quabd [l /

Doc. No. : RCHBH/ FRM / CLINICAL / 099 W U gk X 3 (P.T.0)



Post2 - H-Hwm _ QGMUMBWO&[

"& Vol QI_Q!\QAmf

2] S | - QL(I}*{;G(\

{‘QC(‘,Q?{S) o EQUJ& meuufk B
2 A 0 Q "\ J
&= all- ¢
_ 1N r\(“\\((: @T \r_\,@\u‘hﬂ\u@w V}Lq 9k\ﬂvl‘§(‘( X) Lf)ﬁna(c A u/?)
hetllod Adcdi AP
—1 2y nledue e lr Byreinlotrral UA\[QLQMUHR R/
waloyxed s ous catlitens (o d S\
~vatll Wy ok g Glewnd€ @ Ao (Xl piseug |
Amount of Blood Loss: L3201 ‘( Blood Transfused (in ML) MNOTL I
Name and Number of Suhrai‘c'a!vsvpeéimen sent for examination: il
Wewe 7 bol el Gde BPR
Peri-Operative Complications: 5 P)\\\L S‘}b\‘ e I~Q UL QQQ Uy
! ——\\}@Q(‘(\\ (Tj\\ %Ulh{%{:’((-\q ? D \ic )-»
Pl
Dt adrorde N ‘
T ™
(?‘\‘\ L @_\KOK%LH(‘V\/‘%D /’_\l\G L
R S e
D Secle P | 1D
T F\/ R ‘C} ﬁ
gy PrvbeR—
‘ Doy Pt g fﬁA@(ﬂf
(4 ‘ :

b % \,‘P‘(’&
Name of the Surgeon: W[_{(W@O\%ng He )

rr\'“‘ ‘l
AT -

...................................................
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Rainb‘;(;w
Children’s
Hospital

It takes a lot to treat the littie.

\\

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

‘BirthRight"

DEFICIENCY CHECK LIST OF CASE SHEET

Doc. No. : RCHBH/ FRM / GENERAL / 126

SL.No. List of Records No. of Pages Legibility Completeness Remarks
1 Admission sheet A
2 Discharge Summary ' (
3 | Nursing Initial assessment { -
4 | Patient Transfer form oy
5 In-patient Medical record :
6 | Doctors progrgss sheets |
7 Nursing plan of care and handover sheets ' Q\
8 Consultation sheet ’
9 General consent for treatment \
10 | Consent for Surgery 3
11 Consent for blood transfusion
12 Consent for chemotherapy
) 13 | Consent for high risk
14 Consent for Restraint
15 LAMA consent
16 Consent for special procedure / Sedation ol P
17 | Consent for Formula feed
18 | Consent for MTP
19 Consent for Radiological Investigations
20 | Consent for HIV test
21 | Anaestesia notes (Pre Anaesthesia& post) \
22 | Neonatal Admission/Delivery/Physical Exam '
23 | Medication Reconciliation !
24 | Emergency Triage record
25 | Pre operative check list \
26 | Surgical safety checklist 1
27 | Operation Theatre notes {
28 | Nurses clinical Presentation
29 | TPR &BP chart
30 | Intake and Out take chart (fluid chart) )|
31 | Drug chart (Regular Prescription) i
32 | Investigation Values (result sheet) [
33 | Nebulization chart
34 | Nutritional review chart \
35 | Intensive care unit (ICU Charts) ) ] :
36 | Consent for Admission in PICU / NICUlog bne | |
37 | The Humpty dumpty scale )
38 | Braden Q Scale 1
39 Bed side check list
40 PICU bed formula Dilution feeds
41 Gastro monitoring chart
42 | Rch ED doctors note
43 BP Monitoring chart
44 | RBS monitoring chart )
- P wm | 2,
oWy elepial T 1]
L Total No. of Pages . | 3
\ Signature and Date : 4

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

OBSERVATION :

DATE : SIGNATURE OF MRD INCHARGE / EXECUTIVE
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Children’s irthRight
V0 iy rospital_ | () zzsemor:
RESULT SHEET
Date L] Y LA
Time
Hb -1
PCV 12. b
RBC 289
WBC .36
N/L )
Platelets 94 b
CRP
ESR
PCT
RBS as
Na :
K
Cl
Ca/Mg
Phosphate
Urea
Creatinine o b
ALP uq
SGPT 12
SGOT o B %
T.Bill/Conj oL Jo |
T.Protein .
S.Albumin U b
S.Globulin 3.9
A/G Ratio %9 i
Uric Acid
S.Amylase
Sr.Lipase
Blood Lactate
S.Cholesterol
PT/INR iy 10
APTT 21
CSF Protein / Sugar
Cells
N/L

Docu. No. : RCHBH /FRM / CLINICAL / 0138
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Time

CUE - Alb

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

Stool Pus Cell
OVA / Cyst
Occult Blood
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T 20-05-1981 45Y1M17D  (F) ainbow . s bt
Pe Dr. HIMABINDU VEERLA Children’s . BII’tthght
00 A Hospital s
It takes 2 lot to treat the litte. Your Right to a Safe Delivery

MEDICATION RECONCILIATION FORN
Drug Allergies: ............ T N e Aot 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)

O ... ... oecooeeeisenesiassnsassasassasasssnsennss DIRERE. ..o sotisa i b
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
S.No | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, 1v) | FREQUENCY | noe / Time ?gﬂ:ﬁfm
1 OC_[3BE
? TN 1 Po D
2 (JC JDC

3 [ / 06 [J0¢

4 / 2 e
. / Tt e
iE |
S RE T
A8/ s
|
|

¢ ODC
10 \

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : ...... 2 .. 2r gWH&/g\Aﬂu .................

LJC OIDC

* C- Continue, DC - Discontinue

Date & TiME : ....cvvvee.nn. ’#}'& TN A ¥ T S 5.
Nurse Name & Signature: ............ S 44\, .. ¢ fu . P
Date & Time : ........... 3] ¥ oA- 6304

Docu. No. : RCHBH /FRM / GENERAL / 090
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Rambow

W

Hospital

It takes a lot to treat the little.

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Children’s \ .Blrtth ght

LY

SheetNo: ............. REGULAR PRESCRIPTIONS Weight .............. Wand ...c.... el
; Dater
DRUG: "+ P ARTOPRAZ0LE e 4.

Dose Rorte Frequency %?t
ey | €0 | £0 6 | ol
NaméJ& Signature of the Doctor O Bl
Starting the Drugs: G
D’} - g’l—ﬂ.oa-l-h:
Additional Instructions:
o
=
Daily Doctor’s Endorsement by a Sign |
DRUG : bates
Dose Route |Frequency |Start Dt.|
Name & Signature of the Doctor
Starting the Drugs:
Additional Instructions: g
Daily Doctor’s Endorsement by a Sign
DRUG patey
Dose Route | Frequency |Start Dt.|
Name & Signature of the Doctor
Starting the Drugs:
Additional Instructions:
Daily Doctor’s Endorsement by a Sign
DRUG : Datey

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Docu. No. : RCHBH /FRM / CLINICAL / 108




Sheet No: .............

REGULAR PRESCRIPTIONS

n

\

=
=

Rainbow"®
Children’s
Hospital

It takes a lot to treat the little

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

} ‘BirthRight"

Weight ..............

DRUG :

Date»
Tupe

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Qate >

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date >

Dose Route | Frequency | Start Dt.

Tupe

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date»
Tir'ne

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Docu. No. : RCHBH /FRM / CLINICAL / 108
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DRUG CHART

\

#
e

Rainbow”’ ) .
c?u'i?dr%vr:'s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

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

Date of Admission: ...~ ‘1\2‘6 Drug Allergies: .......

FOR THE SAFETY OF THE PATIENT

2D .,Ei’mnown 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

1) Right Patient ~ 2) Right

Drug

Nurses must follow strictly the FIVE RIGHTS before administration of medication.
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 :

Date»

Tirpe

Dose Route | Frequency |Start Date

Doctor's Signature | Valid Period| Pharm.

Additional Instructions:

DRUG :

Dater

Tij;ne

Dose Route | Frequency [Start Date

Doctor’s Signature | Valid Period| Pharm.

Additional Instructions:

DRUG :

Date®

Tigne

Dose Route | Frequency |Start Date

Doctor’'s Signature | Valid Period| Pharm.

Additional Instructions:

l

Docu. No. : RCHBH /FRM / CLINICAL / 118
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DRUG: laly . 17ikrCETOMOLU

Dose Route | Frequency |Start Date 5"1 _E;\)/

Cong| po [@ip |

Name & Signature of the Doctor

Starting the Drugs:

UL - ) ¢ RAUAM o
Additional Instructions: \ "
Daily Doctor’s Endorsement by a Sign N,

DRUG: T[ab- D)CLOFENAC ?i?rt,ee"ﬂi

Dose Route | Frequency |Start Date

somy| fo | BD [71)ie

~n/
Name & Signature of the Doctor m’\ AN

Starting the Drugs: LA
D2 Teasuni ﬂV

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

&/
= Dateh
DRUG : \&ab. TRAMA-0OL- ate ﬂj:

Tir'ne

Dose Route | Frequency |Start Date

tomg| PO | 80 | e \TIA

Name & Signature of the Doctor

Starting the Drugs: w

Additional Instrlictions: o W
A

Daily Doctor’s Endorsement by a Sign

Datey

“w
DRUG : J:to]r' C EFOTAXIME [Time %%
Dose Route | Frequency [Start Date] .’ Al /

x, 7Y

44 o €p | 2h

Name & Signature of the Doctor ' Y

Staning(ﬁ?rugsz

Cragod ,
Additional Instructions: Wé&
{

Daily Doctor’s Endorsement by a Sign

| A/
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Mrs ANUJAYA GUPTA 3 g
20-05-1981 45Y1M17D  (F)
Dr. HIMABINDU VEERLA Weight. .....ccccoveeccc ANAd. v
i 01T =
te»
:l_e [ NUfS&Siq. I Nurs;fig‘ I Nurs&Sig. l Nursss‘lg.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
Do Dose
ROUTB Sta i Date Dose Dose S8
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
Name & Signature of the Doctor flass e pose pose
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Do
Additional Instructions: . = s "
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign
Date»
VARIABLE DOSE Tig]e 1 Nurse Sig | Nurse Sig Nurse Sig. Nurse Sig.
Dose Dose Dose Dose
DRUG : Or. Sign. Or. Sign. Dr. Sign. Dr. Sign.
ROUtB Sta rt Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor sl Dot el —
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
Additional Instructions: - i fon Dees
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
: o Dosage & Other Si
ignature
Date Time Medication inetrixsting Route g Nurses
SN TAx [ v SAt X
X L NI ceFoTAxigN g [ Nta o
A U w'.
. o Ol _%
?{\()( X0 [TuT PCanTofRR zee [,ov....f n/ i
olothe| a: aspom [onr TRA NERGNTE, i?m v A—7 BogoA
Mr|2e| 9 -Boan VT ARBLEMML| L4y v | Add R
A 4+
'1,{?['){ 3.00 M| rwg MPPHENE H.gmj W /u,df P
18 m_
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A

b Nurse
e | Dateof | Doctor | Nu
. Flow Rate| Doctor Nslfri Stopping| Sign | Sign
_.don of V. Fluulin o Route |/ Sign g
. - = Mcg/kg/min.
Date Time (If infusion, mention ml/hr = Mc
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[FLUID CHART|
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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.

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

L T 7 i Vst
rom .
Date | Time (I#am% Route NG | Diarrhoea | Vomit |Drainage | Urine | Phebitis r?:ﬂge
Mouth | LV | NG
. og00am| RO | N | foon v [3)
09:00 am \ Do) 0 .
10:00 am Y | \oom \p 0 ™
o . iy =
g 11:00 am 5 \ D v L | -
1200pm \00n | B8] O/ |
0100pm oo ‘. o)l - D Y| &
Total Intake : \ U < Bocwn ) Total Output : t/ __4-0 o~ M0
0200pm| gy | M | (0o [ ‘ )
03:00 pm p | Jooraq | Yoomll. ©
04:00pm | §2) ,: = \D | 90 )
.ng 0500pm | v \}Dd\“‘, Y 0
06:00pm | ) L o¥ ] 0.1,
07:00 pm L Lo0 DHGAY
@al Intake : \\N - Spom) Total Output : U Goom] M=0
-1 08:00pm | | A [,
tg00pm | | D 1 o0 fuwd
10:00pm |\ A A
‘ '
T100pm| U Al wooll] ©  promsd
20| A | pap \ 0wl
0100am| | 0 byws
Total Intake : \V— O Total Output: (5 — Uboo) PO — /)
0200am| |\ [1 0 it
B0an| O |4\ . n \I B Lol
0400am | ) . ! T
05:00am | o0 = e e
Qam | g - Jal
06:00 am ‘ 7Y A0 ) oo\ 0 flumd
0700am| | | D |umd
Total Intake : AN o En Total Output : O ~SoenIV\—
l
Total 24 hrs. Intake N W\ Do N\\ Total 24 hrs. Output O ,—';10% -4
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Sy Rambow .

I IIIIHIIIIIIIIIIIIH!IIIIIIIMII [FLUID CHART)  fiospial | R@poociest

It takes 2 lot to treat the littie. Your Right to a Safe Delivery

\\

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.

rombo- &
Date | Time | Naure Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebiis | Sion.

Mouth LV N.G

08:00 am
09:00 am
10:00 am
11:00 am
12:00 pm
01:00 pm
Total Intake : Total Output :
02:00 pm '
03:00 pm
04:00 pm
05:00 pm
06:00 pm
07:00 pm
Total Intake : Total Output :
08:00 pm
09:00 pm
10:00 pm
11:00 pm
12:00 am
01:00 am
Total Intake : Total Output :
02:00 am
03:00 am
04:00 am
05:00 am
06:00 am
07:00 am
Total Intake : Total Ouipm :

Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCHBH/FRM/CLINICAL/092
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Your Right to a Safe Delivery

IP5-00176058

\%

It takes a lot to treat the little.

POST-SURGICAL CARE PLAN FORM

Procedure Done:

Post-Surgical Diagnosis: ...................cccceee! R R i s

Post-Operative Monitoring Parameters /Frequency:

Montey X A=<ln I/LKVO YRV

Wound Care:

urain /Special Lines/Catheters:

< kol,u_“.) TwnSdo XLA{LO

Special Patient Positioning and Requirements:
—r oA ULove Lrdie .S tde 1nReld

Nutritional Instructions:
0B M %ov & b

When to Start Mobilization:

Special Referrals:

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

Any Other Post-Operative Care NQ@?G including Required Follow Up

@3\/‘\;?6
4—/@ o HXW @ (f u)
Treating Surgean* (@S . Hk @D IM

(Signature & Stamp) Date: %%?46 time: 1=/ SPIY '

Note: Plan of care will be readjusted if necessary.

Docu. No. : RCHBH /FRM / CLINICAL / 106
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Mrs ANUJAYA GUPTA -
Patient ¢ 20-05-1%81 45Y1M17D (F) ad bs'/- §
Dr. HIMABINDU VEERLA aln ow : : 2
1 00O A Children's | & BirthRight
Hos pitaj . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSI)

pate - . A-| )24

To Be Filled In By Assigned Nurse :

Department : Q*UT ................................................. Duration of Procedure : QW" .....
° =
Name of Surgeon : ...... 'D fW“\O‘b\W‘Q\U ............................... Date of Admission : f’:][l((-jr,[fzc

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

Staff Signature

1. | Antibiotic given prior to surgery ? es [ ] No
[ ]Single Dose Antibiotic ~ or  Long Antibiotic Regime

Antibiotic administered within 60 minutes prior to incision ?

Name of the Antibiotic : Oﬁﬁ;’?m@m ........ e ..

2. | Hair Removal Ig)ﬁes’D No ifYes: Surgical Clipper
Department where Hair Removed : [_|Ward [_]Operating Room @/,
o Tk IR Tt S

Skin preparation done (cleanse surgical area with antiseptic agentB[ZP(eé [ ]No

(] oral  Or Goal : 36-37 °C)

3. | Patient's body temwmmely post operation (Recovery Room)gf ~57“C /@/
ila (

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

o  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

o  Allforms (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
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Dr. HIMABINDU

en r»~

T -

Surgeon X)) <8 aoinav

ASSL SUIINEN. L. e e A sl

Anaesthetist : . 0.~ = AT ...
Scrub Nurse : @m\(&bw

Patient Name : MMAWVJQYV\Age L,ch, Gender : .
UHID No. : £26Q.%.41.).... Surgery Name : ﬂ,.lr{'fgﬂﬂép“’-

Date:—rrﬁhz ..... In-time : g ﬂ&ﬁm.omtlme ....... “30 7

ildren’s l .Bll‘tthght
BY RAINBOW HOSPITALS

Before Induction of Anaesthesia » »

T

Before Skin Incision » »

Before Patient Leaves Operating Room

SIGNIN  Time:... 3:(S. . TIME OUT  Time..... Q. A1) SIGN OUT  Time:. /1 ') €3

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

Identity es TN WEUIAS TS By R A R 16s Do The Name of the Procedure Recorded - <= ¥es [1No

Site ~~Yes ONo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle

Procedure —TTYes ONo Nurse Verbally Confirm Counts are Correct (or Not Applicable) ~ CL¥es CINo CINA

Consent ~TYes CNo ” Correct Patient (Check ID Band) /Ve’s CINo The Specimen is Labelled (including
Site Marked OYes TINo_LAMA| Correct Site [1Yes w patient name) )E’ﬁs CONo CONA
Anaesthesia Safety Check Completed _=+Y8s [1No Correct Procedure yles [INo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning [1Yes JNo—— Problems to be addressed OYes DNG 0 NA

Does Patient have a:
Known Allergy?
Difficult Airway / Aspiration Risk?

Yes, & Equipment / Assistance
Available

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

Yes, and Adequate Intravenous
Access and Fluids Planned

Blood Units Reserved

Has Antibiotic Prophylaxis been given
within the last 60 minutes?

OYes QNO/

JYes W

_L¥es [2NO CINA
_H¥es ONo DINA

DVYGS{'NO CONA

Anticipated Critical Events
Surgeon Reviews:
What are the Critical or Unexpected -

Steps, Operative Duration, ca} Wi
Anticipated Blood Loss? W‘S\ CYes CJNo CJNA
9
es CJNo CINA

Anaesthesia Team Reviews:

Are There Any Patient-specific COHC%

Nursing Team Reviews:  1)\]" / Guod V&
Has Sterility (including indicator results)

Been Confirmed? are there Equipment

issues or any Concerns? /ﬂ CINo_CINA

Is Essential Imaging Displayed? OYes LNo O NA
Power Supply, Earthing, Power Backup
and functioning of equipment checked. Yes CINo

To Surgeon, Anaesthetist and Nurse:

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

D/Yerm No

Signature :..

Name :..... m ....... HK kLLCQ ...... QD (L CJK

Doc. No. : RCHBH/ FRM / CLINICAL / 111
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Dr, :P::EB:HDU VE?RI:MWD ) j Rai-nl;”:%w: . H hR' hf
o M AR PLAN OF CARE FORM o T
Diagnosis: N,M;ﬁmmd’ PR <l T ( ,iﬂmémﬂ ];[ geaﬂg;f - Mggg ﬁw}‘hﬁb f cabesi oy
- Vi
‘giar::e Discipline v Type Patient Needs / Problem List Goal Plan / Intervention Signature | Team Verification
_ - WMedical | = Tnitial ' ' O Nursing
W O Nursing O Modified Hea nienshved S?“‘j’h’“‘ bree “TLut 8BS Sj ‘., 0 Others:
> ; | O Others: = Per-0p VLl : : i !
& T Post Op :
-1[ |t | © Medica Cinttial {q{m & [eloo Wwhmid 1 Medical
Lrsing O Modified : [0 QOthers:
D Aw | O Others: = Per-Op o Mm Qu L Iy W L1 o9 £l M"'#'
o Post Op
[:){.QQ ) Medical O Initial - “ ‘ , ) [0 Medical
F2 o1 Nursing O Modified i e St 2 i ARaoeaad di : 5 Nursing
Others: O Per-Op TLH+RBS . N T] 'O[ d' Sourze /Zf Others:
"‘[Pm 1 diehKau| Z Post0Op > ;
£ Medical O Initial 1 Medical
1 Nursing ' Modified ‘0 Nursing
£l QOthers: O Per-Op [ Others:
O Post Op
[ Medical Ol Initial 1 Medical
[ Nursing [ Modified [0 Nursing
1 QOthers: [l Per-Op [ Others:
Ol Post Op
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Rainbow .

Patient Sticker INTERDISCIPLINARY PATIENT Children’s .BirthRigh’t"

\

Hospital BY RAINBOW HOSPITALS
/ FAMILY EDUCATION RECORD oo | O s
Part - I. . !
Patient's / Learner Language: .. M u.s2 0 Patient / Learner Literacy: /B*ﬂad [ Write peak Willingness to Learn: ..-Yes ] No Healthcare Literacy: []Yes [HNo
Identified Education Needs: 13. Risk / Safety
1. Diagnosis 5. Medication / Therapy (safety, effects/ side effect, interactions) 9. Nutrition / Diet 14. Activity / Exercise
2. Treatment and Care Plan 6. Discharge Medication 10. Fall Risk Education 15. Social & Rehabilitation Needs
3. Pain Management 7. Infection Control Measures 11. Safe use of Medical Equipment / Implantable Devices Safety 16. Special Discharge / Follow-up Education / Coping Skills
4. Informed Consent 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights L p ) T S S SR el O SRR e A
Part- Il
Use codes from the list in part Il ;
i
Date Time Id:I:Iti’l‘i’ed . Information Taught : e ; Comments | nggﬂ‘";‘:?:/
: Learning - ut i
Person Taught Teaching Tools | to overcome | Understanding
. Barriers | . barrier/s ’

L M S K il £ R I e s R | S

“ Lm;niumu,#«—ﬂj tociest

G| Pemslt topub sl [ |1 Jo [ B Gl T
wahwi odep Ll 1‘(\/\1/41:0()
Conkro| Moy

alaldtl ... - i s frode i r A A ! 3— .
i g d \g ool otet e ! ® \ t Sawz=—
Part - lll: CODES

Who was taught: PT: Patient F: Father M: Mother S: Spouse Sn: Son D: Daughter C Caregiver ATE L ) e e R TR T e
Learning Barriers:

1. No Learning Barriers 4. Language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. Cultural/Religion Practice

2. Physical Impairment 5. Educational Level 8. Responsibilities at Home 11. Beliefs and Values 14 QHIMEE (BPeCHY. .o ohaltr ol e e

3. Emotional Barriers 6. Desire / Motivate to Learn 9. Cultural Differences 12. Impaired Vision/ or Hearing

Teaching Tools Used: A: Audio D:  Demonstration V: Video 0: Oral P: Printed

Mechanism/s to overcome barrier/s:

1. None 3. Reassurance & Support 5. Respect values & beliefs R | e T SRS RTINS (. ) DRI L o

2. Obtain translator 4. Teach Family / Others 6. Respect Cultural / Religion Preference

Understanding: 1. Verbalizes Understanding 2. Demonstrates Understanding 3. Needs Review

Docu. No. : RCHBH /FRM / CLINICAL / 040
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Mrs ANUJAYA GUPTA Rainbow® 0

20-05-1981 SYIMI7D (F) . . i i
| Dr. HIMABINDU VEERLA Children’s Blrthnght
A S— Hos pital BY RAINBOW HOSPITALS
00000 rrremm. | Y e o e

uiouHARGE PLANNING FORM
Nationality: N 9 Q’A'A"

NOTES: * To be completed by a NURSE within (24) hours of admission.
1. Anticipatad Date of DISCRAIDE: .........coauima e ot e e e TR (U, o s e o vioxsesvesiass

2 Destination Post Discharge: yl‘fome
Family Members Notified (Person Contacted)

[ Transfer
Hospital Facility Notified (Person Contacted)

3. Discharge Status: ] Self Care L] Farily Home Care [J Home Professional Assistance
L] Needs Assistance In: Remarks
[ Medication L] Yes U N( ...............................................................................................
O] Bathing FE SRR WAL PO PRy TR AR G S
[] Eating L] Yes 90 ....................... M ......... WJ‘SV ................................
1 Walking O Yes ‘D)tli ........ ‘(d‘ﬁ ........................ ‘( ..............................................
L] Dressing L] Yes E«lﬁ ..............................................................................................
L] Toileting L] Yes D'Jé o BRI REE R
Nutritional Plan:
[ Dietary Instruction Discussed with the:
] Pati‘e_m/ /ﬁ Family Member B S N TSR TR DRl W SR

5. Discharge Planning Discussed with the:
[ Patient Eymiiy Member SR AT T SR SR O

6. Patient/Family Educational Plan:

[ Educational TOPIC/S: v..vvvveeere w ....... H%‘AM ...............................................................

[ Patient's Educational Topic/s discussed with the:

’D/Baﬁent O }(mily Member B o SEPURLE L TR R G N
Nurse Signature: ........................ @/ ..................

-

Nurse Name: ...............c........ . SONXS SAAL ...

Date and Time: ........................ T‘LW’ .......

Docu. No. : RCHBH /FRM / CLINICAL / 191
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20-05-1581 45Y1M17D (F)
Dr. HIMABINDU VEERLA

INFORMED CONSENT FOR SURG  [[[[I[[IlIIIIININN =y | @ BirthRignt
SPECIAL PROCEDURE il | N rmoneme

Your Right to a Safe Delivery

Patient Name : ......... A_N.o.:m:dﬂ.......q.ui?m..:........ Gender: [ Male ,Zm Age: ... LS HARS.....
UHDNo: ...............Bt.-066.0820l................. Date : 7’1‘%\2—.& ........
Instruction:

This consent form should be signed by Patient (If an adult 18 years or older) or by a parent / guardian, if the patient is a minor or
lacks the ability to make an informed decision. The purpose of this form is to verify that you have received this information and
have given your consent to the surgery or special procedure recommended to you.

| hereby authorize the performance of the following operation (s) or procedure (s) (use no abbreviation / Avoid technical terms)

............................................................................. (Name of the Patient) A\ g AYA........... G LB 5.

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

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

I have been explained that the following complications though rare are possible and will not hold Surgeon, Anesthesiologist or
the hospital staff responsible for any untoward event thereof.

My signature on this form indicates that
| have read and understood the information provided in this form
-. My doctor had adequately explained to me the operation or procedure along with the complications written above, along

with the risks, benefits and other information. X
3. |'have had a chance to ask my surgeon questions. zﬁ?
4. Ihave received all the information | desire concerning the operation or procedure and ' ~'>~"'<§9
9. lauthorize the consent to the performance of the operation or procedure. c\? a

Name of the Doctor who is performing the Surgery / Procedure: ... DDA .. . HIARRi~ DL
Consentee : : Patient Attendant :

Signature : .. MR L S T g s SN N e
Name: .............. M%A“MUJHA ...... U WH"\ Name : HAFIVE‘\[?N'EN
Date & Time : ?\’f\’)‘o ........ 01—1‘\‘“') Relationship with Patient: ... tIUC8AND

Date & Time : ‘ll”f%@k#érﬂ)

Doctor (who is taking the consent) :

Signature : . g\rud&.a ........................................

| Name : st el .w:H;,,.‘ .........................
Date & Time : «x\')r% ........ ol 3. : i?_{ S ,
Date & Time : ..7#4.3..]2.6.......

Docu. No. : RCHBH /FRM / CLINICAL / 027



PATIENT TRANSFER FORM

Rainbow®

Children's | @ BirthRight
Hosp ital . BY RAINBOW HOSPITALS
It takes a lot to treat the littie. Your Right to a Safe Delivery

D’“‘.Bg‘;‘ll - ip5-001 16053
BAH-0066!
GUPTA ’
Nirs N::.IA‘H\ 5Y1 @470 (F)
0-05-

i I

Date & Time of Admission

3 I’\\'u, ot Gorm

Date & Time of Transfer Order
41w ok 340
’% Ao

Transfer Ordered by Reason for Transfer

DL, A W 0hs -(An,i».j

From Unit To Unit Information to Attendant
N 201 YesCi—  No[]

Number of Sheets in Clinical File

.

Number of Imaging Films

o

N Yes o[
IYes, WAt L A

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

Ye

Patient shifted with ID band:
Yes&T~  No[]

L R SR S A

Medications / Consumables / Surgicals / Hand over

SI.No.

[tem Name

Quantity

4.

9.

C

Shifting Summary / Notes Written by Doctor :

Yes | No[ |

Name & Signature of Person who is Transferring

Q‘,fu‘ﬁ'v\b‘:

Name of Person Ordered Transfer

D{rAaM?mu

Patient & Clinical Records Reczigi:

Date & Time of Patient Received .j\fi\’sf’@ k%mﬁ

?\r"

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

" | Unavailable Bed

Docu. No. : RCHBH / FRM / CLINICAL / 102
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' | Nurse not Available

|| Available Bed not ready
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It takes a lot to treat the little. Your Right to a Safe Delivery

\

BAH-00660591 1P5-00176058 !

Name: QNUG/%\'{QG‘!UPM Age: ... Sex: ...... p‘ oo - RN & ...l B s eypin

Diagnosis: ..o J“ (4“)-. ......................................................................

ap/car®lde. wr: E2W weight .b.375.(ﬁ ASA Physical Status:
Laboratory Data: !

%\“ Hgb: 10'3" GIUCOSE: vvvvoeererrsemeeseneeess PTOTBIND ot HIVE sl i g YERAY: Lovneissiiisgiismisacson
PCV: /6?)4 = A uBs Ag: b MU o |
WBC: £ Q.quLuJ’L - O s TOEE i i Tt 9D ECNO: +rerserercrrnrs
Plate: /l . e Y . DI, Bill: eevvveeeeenreereeeeenns Blood griup: ........cc. Stress/ANGIO: oecveevee
R T E L. st R e EBHE s tiatnsmosssssits ) b, AN, S (R L inisisicssanoreriy
PTT: %3 BB oo oimmginariivs DRI iiscmnsiinsesiomsct | [ SR——— )
INR: l MG+ 47 oreeremmrernessieees AMYIASE: e 151, IR

"B”h /[ 5 ] o 7 R e A SGOT/BBPT: ..orrersisssinusice N Allergies: o ke A_ ‘ |

Medical History: ~ CVS:

RESP J ) z Diabetes :
CNS: l |n\'h’5\l\hw 2al q\ — A F‘L’M‘TG;A—WL‘
Renal © _ U(zd Mdl‘ﬁ

Hepatic / GE: _ ) Physical Activity: 23:;“ { @ Umﬁdmah
Others : ,l 60 ”!! 3 HonoA .

O qﬁwptwa 7

Past Anaesthetic History: ( 5 St ln?n gﬁm;urgcln},,: “bﬂ/_\d_l_kﬂ_g_j.ﬁ_g 3] I & -

Physical Exam: |

Airway: 1)23 4 Mouth Opening: > .4 Mentohyoid Distance: ?2}% Neck: m JJeeth:  —
Lungs : a 1, ; Y ey

Heat: S\ 0, (£ Nonansasy

ONS: Q dond -

Pregnant. [ Yes El)m/ CTNA Venous Access Site: ———  Spine Exam for regional : / m
Anaesthetic Plan: CJMAC [JREGIONAL -ETT CILMA u

/ .
Peri-Operative Plan Explained to the Patientm\/iés o No
CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:
B 1. DVT Prophylaxis :
b ~ J. OopP, Water / ORS 2 H 4\»{
b - NI ID Yoon | 2 NIL 0RAL<:om:rrseHours ours  { $pe P’ju)‘/ ;
3. Informed Consent: cLstandard z}gh Risk

4. Post Operative Pain Management: @ Discussed with Patient

5. Other Instructions:

Docu. No. : RCHBH /FRM / CLINICAL / 044
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ABINDU VEERLA

"

Pre Induction Assessment:

ANAESTHESIA CHART

"
Rainbow®
Children’s
Hospital

It takes a lot to treat the little,

- - [ ] ."’
Birth RiGameses
BY RNNBQW HOSPITALS
Your Right to a Safe Delivery

Change in Patient Condition:

] Yes

0

.

Fasting Status: /‘LJL/}, /ufE)

|

Physical Status:

L1 -Fiient Identified

T Consefit Present

|_=rChart Reviewed

— 3 a
HR: “Fdlwwv - TBP/CRT: J8JE4 TS0 [0 [RR.. J 3 " | Last Feeq. /672,
Pre-OP Diagnosis: ........ Fibreuty ,) ............... 0 peratlon!&%hmw.hﬁ. e Date“H
. WL | v = ; y /. v
Surgeon: .......... prﬁmﬂ?ﬁ\’ ‘L} ............. Ang thesiplogist: ﬁrﬂd{h} ...... ‘/bwfw%nr ian:]{wew, .............
Fake - a3 b, S s ¢ wiliLii Wi 7
N0 /AR M L AR AV P77 P 51 = o W (L P
HALO EVO ) I X i 1 ‘I U~— Antibiotic
Drugs: b AV —
L M7 W ’
W N Y oDV A Suppository
P =l [0 d
§ ONTD 2 PV
Lo Teunexeonic afid i_jr L i '
S
N/ S | Blood Loss
M RO - Sl [ |
T v I A4
FIO, /520 , koo 100 [T 001 09 | o 1IN0 0
ETCO, 95 ¥le 321 41127 27 1
ECG SKEISE TR =@l %R 4 27
Temperature L% 1
Urine Output NOTES
o) — Kl ALY
Y i
B.p 240
V' Systolic 220
A Diastolic
Mean 200 -
= Heart Rate 180
Tourniquet on Time A
Touniquet off Time 160 s i
140 .
Throat Pack In
Throat Pack Qut 120
100\ 7 3 A hA™ ]
80 - a . <V v
S(Y' RIRIR PP LA ~y aYAEAL \’.‘
40
20
10 [ ]
0
ABG
LAB Values
' GRBS
Pl Others
K-Z/ Equipment Checked and Temp: Inducti Regional:
Ctional ] HME (] Fluid Warmer 1 Inhal Extremity SPECHTY: .o
“ B [] Chrfg Film [C] OH Warmer I Pre 0, [JRSI ] Spinal [ Epidural [7] Caudal
[+ Cuff Site: ... .\ (. T Hugger's [CJ Cotton Wool [ Others Others: .......
" Art Site: .. 1 Othy ; b
(] G :_ead M - n | mdsk £ [ SGA Position: ..
Temprsite Times: [ Airway ] Oral ] Nasal L S
\/,;y'ﬁu’f!mﬂor Anaes Start: ETT#.........., ablr]......om Needle Size: ........... T S 1 L B e
— ! OP Start: C] Oral INasal [ Cuff Parasthesi ' ]
t Monitor = arasthesia []Yes [ No
~7');gm Oximeter OPEnd:......4 8’0!]1) L Tracheos%% ! Catheter at skin .................. cm
% . Leave OR: ..........J/.s 30 A7), C1 Drug: ... LHHUALTLUMA Py Drug Name & Conc:
W Anae O] Awake [ Direct Vision BOIS: oo
L1 Nerve Stimulator L+ GA [ video Laryngoscopy [ Stylette / Bougie INFUSION: w..ooooveec
Position: .- / Ifeu ) Mon}turedAnaesthesmCare L1 Fiberoptic Block Level: ..o,
RN Sl O Regional Blade# ......5.... Attempts: ....J..... e
fessure Points Checked Diffculty Why? OMMENES: ...t
b Line (Size & Location) f Transperfation to
Eye Care: ocvp: [ Bilat = BS [ PACU O Igj/ ] Other
L;/_?‘"f/ ;}EI . /Efsaﬂﬂcmsed Circle elaxant Reversed  [_J¥es p CINo  [INA
7 Tape [ Closed Circl -0y "
CJ Padding aw: .. O (}13:: s Name of the Ductnrvhm]mm
L1 Awake COWN: Signature of the Ductﬂrﬂ/r-
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POST-ANAESTHESIA CARE UNIT RECORD

-~ 3 \
Received in PACU b &Q* BT {1 Time Received : ............ "'z’b'ﬁ"’l Time Discharged : ......~.. '+§
250 : 20 |y camasie . 249l (1 howd
w 230 230 | [] O,Mask [C] Nasal Prongs
§ gg :fg [C] Tracheostomy [] T-Piece
e 200 200 | [ Oral Airway [} Nasal Airway
E 190 190
= 180 180 3 o
o 170 170 | Vomiting : O Yes C{he” Drug: ......... B S S 1o M S
3 oo b NG Tube : [ Yes _Tuh{
@ 150 150 : ‘ '
v 14 3 < - :;g Drain: [ Yes [=flo
1
A b 120 | Urinary Catheter: [9fes [ No
8w 100 | ChestTube: 1 ves iAo
el
TR L oo | it orai OAfes [No
- s o = # A | wruids: . LR 09 .F&"O
& 50 50 | Oral Feeds: .
B 40 40
7 30| A 7 7 Vi 30
20y k 20
10 10
0 0
SPO, [
POST ANAESTHESIA SCORE MINUTES
(Modifiod Aldrete Score) IN 30 1 60 1 90 ouT SCORING INTERPRETATION
provfcnp o bramt fuboats cinst 21 aciw v | 9| 9| e | 2| AMinimum Total Score of 8 s Required for
Able to move 0 extremities voluntary or on command =0 Discharge
Able to deep breathe & cough freely =2
Dy: limited breathi =1  RESPIRATION = 3 B
Apﬁgﬂ“ s of s 3] P L Exceptions to this, are to be explained in the
R 20 e Masate: v = ' space below by the Discharging Physician:
BP 2 2050 o Pre Anajasmalgs e =1 CIRCULATION = Bk ) My P 2 | 2
- I =% ~conscuswess
Nu&:usabe on :.:al ng = U \ \ iy 10 o 9
Pink =2
E;l:n;;?ky blotchy, jaundiced, other : ; COLOR '1, q’_ 2 8 a9 9
TOTAL % \0 . Ot
AN
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
AW | t3m o]t o S dndno9) oy
1 ‘;), ) Tom|  ofw No  tarbrvidlon fevy
4 r—y
LY
YL Mo rabaheon hy
F _1—'

Pain Tool Used: (] NPASS [ FLAGC [ Wong Baker @FS/

R mﬁwy

Anaesthesiologist Name :

Anaesthesiologist Signature:

Date & Time:

PACU Nurse Name : AN s
PACU Nurse Signature: .J—L‘%'

Date & Time: 'Tl#'[?'b

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 avery 4 hours
[+ Prior to pain reliving intervention
d With in 30-60 minutes after pain relief intervention

Transferred to Unit by (PACU):

Axk......ok: 340,

Date & Time: .

I loge
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Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

DAE i nannrmmminn 1] )] He——— ProcetiTo tONG DY it thissitast e uanseapassvsbesissbmbsvsasusiiecacihs
CSE /Spinal /Epidural POSItioN : .......cocoee. SPACE ©eviiiieee e Technique (LOR/LQS) ................ .
Depth: .....ooveiervcreeinnn (112 | R 1 T |
R R T e Tl SR —
SOIEIBOMPOSIION ... ..coronsississunsivmasisssssnossismssisisssossasaiaisasssiiissvisnonsBaps e RS tans s i sspA A s s dossyacava sy
Any other issues : |
) OO U e R P OPes
B el oo A s s A

Time Inlt;::('lfl:"!;ate Bolus (ml) Leﬂmﬁl e FHR Comments

ght | BP | Pulse

Delivery Details : ~ Time : ... APGAR: ....csiicnssianenin SVD / Instrumental / LSCS (if LSCS Details)
Catheter Removed by and Tip INSPECLRA : .........ccccciiiviieiininissisnriissiisr e saeses s bss s s s s s sn s sn st s sess st s b msbs s s s e e s an
PEHONT SAUSTACHON § ... oo et riesssaicansssssssssiaasmssnnsrtsssmonsasssrsanssins astssssnorsibasasssansnsssensassioibasessssnss siatnesssihensassinssssssintonsipabioss

Discharge /Shifting ordered by
Byu T T s P ——
DOgtOr NAMBE R, o mre st i b i S raniasiesbisiss e vamas

Date and TIMIB & oot e e e e e e e e e eneeeeeeee s
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20-05-1981 45Y1M17D  (F)

Children’s .BirthRight"

"V s A
CONSENT FOR ANAESTHESIA

Authorization By: - Fatent Pt Atiendant L
Operative Procedure: ........... *‘}’U’:‘"-;- ..... 9>(/L ...... %l b#\?mrl“"j. ..................................................................

Anaesthesiologist: ....... Dﬁ*k*@&ﬁm‘ﬁ' ............ Surgeon: .......... & HEMA LIND.Y .

Please read this before you consent for Anaesthesia

General anaesthesia involves rendering a patient unconscious before an operation. This ensures the patient is not aware of events and
does not feel pain during the operation. Drugs given through a vein and / or inhaled from an anaesthesia machine produce it. Regional
anaesthesia involves using a local anaesthetic to numb a specific area of the body for surgery: Prolonged pain relief can be achieved
by infusing weak solutions of local anaesthetics and narcotic drugs to particular parts of the body after surgery or injury, using
catheters.

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

[] Heart Disease [ Hypertension [ Diabetes [ Renal Failure (] Multi Organ Failure [ Hepatic Disorders
1 Shock [J Obesity [] Chronic Obstructive Pulmonary Disease

1 Others ............. LGsaTUl T L PR R s R - SRR e SNBNS IRTE. B

Declaration by Patient Attendant
e | authorize and give consent for a:?gsia as considered appropriate by the anaesthesia team
[] Regional Anaesthesia General Anaesthesia (] Monitored Anaesthesia Care

e | 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, allergic reactions, headaches, variations in blood pressure, nausea
and vomiting.

e | authorize the anaesthesia team to perform any additional procedures (for example, Central Venous Access, arterial line, use of
suppositories and or nerve blocks for pain relief, changing from regional to general anaesthesia etc) which are considered
necessary by them during the course of surgery.

o | also authorize and give consent to the team of doctors attending on me to administer blood products during the course of
operative period and immediately thereafter if need arises.

o | acknowledge that the anaesthesiologist have informed me about the anaesthetic procedure, risk, benefits and alternative
treatments.

o | 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.

Witness:

Doctor (who is taking consent):

Signature: ........ A%—r .......... Name: . bF’SNQQMVA Date WQW.T ime:.. U P

.No. : RCHBH /FRM/C 26
Docu. No. : RCHBH / FRM / CLINICAL / 021 (26) PT0)
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