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SURGERY DETAILS

PatientName:@...[.@...@@.‘?.}ll.&..m& ....... OnL..... vawotgirr 191 03/0'2035 age: JOI'L

Gender: .. HQI-L e Ward s ... O T ....................... UHIDNo.:...l.?g..!.Q.g .........................

Date of Surgery: 30/(’{‘;26 .................... =071 [(JOT-2 [JOT-3 [JOT-4 [JOBGOT-1 [ 0BG OT-2

Name of the SUrgery : ..ol S L AN MO L@éﬂ ..... i ..............................................
)

¢
Timein ... k... O’h’!/

1. Surgeon Cl} ..... M. Vé’n/(aineenﬁ ..... OT'W ..................
2. Anaesthetist @Tmmabn»q’m ___________________________ Q@ ”60/ / —

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

3. ASSISIINE SURDHON . ........ococoppmpesssssnsassssssenrmonssrsensasnossasopssmssasssmasasssssosasss;  snssessassnsessasaessosssasnsspssassosesiippiinacs

4. QT Technician @YCRULK’-SJL ................................................................................................

5. Circulating Nurse g"' ....... NQHLQ ...................................................................................................

6. Assistant Nurse %‘( ..... 8‘1“)9 ..... /grqgl’IQVWlf .................................................................

Special Equipment: (] Laparascopy ] Broncoscope [] Harmonic (1 Morcelator
[] C-ARM [1 Cystoscopy [] Versa Point (1 Liver Cusa
] Neuro Cusa (] OHherS ..o

Signaturé of the Surgeon Signature-of Cirkulating Nurse

Order No: 300260{ OIIBE DY .ooos 2 B cmnosmerosnsnsmsisdassniiiiisnia siditnsi

Docu. No. : RCHBH /FRM / GENERAL / 114
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e Children’s | BirthRight
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t takes a lot to treat the kit | Your RT[_:l';r-!-o-a-Safe Delivery
' Baby Of BACH
Name oooy OEBACHUUMA |y | VIH-00195108
' Father/Guardian Mr NAMBURI ABHINAV | Age/Gender 0Y 10 M 11 D/Male
Address H.NO-15-16/2,RAJA NAGAR COLONY,0LD MIRJALAGUDA,, Malkajgir‘i,\
Hyderabad, Telangana, INDIA, 500047
IP No ' IP-00060521 Admission Date 30-06-2026
Ref Doctor Self Discharge Date 1 01-07-2026

DISCHARGE SUMMARY

Consultant : Dr. M. V. Naveen Reddy
MBBS, MS - General Surgery,
MCh - Plastic Surgery
Plastic Surgeon

Diagnosis:

Marshall-Stickler syndrome Type-ll with cleft palate

Operated case of MLB done on 23.08.2025

Operated case of Feeding gastrostomy and Tracheostomy done
under GA on 26.08.2025

Surgical Procedure: V-W-K - Cleft palate repair done under general
anesthesia on 30.06.2026

History: Baby of BACHU UMA RANI, 10 M 11 D male is a known case of
Marshall-Stickler syndrome Type-Il with cleft palate. Now admitted at Rainbow
Children's Hospital for surgical management.

Examination: He was afebrile, maintaining saturations at room air. Heart rate
was 100/min, Blood Pressure - 90/60 mmHg and RR - 24/min. Oral cavity cleft
palate present, tracheostomy tube in situ, gastrostomy tube in situ. On
auscultation of chest, air entry was bilaterally equal with normal heart sounds.
Abdomen was soft with no organomegaly. Examination of other systems was
normal.

BANJARA HILLS UCI, NAEH & NABL Accredited]  HYDERNAGAR (NABH Accredited]  KONDAPUR OUTPATIENT CLINIC UC) Acoredited IVF)  SECUNDERABAD (MABH Accredived)  KONDAPUR L B NAGAR INABH Accredited)  NAMAKRAMGUDA
SR R r— Umergency 1 Ba0 - 4246 2. 40 - 4246 2 Emargency 3 Emergeeny 5

@ 1800 2122 @ www.rainbowhospitals.in




Baby Of BACHU UMA

UHID VIH-00195108
RANI

Name

Weight on admission: 8.3 kgs.
Investigations: Enclosed.

Management: Child was admitted in the ward and was started on IV fluids, IV
antibiotics and analgesic.

Hemogram showed Hb - 8.3 gm%, WBC - 12,610 cell/cmm, Platelets - 3.98
lakh/cumm. In view of low hemoglobin, PRBC transfusion was given. No
adverse reactions was noted.

Procedure: V-W-K - Cleft palate repair done under general anesthesia on
30.06.2026

Operative Notes:

- Under general anesthesia.

- V-W-K cleft palate repair done.
- Hemostasis achieved.

Post-Operative Notes: Post operative period was uneventful. After
stabilization, child was started on oral feeds which he accepted and tolerated
well. He remained hemodynamically stable during the hospital stay and
operated site remained healthy. He is being discharged with the following
advice.
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Advice:

1. Double filtered only liquids to be given by mouth.

2. Amoxicillin + Clavulanic Acid drops (1mI=80mg) 2ml, gth hourly for 7 days
(Refrigerate after reconstitution).

3. Paracetamol drops (1mI=100mg) 1.2 ml, (if required) for pain maximum
8" hourly.

4. Kindly consult Dr. M. V. Naveen Reddy, Plastic Surgeon, after one week in
OPD at Apollo Hospital, Secunderabad with prior appointment.

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.

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.




Baby Of BACHU UMA
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Name

Name : Signature :
Relationship with patient :

This summary has been explained by :

Summary prepared by: Dr. Shrikar
Typist . Kalyan &

QL é’ o g@vv&V RegiStraﬂgfs%;‘(T 2M.o

Dr. M. V. Naveen Reddy
MBBS, MS - General Surgery,
MCh - Plastic Surgery

Plastic Surgeon



Rainbow Children's Hospital - Secunderabad !
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PatientName : Baby Of BACHU UMA RANI Inpatient'No, " " DY o aSale Dalbvry
Age/Gender : 0Y10M 11 D/ Male Admit Date : 30-06-2026
Ward/Bed : N0 GF-EMERGENCY/ ER 101 Discharge Date
Investigation Result Unit Biological Reference Interval
BLOOD GROUPING (Specimen : BLOOD) TEST RESULT STATUS : REPORT AUTHORISED
Order Date :30-06-2026 07:43
BLOOD GROUP 0o
RH (D) TYPE POSITIVE
Dr. SRUJANA SHYAMALA, MD, DNB
Consultant Pathologist, Reg No : 39356
Investigation Result Unit Biological Reference Interval

COMPLETE BLOOD PICTURE (Specimen : BLOOD)

TEST RESULT STATUS : REPORT AUTHORISED
Order Date :30-06-2026 07:43

HEMOGLOBIN (Colorimetry) 8.3 g/dL L  305-135
RBC COUNT (DC detection method) 3.55 10M2/L L 37-56
PCV/HCT (Calculated) 24.6 VOL% L 33-49
MCYV (Calculated) 69.3 fL L 70 - 86
MCH (Calculated) 235 pg/cells 23-31
MCHC (Calculated) 33.8 g/dL 30-36
RDW-CV (Calculated) 15.5 % 11.5-16
PLATELET COUNT (DC Detection Method) 398 1079/L 150 - 450
MPV (Calculated) 7.1 fL 6.5-10
WBC COUNT (DC Detection Method) 12.61 10°9/L 6-17
Differential Count

NEUTROPHILS (Microscopy, Leishman stain) 60 % H 15-35
LYMPHOCYTES (Microscopy, Leishman stain) 35 % L 45-76
MONOCYTES (Microscopy, Leishman stain) 03 % L 4-12
EOSINOPHILS (Microscopy, Leishman stain) 02 % 1-7

PERIPHERAL SMEAR (Microscopy, Leishman
stain)

Dr. SRUJANA SHYAMALA, MD, DNB
Consultant Pathologist, Reg No : 39356
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RBC - NORMOCYTIC / NORMOCHROMIC,MICROCYTIC / HYPOCHROMIC
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DEFICIENCY CHECI LIeT A MEMCAL GASE SHEET o
g IP-acomess Children's | @ BirthRight
aaw Of BACHU UMA RANI Hospital _ .mnmcmwsmu
Patient Name : o, maoorvankar naveen IPNo: 777 T
Wkt [HRARRIA —
No. of o
SI.No List of Records Pages Legibility Completeness Remarks
1 Admission Sheet o) = -
2 Discharge Summary ® I - il
3 Nursing Initial assessment form 6% -
4 Patient Trasfer Forms O 2, o= —
5 In-patient Medical Record 0 X - e
6 Doctors Progress Sheets 0% - =
7 Nurses Progress notes 03 = .
8 Consultation Sheets
9 General Consent for Treatment 1 -_— —
10 Conset for Surgery { — —
Consent for Blood Transfusion } — -
12 Consent forChemotherapy™~—
13 Consent for High Risk \
14 Consent for Restraint 1
15 DAMA Consent
16 Consent for Special Procedure |
I Consent for Radiological Investigations
18 Consent for HIV Test
18 Anaesthesia consent form
20 Anaesthesia notes(Pre Anaesthesia & Post) 7t
21 Pre Operative checklist 1
22 Surgical safety Checklist \
23 Operation Theatre notes |
24 Nurses Clinical Presentation
25 TPR & BP chart D
e Intake and Output chart (fluid Chart) Y
Drug Chart (Regular prescription) 2%
28 Daily Investigation sheet
29 Investigation Values (Result Sheet) |
30 Nebulization Chart
31 Diabetic chart
32 Nutritional Review chart |
33 MLC form (in case of MLC)
34 Patient Education Form
othesd % 5
iz
LY K‘OQ /G\.l'\h
AT\
= Y a
el £ M XN A
Total No. of Pages MY z (EJ/

Signature and Date :




ERROR LOG

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

ICD CODE :-

OBSERVATION: -

DATE :
MRD EXECUTIVE
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VIH-00195108 IP-00080521 W
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19-08-2028 0Y10M 11D §\
mm“llﬁumwm m _— o .
8.No Parameters Responsibility Signature
Due clearence from IP Billing & Financial
1 Counselling for the accomodation to be BILLING STAFF )
shifted
Room Ready to Occupy - Checking done for A/C
» Lighting , Plumbing, Cleaning & Bedsheets
2 FLOOR COORDINATOR / MOD
Shift summary is prepared or not Whether any
Pharmacy Consumables are to be Replaced
? /Returns / Indent required Pharmacy Clearence NUSISING STAFF 2
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Rainbow Children's Hospital - Secunderabad

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

,Telangana, INDIA ,500009.
TEL NO :040-42462200, Ext 2000,2001,2002
WEB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details :

Admission No : IP-00060521 Admit Date

NEREETIT R

: 30-Jun-2026 Admit Time :07:09 AM UHID : VIH-00195108

Patient Details :

Patient Name : Baby Of BACHU UMA RANI Age :0Y1OM11D

Guardian : Mr NAMBURI ABHINAV DOB : 19-08-2025 09:19 PM

Gender . Male Religion

Occupation Martial Status . Single

Address (H) - H.NO-15-16/2,RAJA NAGAR COLONY,0OLD Phone No : 8309451213/ 7386743371
MIRJALAGUDA, Malkajgiri Hyderabad E-mail . abhi ks31 i
Telangana INDIA 500047 -mai : abhinavrocks31@gmail.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 NAMBURI ABHINAV Relationship : Father

Contact Address : H.NO-15-16/2,RAJA NAGAR COLONY,OLD  Phone No : 8309451213 / 7386743371

MIRJALAGUDA, Malkajgiri Hyderabad Telangana

INDIA 500047

A AL 0y

gnature

Doctor Details :

Doctor Name : Dr. MADUR VENKAT NAVEEN Specialisation  : PLASTIC SURGERY

Referral Doctor : Self Phone No

Co-Consuitant

Payment Details : Deposit Amount  :0.00

Payment Mode : Cash Payor Name L:TI\[;:"IEIZ)I ASSIST INSURANCE TPA PVT

Printed Date / Time : 30/06/2026 07:09

Printed By : 017885 Page 1 of 2




PATIENT TRANSFER FORM
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Rainbow"* . o
Children's | @ BirthRight
Hospital BY RAINBOW HOSPITALS

It takes a lot to treat the litte. Yuur Right to a Safe Dcuvery

Or. MADUR VENKAT NAVE

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
VIH-00185108 IP-0006052 . L{
nmamouomu | B0l(24 @ T:09AM | 8ofbl06 @ (O

0T

m m , , ”" ”lmm "m”m m m Transfer Ordered by Reason for Transfer
‘:Dt‘ 'Hnmb‘irdw CP@A Opengive, (o

Plun

Yes’— No[ ]

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

over to attendant
Yes[ | No[ |
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
i
2.
3.
4,
5.

Shifting Summary / Notes Written by Doctor :

Yesr—  No[ |

Cr - H-Vonked N

Name

¢ \Moma

ignature of Person who is Transferring

Name of Person Ordered Transfer

A malBad v -

Patient & Clinical Records Received by :

20 d}é

Date & Time of Patient Received :

(o

s

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



Chitdrons | @ BirthRight
PATIENT TRANSFER FOHM !:Iugasuphtgtﬁm .BYRAINBOWHOSPITALS

Your Right to a Safe Delivery

I\

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
Vik-0 SF(T \
?;z%’:l&u - M’;'Wuom %0 [ é [2% @ ':,{E].ﬂ m\ 750’ 6}9—6 @

25
| 'ﬁi"ﬂ Mﬂﬂ ?;u:ov:;,: 9 Transfer Ordered by Reason for Transfer
DY - el Qable-
From Unit To Unit Information to Attendant
| Ye(sg/ No[ ]
P 32
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to attendant
' %b Yes[ | 0
J— M. '
If yes, what™

Medications / Consumables / Surgicals / Hand over

Sl.No. ltem Name Quantity
1.
2.
3.
4.
5.
Shifting Summary / Notes Written by Doctor : Yisﬂ/ No[ |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

Patient & Clinical Records Received by :
&_ﬂo_r\ol, B‘hﬂ
Date & Time of Patient Received : 30| 6 26 @ EFm

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

[ ] Unavailable Bed [ ] Nurse not Available [ ] Available Bed not ready
Docu. No. : RCH /FRM / CLINICAL / 102
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BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

—  VIH-00185108

- ;:.g;z?c"" upa “r:wmm Date & Time of Admission Date & Time of Transfer Order
Or. MADUR vENK4 °Y10M11D "f.o \ " le&(b @Q:H§
gy | o " | 2 -

Transfer Ordered by Reason for Transfer

Dt @@mxh qQ\"mO} &%icm

From Unit To Unit Infg@w Attendant
Yes No[ |

ER_ oT

Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed

N over to attendant
@ — vexa'/a No[ ]

If yes, what ?
\ b3
Medications / Consumables / Surgicals / Hand over GPD "r“Q;) it
SI.No. ltem Name Quantity
1 D
Nioeoew™m ee M o QCalmer Q
2.
Nlaecum 2k G:)
3.
4.
5.
Pl
Shifting Summary / Notes Written by Doctor : Yeajzx/ No[ |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

D C}\om@*m

Q%moxja}#@ |

Patient & Clinical Re\‘grds Received by : E % K,-

b A0

l Date & Time of baéent Received : quo \ \@) o

If the transfer order time & Completion time is more than 30 minutes, please tick the reason mentioned below :
|| Unavailable Bed {1 Nurse not Available

Docu. No. : RCH /FRM / CLINICAL / 102

[ ] Available Bed not ready



Patient Name : B/O. Baby Of BACHU UMA RANI UHID : VIH-00195108 IPD : IP-00060521 Gender : Male
Age:0Y IOM 11D

VIH-00185108 1P-00060521
Baby Of BACHU UMA RANI
19.08-2025 pY1OM11D M) %
Or. MADUR VENKAT NAVEEN . o
Rainbo e
ITRET VR chitdren's @ BirthRight
Hospital € RAUBIW HOSPITALS
. 2.2 e~
EMERGENCY ROOM TRIAGE FORM = 9
mmsmgl"@a&uv_mm@?“ﬂ'i age: ... A0\ Gendec+TNiale [ Female
Date - galﬁlm ...................... Time of Arrival : "+ O™
Aliergies;, LG~ (] Yes [ Food [ Medications L[ Blood Transfusion (] Other (Specify): C 1 Not known
Source of INOrMAtion : AZTPAENMS [T OGS (SPEOHY) ...c..ovvvmsrmrrcsssmmsssesssssassesassssrossassiomssrebesiessssssssssmsssassisss 137 VNS N WA SO
Mode of Arival:  _=+Rmbulatory ) Wheslchair ] Ambulance
® -Ll
Initial Vital Signs: Temp: A®._ -2~ ppﬂ:i?.éum 8P C’ﬂ‘” AR 24 w!pa,- too e/
Chiet Complaints: C.LO..... mmg_?_og__gm_ama.c_&mg- » pm.teat‘s—:)
INITIAL PHYSIOLOGICAL CATEGORIZATION INITIAL PHYSIOLDGICAL STATUS
?ﬁ( Waork of thing /B’S!ﬁ;
Normal chda‘hmACdom ﬁﬁa [ increased ] Unstable :
irculation / ing/ A [ Not — Life -
O Sick Looking ) ﬁ o Damaaﬁngmmmd [ Gasping/ Apnea o Threatening
Triage Classification CTAS
© Lewvel 1: Resuscitation Immediate
Level 2. EMERGENT : Life or limb threatening . < 15min
Level 3: URGENT : Significant iliness / injury with potential to become life or limb threatening 30 min
Level 4. LESS URGENT : Significant iiness but not life threatening """ B0 min
Level 5: NON - URGENT : May receive care when convenient . 120 min

NOTE : All immunocompromised children and preterm babies to be considered Level 2. N.,W

All Children less than 2 years age with high fever to be considered Level 3. Signature of Parent / Guardian

* CTAS - Canadian Triage and Acuity Scale Tmcmmmq’:oc'ﬂ'm
Communicable Disease Triage Screening
PART A. The following questions should be asked to all PART C. A positive communicable disease triage screening is
patients at the initial screening: considered lor any patient who meets one of the two
1. Have you had fever (slevated temperature) in the past 2 Yes LA following criteria:
weeks | Any patient with Fever / Rash / Vesicles / Discharge from Eyes
2. Have you had cough or a rash in the past 2 weeks Yes 4 N and Cough
3. Have yoi had shorthess of braath or ificulty bresthing in. [ wes 2o 1 %wgﬁmwsm“‘nﬁmw
SIAJ0N £ vovcks “PART B of the triage screening above.
PART B. hm‘mwmwm/m
symptoms: | Not applicable PART D. ACTION / INTERVENTION: (for positive suspected
1. Have you travelled outside the INDIA? or had close Mm/{' communicable disease triage screening)
B L T " Patients should be immediately isolated in a negative pressure
o : room or a single room (as appropriate) for pending evaiuation.
BT AN o cinmonsitimmssmsmsssismpsins E] The oot shenks Bo g sunpioal miesk invnsciotely: ¥ not
2. Amrot;rom&/dosecmaMMWamhm [ Yes,u-/ already wearing one.
worker? {please encircie the choices} (e.g.. nurse, , :
physician, ancillary services personnel, alied heaith .| Both patient and triage staff should perform hand hygiene.
services personnel, hospital volunteer, or faboratory | The staff should use PPE (as appropriate).

worker, others) who has had a recent exposure 10 an
individual with a highly communicable disease or
unexplained, severe febrile respiratory oa rash disease?

Name of Triage Nurse ©.£. 1. 5t b Signature of Triage NUTSe © ........ om0 .. ..ccoorrrmrscsrnnn
pateaTime: .. 20.( 6.\ 2 22064

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



Patient Name : B/O. Baby Of BACHU UMA RANI UHID : VIH-00195108 IPD : IP-00060521 Gender : Male
Age:0Y IOM11D

VIH-00185108 1P-00060521
e v &

Or. MADUR VENKAT NAVEEN m?m% | Bi rthRight'
Vil Fospi - | [ mmmmea:
NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Daze—’”ulg—c Time of arrival .-+ @ &ANN \,&é)

Chief Complaints: .G-L0........ C.awvmne. Xos. gwgﬂ(] Q_C-‘!“"Efa RBS: ... T iairecsn
Helght ..o ... Weight - 3 2 kﬂ BMI - HEad Clrcumference (<2 Years) ... o vveecceoree
Aliergies: ' No Medications (| Blood Transfusion LR BOB LR RHIBE o0 suncensivedtimansbismisass

A7 CE T AR S D1 A I[P ST O P U T BRSPS SRR PSSR L

Pain St:reeninq;/{ iNo  If Yes, Pain Score: ... 2....... PainTool Used: ' N Pag;—./FﬁCC Waong Baker

" ChAracter ............oovveree ) LOCAYON ...ooovveernnn.. L1 Frequency ST o/ I DRRHON 7 ibeas ;
RISK FOBSALL: Functional Screening: T Abnormaliies Detected
<71t patient is < 6 years 1 Mobility Problem
tick below fall risk intervention directly 7 Walking Problem
s i;atien;:s ;eiﬁ yearj Hah Developmental Delay
i ess. g W o g Musculoskeletal Cangenital Abnormality
History of Falling: within past 3 months lYes —~10
Ambulatory Aids: Inform consultant for positive criteria
* Wheelchair IYes G
* UJses furniture for support i Yes /'N;
Gait/Transferring:
-8 Bmfs - s CiYes NG|y uyritional Soreening: = Rbnormaites Detscld
| & r. e P i Underweight
| Impaired 1Yes 0
Mental Status: Forgets limitations CIYes [ANG | ' Dvarusig
{ Feeding Problem
IF YES FOR ANY CATEGOHY = RISK FOR FALLING . Special diet
Fa" oata o Special feeding method
| Escort while ambulating 9
i As ient Inform consultant for positive criteria
<« Educale patient and family on fall precautions/prevention
L By

Psychological Screeaingw_j-/nggniﬁcaht Findings
Unusualconcerns about patient's Psychological Status: Yes —— NG

If Yes Consultant Notified: . sdabpes .. (Date/Time): ..
Social History: Lives With .. 'j-'—_ ot V
Siblings in household [ ] Yes b_,ﬁ/. (ifyes HowMany?) ..o eSO

Time of Initial assessment completed by ER Nurse : -q"ﬂ'ﬂﬁ

Doeis. No. | REH /FRM / CLINICAL /120 PLOY



Patient Name : B/O. Baby Of BACHU UMA RANI UHID : VIH-00195108 IPD : IP-00060521 Gender : Male
Age:0Y10M 11D

Nursing Notes {including Labs / Medications / Other Care):

Time Nursing Notes

Aedm g Polilnl Lovacne.. o AL

A:06AM 0 ptkolS  clhecked ol Lecosd ed

D oMK O, aan\!—sh Se e n u-c'a th"er&'

7 .09 .4 AL s Lon ?‘7“9 o2l Done

tuscw.- % (onunuerion Cowne § Cofleded ‘ﬂ,\vg“'“r\"

Fidovae .'FO gfa VA <So\fcl$ a5 ﬂm‘—‘bj ey %30 -
i dL —- Today 3290w -

8~.u§M r A lenk d«?;efa;Q o OT 1

Samples collected by: Time: @ 490w

Samples sent by : g S . m(zj {iehae. Time: @ FLUS A .

Medication given in ER:

Date / . : - | ; Doctor ng?
e | Medication | Route Dosage & Instructions Sign Sign 1
i
!
i
i.
\'\le L |
i (
| 3 i
Condition of patient at time of shift-out: ~~ Details of Shift - out T!
L c.2.0eC
HRI---{-‘-I?---’-‘?’LI-]W v CF}“Z’& sift - out from ERto: ... 70
A 1 BNt o, 5 S 4 N : : i'
iz s:'qilr ----- g e - Time of Shift - out: Qém[él%_@gﬁ a
GCS:..LS 122 ... .. Temperature: ... 91.@..F....
; 2 o na.F Handover given to: @-97&12%,
Pain Seorg:.........ie.. . (Nurse's Name}
Repeat RBS (if applitable): ...oocevor e cerennesissnsrasnnns LU ‘
S J

Tick as applicable: MLC ILAMA BROUGHT DEAD

Pracecurns done With Tetal B SINY iaia i s v siiatunato b s i s s s A L e sy e s s o v :

......................................................... W‘f’\ou. Csand Done

Name of the Nurse g"’k“(.“J ---------------- PR L Signature of the Nurse @4% st
Date & Time : golhl?{,@gt{fﬂqy\
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patient Name:

UHID 1D:

\ Department:

Consultant: e
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D
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LR

Pediatric Mulliorgan History & Physical Examination

Name -

Age/Sex

e
Information given by: e . ........_.___.._._.--___-_-Refationship
Chief Presenling Compiaintg & Duration (Chronolngicaﬂy)

¥

History of Present illness -




VIH-00185108 IP-00060521
Baby Of BACHU UMA RANI

19-08-2028 0Y1OM11D (M)
Dr. MADUR VENKAT NAVEEN

Pediatric Multiorgan History & Physical Examination

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

(L,Llc PT AC(“}-}

g'pm_k N (e

i "“"";,5._[‘[”\'

Birth & Socio Economic History:

About Father :

About Mother :

Any additional Information :

T ol

../‘n\(‘r/f(,(cl - @

APt dod € -

(PT.0.)




WIH-C
Baby
19-08
Or, Mé

|

1

F (iorgan History & Physical Examination

Ant, ry:

Weight gs) );"-_%_E_(Centile 3

On Examination :

Head n (cms}~—_._._____(Cen’rHe ———— ) Height (cms): ——______(Centi!e)-______)

Temperature : #.L PuiseRate:_ |y ¢y gp __JGQ_/ (o

____ﬁ

spo2 v /

Resp.rate and type of breathing :

Rash__ =

Lymphadenopathy

\
Oedema : T@/

Allergies (if any): ___

L

Hesniralory System :

Inspection (any s/o distress) :

Air entry & breath sounds : r\// Len {fw—qu (o o/

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

Any addes sounds e -;Lr, {-va CLFG ;,{q..,\,

/
iy

!

Cardiovascular System :

Inspection of procordium :

Heart Sounds : & |
Any murmur :

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

Per Abdomen :
/ f Inspection
Palpation gwﬁ S 2
Ausculation -
Spine : External Genitelig -

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




IP-00060521

VIH-00185108 i
B‘b 0‘ B‘CHU um ............
19-0’0-21125 oY1iOM11D (M)

MKAT NAVEEN

T

Pediatric Multiorgan History & Physical Examination

Central Nervous System :

/
Level of Consciousness : AVPU/GCS score :

Cranial Nerves : “-.

\ ol
} R
Motor System:
Nutriton :
Tone: / Power

Co-ordinator : l
Posture : \ @

Involuntary Movements :

v

Reflexes :

DTR - Superficials:
Plantars {1 raoy ¢ /: ~J.

Sensory System :

Bladder / Bowel :

Clinical Summary & Diagnostic:

for (bt} Polore G o

f/ ‘f;g’n‘*f{“'~ o,

(PT.0.)




A RAN M)
Raby 4 .,»mm;ﬂ ) S
.08-20 EE
: D:hnua VENKAT NAY

\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\

Pediatric Multiorgan History & Physical Examination

Preventive aspects of the treatment:

Desired goals of the treatment :

Planned Labs:

A p . — Diwioky beis
=DAC Ju'\f .
lglr)ckl Qrovp) ni inke

Signature of the Doctor: ..... Of‘é;""“/”

Name of the Doctor: ...... (/ﬁ‘&F\NEIH .....
Date & Time: %Jé/be)«é

Planned Management

Cfr## D?Io-"c S\»rcuy
3 J
Neve e n

L nf.
UJ RS

odb> _
p0U

DAV

)

wor

Signature of the Consultant: ..o
Name of the Consuliant; ....ccaisssusnsivesmsismsvssnns

Dt B TAIES L s s isvsvivassasaionseniaepusasns pivhredss prannns se
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PROGRESS NOTES AND DOCTOR'S ORDER
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Rainbow" i
Children’s @ BII‘tthght
Hospital . BY RAINBOW HUSPITALS

ga'lt'fme Progress Notes Doctor's Order
yicb\'ll‘, nd v hvomn o1 _}f’lc’_)l_ﬂ____
AT )
W Alp  Clept pAK v Y b -

P L mrve

iy e -

1€ %fwui» :

1o - €bJuo

uAd -

290 ,— \vo/ B0 B

SIS D)

R ~LLreld) |, tonam thivg touuds(d)

N~y nD

o
Twinrz, vp Wood, Wit = ~k

NN

AP o e-2 nfal -

v
—_—

- plaw {7 wood trawmpud

v Moy v b

“ Ao UAWJ’fwg\‘,.

v DyAte Wals WM AN TS |
i v

A 'Tm;,wnm)m a8l 2%

(ML by gunr-ivp .

e Vealroana. Lo -
Q-‘_‘_-""‘"'--_h______ e L4
/‘Lr rlc.é:'(ﬂ bjn“
St
206 19t
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Docu. No. : RCH /FRM / CLINICAL / 088
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ospita BY RAINBOW HOSPITALS
00RO o e
FHUGURESS NOTES AND DOCTOR'S ORDER
ga';ieme Progress Notes Doctor's Order
1 opmad (e Pucke dade o0,
V| Hile gt plhifn SLtove
{H — /%'a
] o
/y We,o,—%/ Care | PSwcto,  Sof {
’2;} Oral Guebo aﬂyfahﬁ Bkl Lleesl @
‘poaI'Lj
3 T) bar.elief T Potcotine Q61U
(«a/l T mpelol
[
r// (s, @ed, 2fis) thy
4{/) T Prgas g2 to | (ontmue
) o enpryy, A ;ng«h.e '/:ﬁ» :
/ i Gl o
‘L\A.LL@&.%JI_. = ~ y Fop—
| 2 iy
3T 4 Tolelre
/hﬁ ﬂnr‘))/-tm_ /
i éw\q
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Children’s
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@
It takes a fot to treat the ftte.

PROGRESS NOTES AND DOCTOR'S ORDER

@ BirthRight

Y RAIN H
Your Right to a Safe

B BOW HOSPITALS
i Delivery

Date
& Time

Progress Notes Doctor's Order

%Mﬂm
2. 4oft/

Naveen o~

- M.fmw?

skadus

YA M

P%l%c

W 4 FUM:JM_LQ&MW
‘ /

warg

>o0nne VMWMJWV{L

(,T/ d avafD‘ -}fw

DUt hg

b A
U B 5

\B

| Bmmm NeTE

PRBC b fusin

of sw%&?

14

cwwfdmaﬂr

Il

\

Ay (

20, W 34

(D Couttnme [eeding « ( Nslowly £ |
gvd'.,rul I

-

Cﬂ MOMLf
ﬁ Suchion / ouly sos I,ww r 1ng

)

2hol:’P\\_y
Hedlod(dohet !
(e pnny

Casa bom| W
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ga;fme Progress Notes : Doctor's Order
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-?@Q J.Q{\:mdv\ 8 \oonUelsg. W%&Q‘L
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Taclien m%ﬂdwﬁm do o
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Hospital BY RAINBOW HOSPITALS
It takes a jot to treat the litte Your Right i

PROGRESS NOTES AND DOCTOR'S ORDER

Date

& Time Progress Notes

Doctor's Order

VY

rﬁ.ﬂ»“ c,.({,i& [ Coegle

LR

e
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VIH-00195108
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Baby Of BACHU UMA RANI
19-08-2028 0Y10M11D

Dr. MADUR VENKAT NAVEEN

I ﬁlllﬂﬁlllﬂllllllll”llﬂllll

e
Rainbow®
Children’s .
Hospital .

NURSE HAND OFF COMMUNICATION - ICU

g DOA: 2)0\;;\ W Diagnosis: dc BL P“Qﬂg}_& Surgery / Procedures:
S | Allergies: o ;1A Post OP Day:
=
S Date: -—,50\@\'?)0
- N
Area [ 3
o \tV \ o
g shitTime | © et e\;d‘i 2
8 B O’Yd«“‘j Moved |4y & auortd
& | Ventilation (RA, NP. NIV, VENTI) 208 ﬁpr
8 |1 N (o Anudes Gt Canawls
o [ . -
a —
2 d e
-
= | 4 - -
PRB - @,\q 4
iy rot [PY 4 W\ W
Infusions / Transfusions lrf) o
0
PU Prophylaxis al il o
i [« ]
DVT Prophylaxis nlfY —
BP — —
e PR | (o bl 122011
_—
§ Vitals RR | ¢ oblm )s bw
e Sp0,| 96 . b NG
2 Temp| Q9.7 F Ag -6’ 1A
Pain Score () o
: ious, i jon, [¢] 5
e e RN Conciouw)
Skin Integrity ((:Ig{t:!cfthéflliedsore{ Any other '4") ‘r& ¢ ]f Qﬂ * P C‘{
: Physical | ALt i1/
Restraints If any Chemical h} f’ U t;; ¢ o
Fall Risk (Vulnerable Y/N) if yes score (P O
m%lgg%n walking, moving with assistance, E)ro 49 P L I Pl pe lf Yl‘ O(C(—i
ADL (Dependent / Non-Dependent) 0\1" N r\d en \- {{E o OC M
Critical Lab Test / Values J — ; -
(if any)
Note: RA (Room Air, NP Nasal Prongs, NIV Non-Invasive Ventilation, VENTI Ventilator)
Docu. No. : RCH/FRM / CLINICAL / 122

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery




Date: 301626 20[6/25
Area W J p | ¥,
Shift Time )
plan +o -
Ordered Sﬂﬂ‘i‘ "‘U
/ Planned
YoM
v
2|3
= | 8
E £ | Due p L —
& |2
= o
5|8
(+] -—
¥
E
»
Reports Pending 71
NP
Referrals (If any)
Remarks
(Special Interventions like, Drainage P
tube flushing etc.) AL ,
| —
\ B
Handed Over By Name : ,N‘_Q‘A g /0\9
o
e &y
Signature : W a
e lul b sol6[14
Time: 5 P’“ @ 9(1-\4/
* \ -
Taken Over By Name : gw ,JJ’@D’C A
Signature :
4
Date: 3{)[ 4 / 24
Time:
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Rainbow®
Children’s
Hospital

It takes a lot to treat the tle.

NURSING SHIFT HAND OVER FORM

BY RAI

INBOW HOSPITALS

‘BirthRight"

ight 1o a Safe Delivery

Docu. No. : RCH /FRM / CLINICAL / 097

Z | Diagnosis: dj_g,t PM Any Infection: [1Yes [1No FNotKnown
E [y RN ——
S Surgery / Procedure: CQ'AH Pdﬁq-}-@ g% @,7 Post OP Day:
g Medical Conditi - = it = = B
[ ndition ; ; . R
% (Any special condition to be noted): | ™\ rh‘ hﬁ\ Ll || NI
= | Diet Npo | QD  [wiveeed | GaftlCy or
Allergy: 1 Yes =490 | 1 Yes#"No | 1 Yes «/No | 1 Yes WF Yes W‘r' Yes C1No
Ventilgtion (RA, NB NIV, VENTI):  |R($) gy | oes Le 2
Tub¥s/Drains/Catheter: #Yes C1No | #Yes (1No | Yes T'No [ WWés [1No |0 Yes~xaM@ [ 1 Yes 01 No
£ | vital Signs: Tomp: [43-2°F |4 bf | a8 ¢ 1307 [ Rt
= g T
g Res: 94h1m L\ [gub\m [A0IT | 8@ h
2 Sp0;: | oo [alYl” | on-\ | A&7 Q) ¢
2 Puise: [\o'bl™ {9 Amt) |1 o0 btn ) 2w/ ) |10kl
BP: | wopnq | Copred) | — : i
LOC: |Coeupycan {prasonns ronsGous (0N 10W]Bng, dph
Fall Risk Score: | | 2- \2- 1@ \§ ‘,2_
Pain Score: | © 0 (8]
Skin Integrity Tm?-atjf ‘ W ¢v¢a¢’ ir\\_ﬁli“* JGLT J
Safety Needs: }=-Yes (1 No| CLYEs “No | @r¥es C1No [/ Yes [1No »/‘/ CINo |1 Yes 1 No
Physiotherapy: | Nt NIRRT IR
§ Others Specify: |1 Yes o |1 Yes 01No |0 Yes &No | 0 Yes i/No | 0 Yes tiNot~T Yes CINo
% Special Diet: NP.D ty '.\ il T e
& |Critical Lab Test/ Values: Ni't) o ! AL K il
E |Other Special Orders / Medications: | Yes =No | = Yes _ANo | LI Yes wNo | (1 Yes uudﬁ [ Yes\ N0 | 0 Yes £ No
é PU Prophylaxis: [l Yes =No |1 Yes CINo | O Yes g#No | T Yes ufﬁa [1Yes U0 | Yes I No
DVT Prophylaxis: O Yes =No | 0 Yes%o U Yes ¢4No | Yes }ifNo O Yes\“LNe[ I Yes £ No
ADL (Dependent / Non Dependent): Depg“cbqt M of [P " Ao
i e -ﬂgﬁm& i
Post Operative Procedure Special Orders: NI l ] B{"J&» i y \I M §
Handed Over By Name : %14'&11 W mcmi&:a Manase ool
Signature /1D : tordant 0\55 g . i E
Date: 30[6126| 3,0\6\%| 206126 |6 RIZ6|1|3]20 4
Time: gu$ vt \ 0 | @ (@gan l@uem|
Taken Over By Name : %% Mq iu‘ur NHEC | Bostava e /
Signature /1D : ol6 Ub [ M| Q@ e v
Date: Lols| 6| 2d\™ | 2ol [\ 7 | 7
Time: QAP - | (oS [ Oop) (@ g™
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L

e e e I — - = ®
| e | Chitaren's | @ BirthRight
Hospital . rg_rm.msaw HOSPITALS
It takes a lot fo teat the little. Your Right to a Safe Delivery
NURSING SHIFT HAND OVER FORM
Z | Diagnosis: Any Infection: [1Yes [No [ NotKnown
E If Y?;J S0 g N
@ | Surgery/ Procedure: Po)st OP Day:
/
% Date o
& | Medical Condition /
% | (Any special condition to be noted):
2 [ Diet /
Allergy: T1Yes CINo | Yes O N;{ TYes C'No | Yes CINo | Yes CINo | Yes C1No
Ventilation (RA, NP NIV, VENTI): /
Tubes/Drains/Catheter: T Yes ©/No |1 Yes 7/No | Yes [1No |1 Yes [1No |1 Yes CNo [C Yes £ No
| Vital Signs Teﬂr:i;f //
= -
@ $p0,: Fi
2 Pulse: / ¢
BP: /
LoC: I
Fall Risk Score:
Pain Score: /
Skin Integrity /
Safety Needs: | Yes ,{ No|[1Yes [INo [ Yes CINo |l Yes CINo |0 Yes T1No | T Yes C1No
Physiotherapy: /
E Others Specify: | Yesf “JNo | Yes CINo |C7Yes CJNo |C]Yes CINo | Yes CINo | Yes C1No
s Special Diet: |/
S |Critical Lab Test / Values: /
E [Other Special Orders / Medications: |/Yes C1No |1 Yes ='No |1 Yes -INo |l Yes “INo |1 Yes C1No |l Yes “INo
E PU Prophylaxis: 7 Yes C1No |1 Yes C/No | Yes ©1No | Yes TINo [ Yes TINo |1 Yes 7No
DVT Prophylaxis: /71 Yes [1No ) Yes ©INo |1 Yes C1No |1 Yes (1No | Yes ©1No |~ Yes ~INo
ADL (Dependent / Non Dependent): /
x
Post Operative Procedure Special Ofders‘: ;
Handed Over By Name : |
Signature / ID | "
Date: \/
Time:
Taken Over By Name : \
Signature /1D :
Date:
Time:

Docu. No. : RCH /FRM / CLINICAL / 097
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NURSING CARE RECORD

e

=
Rainbow"® . L
Children’s | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
1t takes & lot to treat the ttie. Your Right to a Safe Delivery

1 Maintain Airway and Oxygenation

Q’ﬁglieve Pain & Discomfort

[J Maintain Fluid Balance

1 Improve Activity Tolerance L{Fﬁﬁimain Good Nutritional Status

Date: 30‘6[}(’

[ Maintain Skin Integrity

§ ] Maintain Personal Hygiene 1 Prevent Infection ! Meet Elimination Needs ] Ensure Safety ] Early Ambulation Reduce Anxiety [] Patient & Family Education
S | [ Identify Potential Complications C1 ANY OtherS. SPEGHY. .........evve B ettt

Time Plan of Care Time Implementation Evaluation Re-Assessment ﬁ“g?gn':?,}',‘g
£
=
S
=

o & - Fa) a

: — peltele ming — e ce  n ~T0 61Tven -—Bdbbf LS naniéha
=
S Co® 306126
2 G RpTscomAoa+ pa‘f M PCl) Hable

Night

\0

on| =7 Ceedi

10'3

v (ri?2
I

O_-D(A/q v Lk 2

71‘3‘@%@

__(741 b

(@




ViH-00195108

10-00-2025

IP-00060521
Baby Of BACHU UMA RANI

0Y1OmMI1D

MADUR VENKAT NAVEEN

T

(M)

-

&

NURSING CARE RECORD

r//

Rambow
Children’s
Hospital

It takes 2 lot to treat the itte.

\\

@ BirthRight
. BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

("1 Maintain Airway and Oxygenation

[ Relieve Pain & Discomfort

(] Maintain Fluid Balance

Improve Activity Tolerance

Date: ...l 20

Maintain Good Nutritional Status

| Maintain Skin Integrity

Lé [] Maintain Personal Hygiene [] Prevent Infection ] Meet Elimination Needs Ensure Safety [ Early Ambulation Reduce Anxiety [l Patient & Family Education
© | [ Identify Potential Complications [ Any Others. Specify..... }tllr .............................................................................................
Time Plan of Care Time Implementation Evaluation Re-Assessment g";?;n':ﬁ'l‘r':
® (]
- Docter - suprond’ acle
= R DIS%%Q Mote tapm= D C&rﬂa M 1(¢
o
S
= gﬁt C(}//j Jw«j/g
S
=
s
=< 1 e/)
D
£=
=
=
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CONSENT FORM FOR GENERAL /> Chitdren' § cirthiont
REGIONAL ANAESTHESTA / Hospital
MONITORED ANESTHESIA CARE

Your Right to a Safe Delivery

Patient Name : ...... WQ& ...... Rothy ....\M.EQ:!;.‘....................Age:.......\th...Gender:Male Female O
UHID NO: ......... VK -OAS\08. ... Surgeon Name: o D NN

ANAESHNESIOIOZISE © .....vvvveeeeeeeeeeeeeeeeeeereeercens L Y2 L

Operative procedure planned : %&Wﬁ%

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

~ineral 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 without numbness can be achieved by infusing weak solutions of local anesthetics arid narcotic drugs to particular
parts of the body after surgery or injury, using catheters.

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

[0 Heart disease [J Hypertension [ Diabetes mellitus 0 Renal failure
[ Hepatic disorders [ Shock O Multiple organ failure O Polytrauma / Renal Tubular Aacidosis
O Incapacitating Cronic Obstructive Pulmonary Disease

ST s cvsnsissssissvsiiivns Ricondeg L PO DM S
 Doctor to document in medical record also if necessary (Cross-out if not applicable)
DECLARATION BY PATIENT / GUARDIAN / PROXY

| hereby authorize Rainbow Hospital, & its authorized doctors to perform upon me / my patient

%hﬁ ..... U&Q}G&H\M?—oﬁz above mentioned operation / Diagnostic / Therapeutic procedures

| authorize and give consent for anaesthesia ( CJ Regional / eneral Anesthesia / OO Monitored Anesthesia Care as
considered appropriate by the anaesthetic team.

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

Docu. No.: RCHBH/FRM/CLINICAL/021 P.T.0



| understand that there are some infrequent complications that can occur due to use of anaesthesia, these include
pain or some injury at the site of injections, temporary breathing difficulties, asthmatic reactions, headaches.

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

That | authorize and give consent to the team of doctors attending on me to admlntster blood products during the
course of operative period and immediately thereafter in need arises.

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

- Pregnant: O Yes No
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

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

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

Patient / Patient Attendant : Witness : (/o)

Signature : . A SRV Lo e S S TSl
Name : . W‘@LN NN i

Relationship with Patignt: b, A DA & TIMB : ....cooerrerrrerenreceerenreasassossasaensassns
Date & Time : ‘b!a f% q"*‘"

Doctor (who is takiﬁg the consent) :

Signature : L(’Q_.L.ﬁ
Name : bf%w\m

Date & Time - ... ). %, q"g"’{’“"
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19-08-2025 OY1OM11D (M) oovER

Dr. MADUR VENKAT NAVEEN Rainbow . ” S
Children’s BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes & lot to treat the Bk, Your Right te a Sale Delivery

BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSI)

Date: 30lCo\@Co
To Be Filled In By Assigned Nurse:

Department: ... Qm@%m%"j rveveemmerens . Duration of Procedure : .. [(ﬂ/ Bomn
Name of Surgeon: .. @\J QOO e, Date of Admission : 3 Ol(ﬂ\ @Ca

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

Staff Signature |

1. | Antibiotic given prior to surgery? [ Yes M
1 Single Dose Antibiotic ~ Or Loﬁg Antibiotic Regime | ot
priortoincision?  Yes | __No~ |

| Name of the Antibiotic: ...l LY,

Antibiotic administered within 60 mi

2. | Hair Removal ] Yes /No If Yes: || Surgical Clipper
Department where Hair Removed: | | Ward Operating Room J

\
| Other: . . l &)/
v

l Skin preparatmn done (cleanse surgical area with antiseptic agent '/\‘fes i

o Patient's body temperature immediately post operation (Recovery Room) 3"7' i
A Oral Or‘ [ ] Tympanic (Goal: 36-37°C)

= F_¥ e i —_ S
4. | Name of doctor or staff administering the amibiot‘{ {a% fa[ lq &Q\Uﬂh

Date & Time of antibiotic administration: %'O [,9’ é C’D q *P""h
Date & Time procedure started: ... 0. 6. “Ooll""- #

- Ensureformisfilled in completely by assigned staff whenever patient had surgery

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

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



™

INFORMED CONSENT FOR SURGERY OR Children's ‘BirthRight“

Hospita] BY RAINBOW HOSPITALS

SPECIAL PROCEDURE e Rt et

UHID No: [A£108 Date -

PatientName:...B\O B U;nlﬂkﬂﬂt ... Gender: L/Mﬁe Female Age: ... ?7
26 .

Instruction:

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

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

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

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

| have been explained that the following complications though rare are possible and will not hold Surgeon, Anesthesiologist or

the hospital staWszble f rani untoward even

My signature on this form indicates that

1. Ihaveread and understood the information provided in this form

2. My doctor had adequately explained to me the operation or procedure along with the complications written above, along
with the risks, benefits and other information.

3. Ihavehad achanceto ask my surgeon questions.

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

5. lauthorize the consentto the performance of the operation or procedure.

Name of the Doctor who is performing the SUIGEry / PrOCEAUTE: .............coovveeerverrreeieeissesssesesessss e eresesesesesessseseseessesnsses

Consentee'? Patient Attendant : Am/
I S e Rc L DR ot SIONARIG.. .......onstonemnnss R Ll s arsminiins
T TR i RS SO Name : .......... B rome Remr

DU I v Nt s sssanisisiins Relationship with Patiept: ..j...... m 0‘“”39 ............
CN‘# ) Date & Time : 390[6(

b J Doctor (who is taking the consent) :

SIS © s Sighiature: f"meerf»—in

e e —— M

AD
DAtE & TIME & oo, i e 50[6 %}9{0\4"\0
Docu. No. : RCH /FRM / CLINICAL / 027



Surgeon (DHVG’?JZ/@L N(ern—

SURGICAL
SAFETY CHECKLIST

Asst. Surgeon :
Anaesthetist :
Scrub Nurse :

—

g..SEk;RPOISt Bk

VIH-00185108 IP-00060521
Baby Of BACHU UMA RANI
19 ns-znzs oY1OM11D (M)

R VENKAT NAVEEN

TN

ool

... Age:

'y Name : ClﬁL’f
Date 30{6/&6 BN o

lom
G r H'/ Rambow ® .
Children’s BirthRight
Hospital _ | (@ muem=rre

Out-time :

Before Induction of Anaesthesia » »

Before Skin Incision > > o

Before Patient Leaves Operating Rog.g1

Pulse Oximeter on Patient & Funcliuning,?@s CINo
Does Patient have a:

Known Allergy?
Difficult Airway / Aspiration Risk?

Yes, & Equipment / Assistance
Available
Risk of > 500ml Blood Loss
(7mi/kg In Children)?
Yes, and Adequate Intravenous
Access and Fluids Planned

OYes <o

\)24; [INo

¥es ONo OINA

“Yes CINo CJNA

%;.ENO CINA

Signature :........c....... @/

Blood Units Reserved

Has Antibiotic Prophylaxis been given
within the last 60 minutes?

Correct ProcedurerH‘P 0.' cﬁ}—uﬁs CiNo

Anticipated Critical Events
Surgeon Reviews:

What are the Critical or Unexpected
Steps, Operative Duration,

Anticipated Blood Loss? SYEs CINo 1 NA
Anaesthesia Team Reviews:
Are There Any Patient-specific Goncems” J No [J
Nursing Team Reviews:
Has Sterility (including indicator resurls) W &u

Been Confirmed? are there Equipment

issues or any Concerns? CHEs CINo CINA
Is Essential Imaging Displayed? C1Yes <o C1NA
Power Supply, Earthing, Power Backup

and functioning of equipment checked. Yes CINo

Signature :

Name :..........LoL

SIGNIN _ Time-... X\hon).- TIME OUT Time. 1. P, SIGN OUT _ Time. L0 A

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

Identity :.;/25 CINo introduced themselves by Name and Role<-ss 1No The Name of the Procedure Recorded mo

Site A#Yes 1No Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle

Procedure j:??a CINo Nurse Verbally Confirm ok maﬂm Counts are Correct (or Not Applicable) Mo [ NA

Consent +Yes CINo Correct Patient (Check ID Band) Yes CNo The Specimen is Labelled (including
Site Marked “1Yes [INo U,NA/ Correct Site &¥es CINo patient name) C1Yes”TINo [ NA
Anaesthesia Safety Check Completed “Yes CINo

Whether there are any Equipment
Problems to be addressed @~ 0O IYes ZTNo C1NA

To Surgeon, Anaesthetist and Nurse:

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

)

v U

Doc. No. : RCHBH/ FRM / CLINICAL / 111 /
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Baby Of BACHU UMA RANI

19-08-2025 0Y10M11D I —
Or. MADUR VENKAT NAVEEN

AT

7 Rainbow® 3 ety

”"m | Children’s € BirthRight
- Hospit al . BY RAINBOW HOSPITALS

It takes a ot to reat the i, Your Right to 3 Safe Delivery

OPERATION NOTES
Surgeon .CD‘,, Hadwt V@—Jé;f Ndvech_ Asst. Surgeon :

Pre-Operative Diagnosis: o j:/ ﬁgﬂ . ﬂﬁu &, % / =
Surgical Procedure : ' Céf@
| vowas - e pw@@ Qaﬂw

Indications for Surgery :
e Plle

s 2%
Date : A0/ Q}&L, Start Time : QWP\’m : End Time:l’o‘jw ,

Post Operative Diagnosis:

Peri-Operative Complications:

Amount of Blood Loss: Blood Transfused (in ML)
Name and Number of Surgical Specimen sent for examination:

Operation Notes:

Ut —jC . CZ«%{\M%

Y (~ &Zfﬁaﬂm

PTO.
Doc. No.: RCH. / FRM / CLINICAL / 099 (PTO.)



."‘»-M_"u“_.-h-"’

- Wﬁﬁﬁ(/« =/l (B,

3 Ix»éﬁja ) it ) it Ul

o A o // mec : opmﬁ%_/()

Qﬁ" ('S r [,Q_LQO;JF:

) /4

— Lol Potdg

Name of the Surgeon: /L’WwMW\

Signature of the Surgéon; .............. st O v i

DAte & THTIE. wvevveeecsreresseresssesisasaesesnne et
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- B "::1"’ s “::.‘: ,mm Rain%w’ ® firihpinki
L I ] G
X o e e Tour ight o 3 Sfe Bevery
BLOOD PRODUCTS TRANSFudiud MONITORING FORM

pate: .. 30 6. 26 THES o b ORI, ..oprerposssistomamesbibmsssntrense
Blood Group of the Patient; ...0.: 5 V@ Blood Group on the BI0od Bag: ... 0 XN oo

Blood Bank Issue No: ......... 6L Date of Collection: 9‘5\5[16 ...... Date of Expiry: 2. ' 0 ' 28
Date & Time of Starting Transfusion: ..2.9 6 2 G..1\2 Gr"f}z;nnele duration of Transfusion: ......... L(I'"’M ..................

Check for Correct Uit Correct Patient:
Blood products cross checked by: Nurse 1: . BY Q{WL-L e Nurse 2: . SW]"‘H}”“

Before starting transfusion vitals: Temp: 39:2. F HR . lh(’blfﬂ RR: . 515]'“ BP: 0\[ [Qﬂ Sp0, q’é‘} .
PLEASE MONITOR THE FOLLOWING:

bate L L L PFeIS;fre 0 F?ansi R%?rs Breattﬁggsness AF?r}élgg:\:r

,})O\h\"*' 15Min |\ WQn a6 add:- | - ~ _ —
,bo\"\\’ 154 | V! 0\%_(0"‘( agk | = i B B
,50\5\15 30Min | o 4 0\%.0\““9 A |- ot _

30 Min

30 Min

1 Hr

1Hr
Comments: MDMUWU"QCAQ[““ .
Name of the Incharge-Nurse: Qujaﬁu Name of the Nurse: .................... e VA 001 24
Signature of the Incharge-Nurse: .. Q( Signature of the Nurse: . @
Date & Time: ....... 80[6125 @S 2o Date & Time:. 5026[7_6; @ .30 ™

Docu. No. : RCH /FRM / CLINICAL / 078
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Rainbow® . L.
Children’s 4 BirthRight
CONSENT FOR BLOOD TRANSFUSION Hospital _ | {)mmemosmns
& '
Name: ........... ‘ D e g st Uwna Caw' Age: O\ Gender r@gw_/ Female[ ]
UHIDNo: ... N =. 0.0 13S0 8 Date: ... 20 0.6 L 2o .
Type of Blood Product: [ ] Fresh Frozen Plasma | cked Red Blood Cells ] Random Donor Platelets
(] Cryoprecipitate ] Single Donor Platelet (] Whole Blood
[ Albumin [ 1 Red Blood Cell I [E 1| £ ———
[P—— 'FW’WM“/ .............................................. hereby give my consent for whole blood transfusion or

the blood components as part of treatment of myself / my patient while being admitted at Rainbow Hospital. | have been
explained all the known risks of transfusion reactions. | have also been explained that the donor blood has been screened
for Human Immuno-deficiency Virus antibodies, Hepatitis B surface antigen, Hepatitis C antibodies, Malaria and Syphilis. |
have also been explained that transfusion transmitted infections occur even with screened blood, especially if it is in. The
“window period” and also due to various other infections which have not been screened for. | also understand that any
blood components transfusions carries risk of transfusion associated reactions, fluid overload etc. which are generally
rare. The same risks apply for multiple transfusions too.

The doctor have explained to me about the alternative for this procedure that ...... AL epivnvsranaasimmmes s

All the above-mentioned risk, benefits and alternatives have been explained to me by the doctor treating me / my patient in
the language that | fully understand and | accept the same and give my consent for all transfusions (the whole blood / or
blood components Packed Red Blood Cells, Red Blood Cell, Platelets, Fresh Frozen Plasma, Cryoprecipitate etc.) tome/
my Patient during he present hospital stay and treatment.

Patient (Or Patient Relative / Guardian): Doctor (Who is talking the consent)

Signature: .... Afc W .......................... Signature: ...... (VV .....................................
Name: ............ N> b“uj ............................... RS oo o3 e oo SN
Date & Time ........ Hnd‘-@‘-ﬂr ..... atuam..... Date & Time ........202. /0.4 { Lovg. . a0
Witness

DI .ot R R S s e e

T TR———————

170 [ RN RSO ———

Doc. No. : RCH / FRM / CLINICAL / 014
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Baby Of BACHU UMA RANI

0OY1OM11D

Male

IP-00060521

VIH-00195108

Dr. MADUR VENKAT NAVEEN

Laboratory Report

8309451213

V126021940

30-06-2026 07:43 AM

30-06-2026 07:55 AM

N 0 GF-EMERGENCY / ER 101

Investigation

Result

Unit Biological Reference Interval

COMPLETE BLOOD PICTURE (Specimen : BLOOD)

HEMOGLOBIN (Colorimetry)

RBC COUNT (DC detection method)

PCV/HCT (Calculated)
MCYV (Calculated)

MCH (Calculated)
MCHC (Calculated)
RDW-CV (Calculated)

PLATELET COUNT (DC Detection Method)

MPV (Calculated)

WBC COUNT (DC Detection Method)

Differential Count

NEUTROPHILS (Microscopy, Leishman stain)
LYMPHOCYTES (Microscopy, Leishman stain)

MONOCYTES (Microscopy, Leishman stain)
EOSINOF‘HILS_ (Microscopy, Leishman stain)

Printed Date / Time : 30/06/2026 08:24 AM

8.3
3.55
24.6
69.3
235
33.8
155
398
71
12.61

77.9
14.6

5.3
1.9

The &

fL

TEST RESULT STATUS : REPORT ENTERED

gldL L 105-135
1072/ L 3.7-5.6
VOL%. L _..33-49

v L 70-86
pglcells ; 23-31
gdL &= 30 - 36
%  1}5-16
1079/L 150 - 450
fL 6.5-10
1079/ 6-17
% H 15-35
% : 5 45-76

% § -7

nal renort will he reléasead afaer 24 hoyrs
3l repon wil o el 29 DOWs

Printed By : MOGILISHA SHAIK Page 1of 1



e Rainbow Children's Hospital - Secunderabad
Rainb‘ow’ 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 “’“"‘E*“ TEL NO :040-42462200, Ext 2000,2001,2002
e WEB : https:/rainbowhospitals.in

FOR TR ENT

Patient Name: Baby Of BACHU UMA RANI Age : 0Y1OM11D
IP No: IP-00060521 Sex: Male
Consultant: Dr. MADUR VENKAT NAVEEN 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.

| understand that the confidentiality of all medical records shall be protected to the full extent of the Law. The undersigned
- ) consent to the use of health related information/ audiovisuals of the patient for research & training purpose or for
irance 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.

| 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 ste_rillizatiop
and disinfection. | am informed that the hospital assures maximum level of precaution and care in sterilizing and disinfecting
the equipment and monitors the whole process as per evidence based guidelines".

Note:

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

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

(Receivers Signature.................. ) QQ 4{/ "5-:;
(= ,1_4/'

3 IP Guide book has been given to me and | have been explained about the Hospitals rules and policies.
4 Financial and billing counseling has been done to me.

Signature of Patient/Relative: //\[ < W

Name: #%l/‘-* wnav' Patient Address:
oo \ H.NO-15-16/2,RAJA NAGAR COLONY,
Relations Faﬂt e r OLD MIRJALAGUDA, Malkajgiri

Hyderabad Telangana INDIA 500047

Date: 90 fc)l 202 (3 Time: ':{, ok= 41}14.-,

Wittness Name:
Wittness Signature: e M

Printed Date / Time : 30/06/2026 07:09 Printed By : 017885 Page 2 of 2
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e w:ﬁ w @ INFANT (<1 year) rainbow” | @ R,
. . i , : Children’s 1 19
‘}‘e"‘ hlﬁllﬂﬂlﬂlm“llﬂ\\m | o Cuart | Hospital_ | (s

EARLY WARNING SCORE: CHILDREN'S UNIT 1

Date: .9 \..... ime: THIEARAELUIENENECS R EE R
| Doctor/Nurse/Family Concern?
104 4 f
103
102
o | / / {
101 0 T I L = T 7 <
100 ‘n... l‘ h:‘ o= » 8 22
?mperaiure : ol g ] —| N kol o
F) O Pl 5 a2l ad :
4 o o 0 P )
-+ s Sl TS
98 L A ¢ =T ~=T ®
97 = e . L
%]
95
94
190
Heart Rate 180
(bpm) 170
160
and 150 NS
140 -
Blood Pressuré” 130 . B SN S S
(mmHg) * 120 —>——Tp— s 0
110
100 "{\I
Note: 90
BP does not score 80
in early ;g
warning scoring 5
Heart Rate (Number) | { 2
70
60

3sp. Rate (bpm) %0
Jver 1 Minute) * 32

20
10

Resp Rate (Number) - . [ Bo] |3 % 200 QX
Resp rMadf Severe

Distress | None / Mild .EE.--.---N.M------.-....------
Receiving 0, (I/min) | LEa R ¢ g _

0, Saturations (%) ooy e f aal DO o 6 TIHAA p;] av I ™ 2%

Conscious |Normal | ~] ~ ~ NS

Level Altered

GCS * / GEGESENEGEGENED

TOTAL SCORE L

Number of shaded boxes | © |© | © 0| |0 0 3 v [ ? P

Pain Score 2 ol lo| lo i) L O A I - J

Observer’s Initials '? — EARNENEE W ] [

doke 1 : Continue normal observation by staff nurse
ACTIONS Score 2 : Shift in charge nurse to be informed and continue hourly observations
NB: Scores 3 should be Score 3 : Shift in charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation to continue.
recorded overleaf Score 4 : Shift in charge AND treating consultant(till 8 PM) or On call night duty consultant to see
Score 5 & 6 : Shift incharge and PICU /NICU fellow or PICU/NICU consultant to be informed
* NB: If GCS is below 12 or the Oxygen requirement is >3 Lit./min. , then irrespective of rest of the score, the Nurse MUST inform the PICU team.
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Rainb‘gw‘ . y: e
Children’s & BirthRight
Hospital ' EY RAINCII (AL
12 takes & iof to trest the itle \'om.f-nhf o a Sate Delrvery

CHILDREN’S OBSERVATION
and EARLY WARNING SCORING TOOL

INSTRUCTIONS:

The paediatric Early Warning Score i) seeks to identify the abnormal physiological finding seen during serious
childhood illnesses and ii) offers a method to interpret such physiological derangements with clearly defined
actions, ensuring that suitably experienced staff are involved with the care of the sickest children.

The Early Warning Score does not replace clinical experience and acumen and should not be relied upon for such
purpose.

6 clinical parameters are assessed and recorded as part of the child’s routine clinical observation, providing a Early
Warning Score between 0-6 (Higher Early Warning Score are seen in sicker children)

Detailed actions are described according to increasing Early Warning Score.

Some children with complex medical needs e.g. cyanotic heart disease may require modification to their trigger
thresholds/ action plan- this should follow discussion with senior colleagues.

Any Early Warning Score of 3 or above should be recorded below with details of any subsequent action initiated

Date Time Early Warning Score Date Time Name

Ifat any time additional help is required, call help —regardless of the Early Warning Score!

Following a Early Warning Score assessment, senior help may be required .

The SBAR communication tool (situation, background, assessment, recommendations) is a helpful mnemonic that can
be used to describe a child’s clinical condition to a colleague.

I IDENTITY: | am (name), a nurse on ward (X). | am calling about (child X)
s SITUATION : | am calling because | am concerned that ... (e.g. BP is low/high, pulse is XXX,
Temperature is XX, Early Warning Score is XX)
BACK GROUND : Child (X) was admitted on (XX date) with (e.g. respiratory infection). They have had (X operation/
B procedure/ investigation). Child (X)’s condition has changed in the last (XX mins). Their last set of observations
were (XXX). The child’s normal condition is ... (e.g. alert/ drowsy/ confused, pain free)
A ASSESSMENT : | think the problem is (XXX) and | have ...(e.g. given 02/ analgesia, stopped the infusion), OR | am
not sure what the problem is but child (X) is deteriorating, OR | don’t know what’s wrong but | am really worried.
R RECOMMENDATION : | need you to ... come to see the child in the next (XX mins) AND | s there anything | need to
do in the meantime ? (e.g. stop the fluid/ repeat observation)
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Early Warning Scoring Chart | ===:=ew=s= DETRERT—
| _— EARLY WARNING SCORE: CHILDREN'S UNIT o
(oate AW Twe: T O W [ T ] T [ T T -7 T T T 1T [T 11111 TILII]
st ove RGBSR ETET P EL L R e
704
103
102
101 —tg b
Temperature bl i :
('F) o0 ] [
98 |~
|
96
95
9
Heart Rate foos
(bpm) im0
160
and 150
140
Blood Pressure :gg
(mmH) o D
1
Note: %g
BP does not score 80
in early ;g
warning scoring s
Heart Rate (Number) \C
70
60
Resp. Rate (bppm) 50 -
(Over 1 Minute) * 39
10
Resp Rate (Number) o)

Resp Mod/ Severe
Distress | None / Mild

Receiving 0, (I/min)
0, Saturations (%) I
Conscious | Normal
Level Altered
GCS * IS {
TOTAL SCORE T
Number of shaded boxes| | © 0 X X d’ly\.r\
Pain Score O ) (<
Observer's Initials >l 5 o o
ACTIONS Score 1 : Continue normal observation by staff nurse
Score 2 . Shift in charge nurse to be informed and continue hourly observations
NB: Scores 3 should be | Score 3 : Shift in charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation to continue.
recorded overleaf Score 4 : Shift in charge AND treating consultant(till 8 PM) or On call night duty consultant to see
Score 5 & 6 : Shift incharge and PICU /NICU fellow or PICU/NICU consultant to be informed

* NB: If GCS is below 12 or the Oxygen requirement is >3 Lit./min. , then irrespective of rest of the score, the Nurse MUST inform the PICU team.
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CHILDREN’S OBSERVATION
and EARLY WARNING SCORING TOOL

INSTRUCTIONS:

The paediatric Early Warning Score i) seeks to identify the abnormal physiological finding seen during serious
childhood illnesses and ii) offers a method to interpret such physiological derangements with clearly defined
actions, ensuring that suitably experienced staff are involved with the care of the sickest children.

The Early Warning Score does not replace clinical experience and acumen and should not be relied upon for such
purpose.

6 clinical parameters are assessed and recorded as part of the child’s routine clinical observation, providing a Early
Warning Score between 0-6 (Higher Early Warning Score are seen in sicker children)

Detailed actions are described according to increasing Early Warning Score.

Some children with complex medical needs e.g. cyanotic heart disease may require modification to their trigger
thresholds/ action plan-this should follow discussion with senior colleagues.

Any Early Warning Score of 3 or above should be recorded below with details of any subsequent action initiated

Record Details when EARLY WARNING SCORE >3 | Record Time of Review and Plan

Date Time Early Warning Score Date Time Name

If atany time additional help is required, call help — regardless of the Early Warning Score!

Following a Early Warning Score assessment, senior help may be required

The SBAR communication tool (situation, background, assessment, recommendations) is a helpful mnemonic that can
be used to describe a child’s clinical condition to a colleague.

| IDENTITY: | am (name), a nurse on ward (X). | am calling about (child X)

SITUATION : | am calling because | am concerned that ... (e.g. BP is low/high, pulse is XXX,
Temperature is XX, Early Warning Score is XX)

BACK GROUND : Child (X) was admitted on (XX date) with (e.g. respiratory infection). They have had (X operation/
B procedure/ investigation). Child (X)’s condition has changed in the last (XX mins). Their last set of observations
were (XXX). The child’'s normal condition is ... (e.g. alert/ drowsy/ confused, pain free)

ASSESSMENT : | think the problem is (XXX) and | have ...(e.g. given 02/ analgesia, stopped the infusion), OR | am
not sure what the problem is but child (X) is deteriorating, OR | don’t know what's wrong but | am really worried.

RECOMMENDATION : | need you to ... come to see the child in the next (XX mins) AND | s there anything | need to

do in the meantime ? (e.g. stop the fluid/ repeat observation)

Your Right 1o a Safe Delivery
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I lllllﬂllllll””lﬂllll _ FLUID CHART |

SheetNO. : w.....oooeevr 20[6(96

1. All measurements in mi.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.

S S Gi . e s Output " [ st
Nature ) ) - Thrombo- Sign
Date | Time of Fluid Route X NG | Diarrhoea | Vomit |Drainage | Urine | Phiebitis «

Score Nurse
Mouth LV NG
08:00 am Nem)

09:00 am N&Y)
I'))&Xu 10:00 am N

dglo |a

/

[
¥ i
11:00 am
12:00 pm
01:00 pm
Total Intake : Total Qutput :
02:00 pm ~
03:00 pm )
K 04:00 pm i o chg

\B\ 05:00 pm 190w/ 0 / 0b
70 l
06:00 pm \

: 5 - e
07:00 pm A omJ v~ Ban\
Total Intake : | yV\ L Total Output: B0 (m |
08:00 pm
09:00 pm I
[ 10:00 pm 60 A |
11:00 pm ] " 1\0“\'

D

12:00 am _ . \ A
01:80 am 4 i N { 'yv.,g‘.?i‘
Total Intake : | ¥ D Total Output ; 0 \0 C
[
\

02:00 am ‘ Bol

03:00 am
0490 am 7 o] X
05:00 am )
06:00 am \
07:00am s 190 W ‘ ‘
Total Intake : 9.0 Total Output :

Total 24 hrs. Intake . SU\() N\)L Total 24 hrs. Output a[ 0 w\ﬂ\

Docu. No. : RCH /FRM / CLINICAL / 092
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" FLUID CHART |
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Your Righl_t.o‘ ; 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.

Date Time

INature
of Fluid

NG

Diarrhoea | Vomit | Drainage | Urine

. [ wsie
Thrombo-

phiebitis
Score

Sign.
Nurse

Mouth

08:00 am

\ 09:00 am

e T _. .‘/ ggn&_

10:60 am

11:00 am '

12:00 pm

i L -]

RISl

01:00 pm

RS |

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 Outpuf -

08:00 pm

22

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

02:00 am

03:00 am

04:00 am

05:00 am

Tutaﬂtake "

Total Output :

Total 24 hrs. Intake

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

Total 24 hrs. Output
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MEDICATION RECONCILIATION FORM

o
DUt AUBTHES oo TS 1 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)

Shifting From: ................. 2 —— Shifted to: ............ O T
SHo (GENERIEMIEITI'%?[I:T:’#:E“ fETTERS) (mg?;ig) (PO, i%U;Ec vy | PREGUENGY Iﬁ:lsarfql'?r?li ?‘;’,1?,;?.',?,;‘
Ak Oc Ooe
a1 OC CIDC

(4]

\ Cc Cinc
4 \ C0¢ CIDC
5 \ ¢ CDC

6 \ Oc 0o
N
' T JC CJDC
8 JCc OODC
) Jc OJDec
10 (JC OODC

* C- Continue, DC - Discontinue

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : @”Cﬂ&m%\f\{
Date & Time : (220“0[@(;3@\%”““
Nurse Name & Signature: @WQL %U@J‘ﬂpﬁ’/g

Date & Time : ... 3011 0.0, .Y o LAY

Docu. No. : RCH /FRM / GENERAL / 090
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— (AR

"l ||| I.P. No. Sheet No. Wards | Weight (kg)

p REGULAR PRESCRIPTIONS
DRUG : NEBU LN - 37/NS i

0 ~—

=~ Dose Route | Frequency |/ Starj Dt. S
= R PALD %o]
Name & Signature of the Doctg |
= | starting the DrugM |
W Additional lnstructmns. 0
[
: n
Y!
Daily Doctor's End sement by a Sign.
. ) . | Date»
DRUG: MR uwishTieN 27 NS Fie

Dose Boute | Frequency| StartDt.

g T |Gnoohjajac
Name &JSignature of the Doctor’
starting the Drugs:

Dy Shest 2o

Additional Instructions:

C_M&_ l['-l—\'l-% -

Daily Doctor's Endorsement by a Sign.

\2.5,

hrsd, \\X

DRUG: N ]"O) 1230 D]gohlp[ ?;:Zl
Dose Route | Frequency| StartDt |
| Resiul PN (2MouL \/H&b

Name & Signature of the Doctor
starting the Drugs:

\

Dy ¢ wves / '
Additional Instructions:
1RGspule = O gmj
a Daily Doctor's Endorsement by a Sigw.
7
B z !
‘% DRUG: N J \)ARALQ AL ?ii:?\ g )
\IU Dose Route | Frequency | Start Dt. 9/ e
v \
Y Y \ZO‘{IA Wy Gf‘loOL> ‘;##),‘_ pe)
B ﬁ Name &\dignature of the Doctor t WD
o ?ﬁ starting the Drugs 1.“.'«)
> 1)
o', Vr Suny , 4a
— L e .* SREE — S S ———T [ E—
Additional Instructions: Q
- il
M 10\ Oy
é Daily Doctor's Endursemen“hy a Sign. ‘ l J

é) CIN - 85110 TG1998 PTC029914 www_rainbowhospitals.in
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Ref. No.: F/HW /DC /RP / INPR / 05.2

Patient Name : I.P. No. Sheet No. Wards Weight (kg)
REGULAR PRESCRIPTIONS
Date»
DRUG : — |
Dose Route | Frequency| Startpt |
Name & Signature of the Doctor
starting the Drugs:
Additional Instructions:
Daily Doctor's Endorsement by a Sign. i
Date » |
DRUG : —— .3
Dose Route [Frequency| StartDt |
Name & Signature of the Doctor
starting the Drugs:
Additional Instructions:
Daily Doctor's Endorsement by a Sign.
. Date > —’
DRUG : =
Dose Route Frequency | Start Dt.
Name & Signature of the Doctor
starting the Drugs
Additional Instructions: B
Daily Doctor's Endorsement by a Sign. J
Date »
DRUG : Time I
Dose Route |Frequency| Startpr |
Name & Signature of the Doctor
starting the Drugs
Additional Instructiong: 1 3z ]'
Lﬂaily Doctor's Endorsement by a Sign, 1

CIN : UB5110 TG 1998 PTC029914

www.rainbowhospitals.in
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STAT / ONCE ONLY DRUGS
DATE | TIME MEDICATION D&%%Eg?gﬂsm ROUTE | SIGNATURE | NURSES
()/R %EuPRoPr;N “4om! d b “lel 6)
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Ref. No. F/INPR/18

INSTRUCTIONS

Name: I.P. No. Weight (kg) Sheet No. :
STAT / ONCE ONLY DRUGS
DATE | TIME MEDICATION DOSAGE & OTHER | poyte | SIGNATURE |  NURSES
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DRUG CHART

Date of Admission: %OKQ Drug Allergies:
FOR THE SAFETY OF THE PATIENT

........................................................... 1 Not known any Drug Allergies

GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR - Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
- Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.
- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
- Discontinue a drug by drawing a IineI through it and a similar line through subsequent recording panels.
- The date and time of stopping the drug along with the doctors name and sign must be mentioned.

- Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this
drug sheet folder.

NURSES - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient ~ 2) Right Drug 3) Right Dosage  4) Right Route  5) Right Time
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.
S0S / PRN (As Required Medication)
Date»
DRUG : Ticne

Dose Route | Frequency |Start Date

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

Date»

Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

Date»

Dose Route | Frequency |Start Date

Doctor’'s Signature | Valid Period| Pharm.

Additional Instructions:

Docu. No. : RCH /FRM / CLINICAL / 118 Page: 1/4 (P.T.0)
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oue | Tme | omostona s | e PONEEY S | S | S | S
W W

PP T =P thll’ @/-‘ \b &/ i
,ﬁ\@\ RINGELLAETHTE " » \W

U'(,/-

Page: 4/4




Weight. ..o ward. ...
Date»
UAH|ABI'E DBSE TIQ‘IB I Nurs;Sig. l Nurs&Sig. I Nurs&Siq. l Nurs&Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign
Route Start Date Dose Dose Dose Dose
Dr. Sign. Dr, Sign Dr. Sign. Dr. Sign
Name & Signature of the Doctor fo b Do Com
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
Additional Instructions: the e e .
Dr. Sign Dr. Sign Dr. Sign. Dr. Sign.
Date»
VHRIABLE DOSE Tlg'le r Nur5§ Sig. ] Num& Sig. l Nurs; Sig. I Nurse Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
ROUtB Start Date Dose Dose Dose Dose
Dr. Sign Dr. Sign. Dr. Sign Dr. Sign.
Name & Signature of the Doctor - - pose .
Dr. Sign Dr. Sign. Dr. Sign Dr. Sign.
Additional Instructions: il e st ose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
Date Time Medication Dosage & (ther Route Signature Nurses
Instructions i
T L AuGMENTI _ A\l
o s oy | we | B [0
~ ‘. )
?5”\6‘” Q' \f?‘_“‘( T . peapCe TR "3-17"\/( \=27 ﬁ/' o
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REGULAR PRESCRIPTIONS

AWard.

: wan-t  |Date ‘,}lb
DRUG: oy fraoyicaearct | b o |
Dose | Route Frgquency Start Date Ls»

&qo A W hooewy pdeb oY
Name & Signature of the Doctor 5y
Starting the Drugs: a;,n
(7 e N -
el \0 @;?, [~
Additional Instructioris: P
Lo rThT;d«-.\...e,
Daily Doctor’s Endorsement by a Sign
DRUG : T JARoctTamoL DA
Dose Route | Frgquency Sta‘Date ¥
WO CL'\/ \»-O\JQ—M{ Lo OL’
Name & Signature of the Doctor '
Starting the Drugs: P
Addntof:Lm)mﬂ:ons
) ‘\-ﬂa
Daily Doctor’s Endorsement by a Sign
DRUG : TA) (Ao 2 Aol ITJ%&A“ \\vx
Dose | Route [Frequency [Start Date @
A~ -77(’
| W | v, |7 g
Name & Signature of the Doctbr ®
Starting trjg,ﬁmgs: P/w
]
Ny Ave e ”\:’:;) &
| e b
Additional Instructions: 3 | 3
Daily Doctor’s Endorsement by a Sign
DRUG: a3 1At 7Avge L fpact\b
Dose Route | Frequency |Start Date (; 4
‘w,.,-g il rtgﬂ‘-‘“l 1‘-”\0[" / xj/
Namé & Signature of the Doctor /@ N
Starting the Drugs
0 1/\
zrx Dﬁuﬁfm - @Q,,.« }
Additional Instructions: / i
X — .g *(Lﬂ_ , I
\
Daily Doctor’s Endorsement by a Sign

Page: 2/4
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ESTIMATION SLIP ke ’ .B:rthRight

Hospital BY RAINBOW HOSPITALS

J It taes & ot 0t et the . Your Right to a Safe Delivery
Date : %\_&'Lz_gvmn/u’ No.: S1. No.: < 91 15

Name of Patient : &&EDV! {‘C')L‘ MCJ'IU Larda, Da,m Age: g'\"\ Gender_’uéef‘

Father's / Husba.nd’sNaf:ue :‘ Pd:),'\; Corporate/Occupatibu: TDFV "j
Address: !fd@gﬂﬂom: &DOLDSHI')JS Email :
Procedure/Plan: __ C \e \ L Pal m\rC DOS :
MODE OF PAYMENT : O SELF @1 TPA M Ceb ASEt %G[P’.fp@o Toledo O OTHER
TARIFF INFORMATION : - 156 NN Naveen,
Byt R - ow SW TSW PR pLx | Nicu | picu | micu | DAY
Room Rent &
Nursing Charges | \ 4 12_N\oon 0
st (V; L) A \Q Moan_fRiin
- 19aem 116l b

T PARTICULARS I AP - AMOUNT( 3 )
Surgeon’s / Anesﬁst’s Fee / O.T Charges ;)‘301 000 (—
O.T Consumables 5100'0 I — Subject to approval by TPA/Insurance Company
Insn;uydﬁ Charges / / Not Covered by TPA /Insurance Company
Pharmacy, Consumables & Inv&stigations As per actual - Not Included In Estimation
Ebhsmest Mon.itor: WS (D HOxygen: g ovol I Infusion Pump/Syringe Pump: aqcy { —
Clisre Ventilator Conventional: HFO-SLE 5000: HFO-Sensormedix:

& / Phogetherapy | Single Hirface: Double Surface: Triple Surface:

gig:’mﬁ’dcﬁzfmgﬁs‘f ol A As per actual - Not Included In Fstimation

Paase  NWO - [, 5]~ | PP~ [,500k MRD - 2,500 |- 57/bl
Others (e d - [, 00D |pay . _onaufmn - Q.56 Ipay &7/t
Initial Minimum Deposit M_@_E “\Yre — 52 00D [ —

"TMARKS :

The estimated am(n-im ma; change according to duration of stay, medical condition, investigations, pharmacy and any other procedure.

2.  The estimated surgical charges may vary subject to Surgeon’s decisions / Complications / Patient’s requirements / Modes of Procedure (like Laparoscopic,
Thorocoscopic, etc) / Unilateral to Bilateral Procedure.

3. In case the patient is shifted from lower category to higher category, all charges for the consultant visit, investigations, operations and. or procedures from the date
of admission will be according to the higher category.

Room eligibility is purely subject to TPA approval and the Package/Room tariff starts from the time of admission.

Proportionate difference of bill amount is applicable in case the patient opts for a category higher than the TPA approved, which has 1o be paid by the patient and
may not be reimbursed by the TPA / Insurance Company at later stage.

4
5

@ For Non -~ Medicals, Disposables, Consumables, Infusion Pump, Taxes, Implants, HIV/HbsAg, Medical Records, Insuranee Processing Fee, Double
7

I

Occupancy and Registration Charges, etc, credit cannot be extended. These items are not payable to us as per Insurance Company norms.
During Non-working hours of O.T (8:00PM to 6:00AM), Sundays & Public Holidays, 30% extra charges are applicable on surgical cost, and this is not covered by
TPA / Insurance Company. In case the length of stay is beyond the package permitted, additional payment is applicable, for which kindly contact the Financial
Counseling desk between 9 am to 6 pm.

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

9. Two attendants are permitted with patients in SDLX, DLX and PVT Rooms and only one is permitted in the rest of the categories of rooms. And no attendant is
permitted in ICUs.

10. Tariffs are subject to revision.

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

DECLARATION

1 l‘(‘ A’ ibl‘ VA have attended the Financial Counseling desk and understood the

applicable. In case the TPA/Insurance Company rejects the claim for whatsoever reasons at any point of time after discha:%;misc'%
-
LfW [- a/fﬁum \

Sig:'narure of the Client Slgnatory Rclatlonshlp Signatu‘re of the Financial Counselor




