ACTIVITY RECORD FOR BILLING

"

=

\

Rainbow® |@
Children’s BirthRight
: irthRight
H 0s p 1 t a' | i“.ﬂ!’!i‘?‘ll"_s%?}k*
NH-00205413 100080062 It takes a lot to treat the little. Your Right to a Safe Delivery,
Wastar ETAMONI KANISHK

15-01-2023

3Ye6M6D (M)

I

Ir. JYOTI BOTHRA

Name: ----2-————reremmm -
UHID No : =====mmemmeeeee IPNoO : === Consultant : -- Dept ?Odi‘@}[ﬂl Q.
Date of Admission : iR 0Co. Time : ~===meeeeeeee Date of Discharge : Time: -=====-==--
Room / Bed No : - — Ward : ®T Suggested Billable bed type : -
WARD TRANSFERS
Date Time From To Signature of Nurse
wrae | e R __of Koo
EHoe | Spm’ ol Kecomalrm | (B

Cross Consultation Visit

Doctors Name

Date

Order No. Signature

9.

10.

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



INVESTIGATIONS

Date

Investigations

Order No.

Sign

W |46

QMhe >

QUY

Q00K 160




MEDICAL EQUIPMENT ( WARD & ICU)

Date

Name of
Equipment

Connecting
Time

Disconnecting
Time

Order No.

Signature




PROCEEDURE

Date Proceedure Quantity Order No. Signature i
QG 1 Placgmaom! | §10026¢ M) ‘Elj@m P |
_ oy Aomng,
W72k Poc g 3100329 | jak
! AR S

ANY OTHER INFORMATION

Date : Time : Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor




Rainb§w® - &
Children’s | ‘Bll’tthght

Hospital BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

Master ETAMONI

Name KANISHK UHID VIH-00205413
| Father/Guardian Mr RAM CHANDRAIAH Age/Gender 3Y6 M 6 D/Male
Address hasmathpet, bowenpally, Bowenpally, Hyderabad, Telangana, INDIA, 500011
IP No IP-00060662 Admission Date 11-07-2026

Ref Doctor AN Self Discharge Date 1\1-07-202.6. ;

DISCHARGE SUMMARY

Consultant : Dr. JYOTI BOTHRA
DNB; MCh (Pediatric Surgery), FMAS
SENIOR CONSULTANT PEDIATRIC SURGEON & UROLOGY
TSMC/FMR/02962

Diagnosis: Left hydrocele

Surgical Procedure: Left high ligation of sac done under general
anesthesia on 11.07.2026

History: Master ETAMONI KANISHK, 3 Y 6 M 6 D male presented with
complaint of swelling in left inguinoscrotal region since 6 months. For the
above complaints, he was admitted at Rainbow Children's Hospital for further
management.

Outside investigation: Ultrasound scrotum done on 28.03.2026 showed left
sided funicular (communicating) hydrocele.

Examination: He was afebrile, maintaining saturations at room air. Heart rate
was 100/min, Blood Pressure - 100/60 mmHg and RR - 24/min. 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.

@ 1800 2122 @ www.rainbowhospitals.in




Master ETAMONI
Name KANISHK UHID VIH-00205413

Weight on admission: 16.5 kgs.
Investigations: Enclosed.

Management: Child was admitted in the ward and given stat dose of
analgesics.

Hemogram showed Hb - 13.3 gm%, WBC - 13,910 cell/cmm, Platelets - 3.16
lakh/cmm. CUE was normal.

Procedure: Left high ligation of sac done under general anesthesia on
11.07.2026

Findings: Left fluid filled processus vaginalis

Procedure notes:

- Left mid inguinal lower crease incision

- EOA opened

- Sac delineated from vas and vessels and divided
- Proximal end ligated and transfixed

- Distal sac laid open

- Incison closed in layers

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. Diet as advised.
2. Remove dressing after 3 days and daily bath.

3. Syrup Paracetamol (5ml=240mg) 5ml, 12t" hourly for 2 days and then (if
required) for pain/fever > 100*F (maximum 6 hourly).

4, Kindly consult Dr. Jyoti Bothra, Senior Consultant Pediatric Surgeon &
Urologist, after one week in OPD with prior appointment (This consultation
will be charged).

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.

HIMAYATHRAGAR BANLARA HILLS (/T H & HA wdlit HYDERMAGAR (WA KONDAPUR OUTPATIENT CLINIC ()0 1 SECUNDERABAD (K

@ 1800 2122 @ www.rainbowhospitals.in




Master ETAMONI

Name KANISHK UHID VIH-00205413

Name : Ao Signature : @Lif,
Relationship with patient : MO THCR_

This summary has been explained by :

Summary prepared by: Dr. Vishwaja o I8
DEO : MD Younus Pasha \\.\@,.v’o)\

Qi

Q Registrar/Resident/C.M.O
Py |

Dr. JYOTI BOTHRA

DNB; MCh (Pediatric Surgery), FMAS

SENIOR CONSULTANT PEDIATRIC SURGEON & UROLOGY
TSMC/FMR/02962
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Sl.No. List of Records No. of Pages Legibility Completeness Remarks
1 | Admission sheet | o —
2 | Discharge Summary 2 e S
3 | Nursing Initial assessment. | e =
4 | Patient Transfer form 2, - B
5 | In-patient Medical record | — P
6 | Doctors progress sheets \ il —
7 | Nursing plan of care and handover sheets ] - —
8 | Consultation sheet e - =
9 | General consent for treatment l ol b=
10 | Consent for Surgery — L
11 | Consent for blood transfusion — =g —i
12 | Consent for chemotherapy - _— =
13 | Consent for high risk — — E—
14 | Consent for Restraint s e e
15 | LAMA consent — —_ —
16 | Consent for special procedure/Sedation \ N —
17 | Consent for Formula feed il e b
18 | Consent for MTP — = =
19 | Consent for Radiological Investigations — — -
20 | Consent for HIV test L — =—
21 | Anaestesia notes (Pre Anaesthesia& post) | e ke
22 | Neonatal Admission/Delivery/Physical Exam T ===y e
23 | Medication Reconciliation l — e
24 | Emergency Triage record | e =
25 | Pre operative check list _1 = e
26 | Surgical safety checklist ) — L
27 | Operation Theatre notes E - b=
28 | Nurses clinical Presentation 3 it —
29 | TPR & BP chart | — s
30 | Intake and Out take chart (fluid chart) | e e
31 | Drug chart (Regular Prescription) | - —
32 | Investigation Values (result sheet) | - L
33 | Nebulization chart — L —_—
34 | Nutritional review chart i — =
35 | Intensive care unit (ICU Charts) — — G
36 | Consent for Admission in PICU/NICU —_ —— =
37 | The Humpty dumpty,gcale A ) v % i
38 | Braden Q Scale U{%‘;{/ \ = —
39 | Bedside cheek list ] e o
40 | PICH bed formuta-Ditution feeds g,u | - =
41 Gaslm.mondomg%haﬂ.iﬂg\ ry’ﬂt\-nq ] { A —
42 | RekEDdoetersnote &P X \ e —
43 | 8B Monitoring chart, 25| Jom Aots oy | — =
44 | RBS monitoring chart ¥{f, / ' \ -
Rl v oy [ e | v £ e

Total No. of Pa\ées 1

o

f
AW,
kgjj,a(ut‘/ and Date '\\M




ERROR LOG

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



% & Rainbow Children's Hospital - Secunderabad

Rainbow . H.No.3-7-222/223,Sy.No.51 to 54,0pp.Karkhana P S,Karkhana Main Road,Kakaguda, Karkhana ,Hyderabad
Children’s 8 Telangana, INDIA ,500009.
Hospital “":g‘ TEL NO :040-42462200, Ext 2000,2001,2002

. WEB : https://rainbowhospitals.in

ADMISSION SHEET

I
RéGIStstion Details : LR AR L LR R

Admission No : IP-00060662 Admit Date : 11-Jul-2026 Admit Time : 10:33 AM UHID : VIH-00205413

Patient Details :

Patient Name : Master ETAMONI KANISHK Age :3YB6M6D

Guardian : Mr RAM CHANDRAIAH DOB : 05-01-2023

Gender . Male Religion

Occupation : Martial Status

Address (H) - hasmathpet, bowenpally Bowenpally Phone No : 9502625768/ 8688712446
Hyderabad Telangana INDIA 500011 E-mail - na@gmail.com

Admission Details :

Bed Type : SHARED WARD Bed No : ER 101 Ward Name : N0 GF-EMERGENCY

RoomNo : ER 101 Admission Type : First Visit

Contact Details :

Name : Mr RAM CHANDRAIAH Relationship :S/O

Contact Address : hasmathpet, bowenpally Bowenpally Phone No : 9502625768 / 8688712446

Hyderabad Telangana INDIA 500011

w/

sié@m\{%l'

Doctor Details :
Doctor Name : Dr. JYOTI BOTHRA Specialisation : PEDIATRIC SURGERY

Referral Doctor : Self Phone No

Co-Consultant

Payment Details : Deposit Amount  : 0.00

Payment Mode :Cash Payor Name : SELFPAY

Printed Date / Time : 11/07/2026 10:34 Printed By : 021034 . Page 10of 2






Patient Name : Mast. ETAMONI KANISHK UHID : VIH-00205413 IPD : IP-00060662 Gender : Male Age: 3 Y

6 MA
VIH-00205413 IP-D0060662
Master ETAMONI KANISHK
05-01-2023 3YEMED 2
Or. JYOTI BOTHRA Rainb"éw'
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NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Date : ﬁ!* {)‘"é Time of arrival : “'3“'6""
Chief Complaints: Cﬂ*"“—‘ﬁf.ﬂ{r f’a([‘-d"k ........ {: """bvg‘cRBS ....... N

Height : lﬂfgmMeighit lfo-"SO LY T Head Circumference (<2 YBarS) .......ccccemeioseuerersionsensen
Allergies:  Yes o Medications Blood Translusion ! Food T D S PN
Byes WMoY ......coauannnaans T N 5 5 A TR A 35 A S R A DR SaE R P

Pain Scmeninn:u#g- !No If Yes, Pain Score: O Pain Tool Used: | N Pass D’(LATCC ' Wong Baker

—

’ Character ........... e R Logation ........ —— FrBQUENCY ...cicversersacsrisossos ] DU .ciisiviacvrininns
L RISK FOR FALL: Funclional Screening: /Nﬁfnnonnalmes Detected
patientis < G ysars 1 Mobility Problem
tick below fall risk intervention directly : Walking Problem
| If Patient is > 6 years Dovélopmental Delay
' Assess the below parameters ; g
L . Musculoskeletal Congenital Abnormal
| History of Falling: within past 3 months “IYes Mo - ARy
Ambulatory Aids: Inform consuitant for positive criteria
* Wheelchair Yes <o
e Uses furnitire for SUDDOH 1 Yas /ﬂa ............................................................................
Gait/Transferring:
| = Bedrest/immobile Yes 110 | Nutritional Screening: /\ﬁbnurm S B
| * Weak Yes ~No | R
| Impaired Yes AT | i ;
| Mental Status: Forgets limitations Yes /"N'E BE.
i ; Feeding Problem
‘ IF YES FOR ANY CATEGORY = RISK FOR FALLING | Special diet
i |
| IR O—- ") Special feeding method
| Escort while ambulating
! ssist Patient i inform consuitant for positive crileria
Educate patient and family on fall precautions/prevention !
R SR e R S = - |

Psychological Screeningr”-ﬁ; Significant Findings
Unusual concerns about patient's Psychelogical Status: Yes (/Ng

If Yes Consultant Notified: ... ... oon S (DAE/TINE): oo

Social History: LivesWith .. ... W o v o ST S s T PR
Siblings in householde="%es || No [:!3.resHt)w!\ﬂany’ﬁ')1
Time of Initial assessment completed by ER Nurse : “.}'56%

Docu. No. . RCH /FRM / CLINICAL / 120 (PT.0)



Patient Name : Mast. ETAMONI KANISHK UHID : VIH-00205413 IPD : IP-00060662 Gender : Male Age : 3 Y
6M6

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

Time Nursing Notes
Nsop s Pofed C(ame 40 LR
Wit =¥ \ofall chocked 0nd e corcled.
V34l > & 0yery  Odmiqgion Fnbmalen. ._'."[:/o
130> N mag,6m cet ddne.
19 00v-=> Loyt .Fgodr £: 30pm y._,u.q_.igd d“ail'l:‘
19osv2r Lok wader= £: 008w 'T'o-ﬂal
b Pabent ka;pd o ot
1
Samples collected by.:lr (ﬁw(ﬂwia- Time: @ 12O

Samples sent by : Time: @ 12106 v -

Medication given in ER:

Tne Icatior ‘ 1 Doctor Nurse
Time | Medication Route | Dosage & Instructions Sign Sign 1

\\')‘i\ /

| /

Condition of patient at time of shift-out:  _ Details of Shift - out A, ]
HR: lgq\olm BP: lm,qm")CFT . « Shift - out from ER to- O T R |
Pl Q:DE’M it S ?‘,:-'!f-GF Time of Shift - out: .11 I?li‘q,l'?fr.

:C.S .......... $O _____ . Temperature : ... 0 -Sf andover grone: $r Azed.
ain Score: ... (Nurse's Name) B,d,. ﬁ,‘_ Py
Repeat RBS (if applicable): ....cccooviinionecvensisecnriesncsnes ;i

Tick as applicable: fALC LAMA BROUGHT DEAD

Procedures done With details (If ANY): .........ocooiooreriosiessemmseseesssiesssosemssseessossees oo st

el
Name of the Nurse : M Si e N
it o o R '3 K o 5 it wo's s e 6o B 3 A e |gna[ure of the Nurse : ... ...
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Rainbow*
Children’s ‘ .Blrtthght
PATIENT TRANSFER FORM Hospital | s
Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
s Lo 14 26 Q. o:gy | M2 @ 2pm,
05-01-2023 Iremeén (M)
—  Dr. JYOTI BOTHRA A"Y) s

T

"'N”ml”m Transfer Ordered by Reason for Transfer

Df- M adhar Vet o Cre

From Unit To Unit Information to Attendant
ol Eer W\ Rrom Yes[J No[]
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed
over to attendant

Yes| | Net]

If yes, what ?

Medications / Consumables / Surgicals / Hand over

Sl.No. ltem Name Quantity

4.

5.

Shifting Summary / Notes Written by Doctor :  Yes| | No[ |

De. Spobi st

Name & Signature of Person who is Transferring Name of Person Ordered Transfer

S Py o 2l

Patient & Clinical Records Received by :

Date & Time of Patient Received :

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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Rainbow® . S 0w
Children’s o BirthRight
PATIENT TRANSFER FORM Hospital | . Tt e
“VIH-00205413 IP-00060662
ekl o2 5 Date & Time of Admission Date & Time of Transfer Order
Dr. JYOTI BOTHRA
L e 326 100sah- | 11[3[26 @ (L 2ugh
HBAUIY UUIUR@ L 1y Transfer Ordered by Reason for Transfer
Dt vighwel mcdwq -
From Unit To Unit Information to Attendant
£ or Yes [~ No[ |

Number of Sheets in Clinical File

Number of Imaging Films

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

@ o Yes[_}— No| |
If yes, what ?
Medications / Consumables / Surgicals / Hand over

SI.No. Item Name Quantity

1.

2\
3 N
//

4,

5.
Shifting Summary / Notes Written by Doctor :  Yes No| |

Name & Signature of Person who is Transferring

G Mopyes [”"%g’

Name of Person Ordered Transfer

(g@n‘ \dfgwqid.

Patient & Clinical Records Recewed by }

pe?

Date & Time of Patient Received : \\‘;\ 4\\ o \)

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
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It takes a lot to treat the little.

PEDIATRIC IN-PATIENT
MEDICAL RECORD

WHO 0205413 IP-D0060662

er ETAMONI KANISHK
ns D 20 3  3Y6M&D

Or, JYOTI BOTH

IHIIIHII|||||\II||I|II||II|III\IIII

Patient Name:

UHID ID:

Department:

Consultant;

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

(PT0))




2atient Sticker

Pediatric Multiorgan History & Physical Examination

Name : m\“\"’[’ Age/Sex
Information given by: naete Relationship

Chief Presenting Complaints & Duration (Chronologically)

i

CfU QMmenn in u,u ‘i%ummrm%no 'Y‘u/tow
% Sty . Bcegintia

History of present illness :

ind brvougpy by poved  werte

(‘Dn Ero 1t we, ‘m LLJJ& conial rrotov

Cua o A A OND vt s,

\:l_’y'
SV AUV 'Jol @)

Oiq—-gc‘(n‘l"um (LV{I 3'\[ 15)

'y

({’c) ¢ded duniculay (_Qommt-ﬁzcde-m)

tua&’(\‘)(llb

\"l

AS\— /(ﬂ MW(LQ.Q/

o'\&ﬁ\“rkc, dm( m Cﬁgx l‘\%’(tgm m Cnn-

[\3'{\“ do epliclt Xunee e ‘lfeMorc&c.n

hqmd\ Yonte ‘Q’n-m "t‘oac.&




Patient Sticker

Pediatric Multiorgan History & Physical Examination

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

21052t
t?lr— 3 AUV 1y 2 ?
0T - T3 HEPR toerp ] A0 Tearins
Hho-t29 -l—!e‘j‘\t Ab.
PRe -4w.%
WR ¢ ~ g ETArYS N0 - 4D
Py — 3.2% brea -389  Cyncamd-ug  EF-us
Queyvat —0.C - tor

Birth & Neonatal History:

£l nyn] azres [eiam] Mo nreo o S)ﬂ']
[ 1 Y | ‘ i “ ’
| =
Py v

Birth & Socio Economic History:

About Father : 7
About Mother : } d M’\’QJ

Any additional Information :

Developmental History :

ﬁ{ﬁtl\wrﬁm d&n—c Ayt 9ia mlqdnmm

Immunization History :

&1 colved. Vocrwnatow r o dose

(PT.0.)




Panent %1;{%\51

Pediatric Multiorgan History & Physical Examination

Anthropometry :
Head Circum (cms)-—— (Centile ) Height (cms):l?.im-_(centile)

Weight (kgs) )M}’_ Centile — )
16.
On Examination : T\OS/

Temperature : J&L Pulse Rate :_r_u_r:(m B.P _(ﬂrt.ﬂl SP02 3_3_7_

Resp.rate and type of breathing : 24}{] men-

Rash___ &

Lymphadenopathy @)

Oedema :

Allergies (if any): _(2)

Respiratory System :

Inspection (any s/o distress) : ‘%\L Sumvw.b\ cel (‘L sk CpeArINL I
Air entry & breath sounds : Fa'lme ﬂ
Any addes sounds : N‘D

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

Cardiovascular System :

Inspection of procordium : @
Heart Sounds : e )
Any murmur : ND

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

Per Abdomen :

Inspection @

Palpation : eVt

Ausculation : B (v'fj

Spine : f:)\\] External Genitelia :
j—

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




Pediatric Multiorgan History & Physical Examination

Central Nervous System :

Level of Consciousness : AVPU/GCS score :—) (I 1y

Cranial Nerves : Tuntack
Motor System:
Nutriton : 7
Tone: L A\ Power ({[( all \tonbt.
- / )
Co-ordinator :
Posture : L
i
Involuntary Movements : (:)
Reflexes : +
DTR <% Superficials:
Plantars dP L o4

Sensory System : +

Bladder / Bowel : o Sutontent

Clinical Summary & Diagnostic:

m ]m‘in\\hr ele — Dome\ i:Oi
/q\\ t/\\(}‘!\ hfmdr(tm D‘A La o .

(T,




Pediatric Multiorgan History & Physical Examination

Preventive aspects of the treatment: i) slbv\urmh Jaln mrh e naLe .

Desired goals of the treatment : o +oad Cunvent YMJ an 2 Do

Planned Labs: Planned Management
CRp DN

| B .
CUL 2) gj:i%fm 0T buecd

l\lhb oy Copdg ?DWQUJ—mAz]
{ | !

.éjfﬁ'f (9 S/u'-d» S‘opfm. Nd&v /

— A

AN
}nﬂ\g‘l

Signature of the Doctor: Cl\i/ ....................... Signature of the Consultant: ..............ccooeeiivieneennn.
Name of the Doctor: ....m.;.\.\.\akm%.@s.: .......... Name of the Consultant: ... N TY$4T .o,
Date & Time: 1‘\’?‘26 ............................... Date & Time: ..... ?F.tai.'.l.&..? ....................................




VIH-00205413 IP-00060662

3;33%2:1?:5:2° . RaingfﬁW“ S
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PROGRESS NOTES AND DOCTOR'S ORDER
ga;?ma Progress Notes Doctor's Order

Docu. No. : RCH /FRM / CLINICAL / 088 (PT.0)
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PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Notes

Doctor's Order

N

Docu. No. : RCH /FRM / CLINICAL / 088
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Master ETAMON! KANISHK ™)
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Rainbow”

Children’s

Hospital

[t takes a lot to treat the [ithe.

NURSING SHIFT HAND OVER FORM

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

E Diagnosis: I bk‘? "'ad"" ¢ db Any Infecti[.]n:l EIYei #TNo 1 Not Known
= If YeS SPeCify: ...ooevr e
5 Surgery / Procedure: - b . Post OP Day: =
2 | Date _ W pa E(H
S Shift =
E Medical Condition F 5
X | (Any special condition to be noted): | o
2 [ Diet Npo \ﬂ@‘lﬂ
Allergy: O Yes o [ ] YeserANo | ) Yes CINo | O Yes CINo | [ Yes C1No | Ol Yes [ No
Ventilation (RA, NP, NIV, VENTI): &0 ey
Tubes/Drains/Catheter: C1Yes %0 | Yeg .No |1 Yes C1No |1 Yes C1No |1 Yes CNo | Yes C1No
£ | Vital Signs: Temp: |48 ¢ (W'W
% Res: | 29 b [ 19 5?};}\,
] Sp0;: q(“ . w' A
2 Pulse: | 104 ] p ot
BP: | to)|uales ) o] g9
LOC: | (Pmuo ( sy rov>
Fall Risk Score: — 13
Pain Score: | O i
Skin Integrity M T Ald
Safety Needs: [¢#Yes C/No L~ Yes CNo | Yes C1No | Yes C1No |1 Yes CINo |1 Yes CNo
Physiotherapy: 0 —
g Others Specify: | Yes fo [LYeg (UNe| T Yes CINo [T Yes C1No | O Yes CINo | Yes [ No
s Special Diet: | a2) W
) | & |Critical Lab Test/ Values: A
E |Other Special Orders / Medications: |1 Yes fo | Yes A0 | 1 Yes ©INo |0 Yes C1No [ Yes C1No | Yes £ No
§ PU Prophylaxis: “1Yes «fo | Yes &0 | Yes C1No | Yes [INo |1 Yes [1No | (I Yes [1No
DVT Prophylaxis: C1Yes Ao (' Yes @Noy 1 Yes CINo |0 Yes CJNo |CJ Yes [1No |1 Yes CINo
ADL (Dependent / Non Dependent): Qv]ﬁmld /m,,QJ—
]
Post Operative Procedure Special Orders: ,J? )
Handed Over By Name : o |/
Signature /1D : @ Mom ' s
Date: ll]af‘u, ;;,
Time: e & 2 pn
Taken Over By Name : ' U
Signature / ID :
Date: Mo
Time: e\,.“}”

Docu. No. ;: RCH /FRM / CLINICAL / 097
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Rainbow"* . C
Children's | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a ot to reat the litte. Your Right to a Safe Delivery

NURSING SHIFT HAND OVER FORM

Z | Diagnosis: Any Infection: [Yes ﬂlNo [ Not Known
g If YES SPECHY: ... feoeeooeccereseessseessresesn
E Surgery / Procedure: Post OP Day:
g Date /f;ﬂ’t//
é Medical Condition _
S (Any special condition to be noted):
@ | Diet:
Allergy: CYes CONo | Yes ONo | Yes C'No | Yes CINo | Yes CONo |1 Yes = No
Ventilation (RA, NP, NIV, VENTI):
Tubes/Drains/Catheter: T1Yes CINo|C1Yes CINo |l Yes C1No | Yes [1No | Yes ©1No |1 Yes [ No
L | Vial Signs: Temp:
oy
5 Pu!s;:
<<
BP:
LOC:
Fall Risk Score:
Pain Score:
Skin Integrity
Safety Needs: | Yes CINo | Yes T'No | Yes TINo | Yes [JNo | Yes (JNo |1 Yes ©'No
Physiotherapy:
E Others Specify: | = Yes C1No | Yes Z'No | Yes [INo | Yes C1No | Yes C1No | Yes 1 No
E Special Diet:
g Critical Lab Test / Values:
E |Other Special Orders / Medications: | Yes ©1No | Yes —'No |<1Yes ©No |1 Yes ©INo | Yes INo |0 Yes INo
§ PU Prophylaxis: ClYes C1No | Yes C'No | Yes CJNo [C1Yes CJNo|LCIYes CINo | Yes ©1No
DVT Prophylaxis: C1Yes CINo |1 Yes C'No |1 Yes CINo |(1Yes [1No|1Yes (1No |l Yes CINo
ADL (Dependent / Non Dependent):
Post Operative Procedure Special Orders:
Handed Over By Name :
Signature /1D :
Date:
Time:
Taken Over By Name :
Signature / ID :
Date:
Time:

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




% Rainbow Children's Hospital - Secunderabad

Rainbow H.No.3-7-222/223,Sy.No.51 to 54,0pp.Karkhana P S Karkhana Main Road,Kakaguda, Karkhana ,Hyderabad
Children's : ‘Telangana, INDIA ,500009.
Hospital 5 TEL NO :040-42462200, Ext 2000,2001,2002

-~ WEB : https://rainbowhospitals.in

GENERAL CONSENT FOR TREATMENT

Patient Name: Master ETAMONI KANISHK Age : 3Y6MED
IP No: IP-00060662 Sex: Male
Consultant: Dr. JYOTI BOTHRA 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.

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

also consent to the use of health related information/ audiovisuals of the patient for research & training purpose or for

Psurance coverage and while doing so confi dentlamy of the patient will be maintained at all times and this will not affect the
Sare 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 resuilts
of my evaluation and | or treatment.

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

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

Note:

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

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

‘Receivers Signature......... DEVEY

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: [ A‘L/ . _‘J,

Name: A‘,\i e Patient Address:
: G hasmathpet, bowenpally Bowenpally
hip:
Relationship:  n ) Jlaeat Hyderabad Telangana INDIA 500011

Date: Hl(xf&;(( : Time: tb"BBIk'M
Wittness Name: %M

Wittness Signature: }%/

Printed Date / Time : 11/07/2026 10:34 Printed By : 021034 Page 2 of 2



%
Rainbow® %

INFORMED CONSENT FOR SURGERY OR ~ Children'  CirthRiant
SPECIAL PROCEDURE Hospital | () easeamesc

Your Right to a s-Tw}vnr;

UHONo: ... 205 GG Date-: Metlag,

Instruction:

This consent form shauld 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 formis 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 (8) (use no abbreviation / Avid 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 syccess 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 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

1. Ihave read 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, a!gug—-
with the risks, benefits and other information.

3. Ihave had a chance to ask my surgeon questions.

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

5. lauthorize the consent to the performance of the operation or pmce?«;;b

Name of the Doctor who is performing the Surgery/ Procedure: ............... p SRR .
Patient Attendant :
Signature : .............c....... 100 e

Name:....lw.(:.-.l. ..... Tty
Relationship with Patient; ..... (3(1’}1150’ .....................

Date & Time : ﬂlﬂl-"b)ﬂf') ........................
Doctor (who is taking fhe consent) :

pate & Time .. 1A \26 Joagoo.
Docu. No. : RCH /FRM / CLINICAL / 027




I,

cogsmfjﬂT FORM FOR GENERAL / RNbow ‘BirthRight’

Hospital BY RAINBOW HOSPITALS

1t taikes & kot to treat the litthe. ‘Dufﬂwhasdlbollur;

ORED ANESTHESIA CARE

Patient Name : ... Naster  Etamont  Kanfhk Age : ......35..‘.1.'!'.\Gender: MalgZ Female O
UHID NO: ....... YW~ 00.209413.............. Surgeon Name: %:&Uﬁ%@ .................................................
ANEEStESIOIOBIST : ...........oooveeeeeoeeeeeeeeeeeeeeseeee e D NARAY o ———
Operative procedure planned : Vﬂ’;\‘?#z‘hﬂ(ﬁmdbﬁab

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

ieneral 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.

[ Heart disease [J Hypertension O Diabetes mellitus [ Renal failure

O Hepatic disorders O Shock O Multiple organ failure O Polytrauma / Renal Tubular Aacidosis
[ Incapacitating Cronic Obstructive Pulmonary Disease

[J Others : W@O&N
RN o o vchsssasomensnseassnsnnssansnnessivsinsibahonusemuaoeasonse ensussssensspanes sonnsansans semommanpisnnsaneShapte s Siauoreiniian AN AERERINIE
« 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 pefform upon me / my patient
e N2y Shamon.. Xonhethe above mentioned operation / Diagnostic / Therapeutic procedures

| authorize and give consent for anaesthesia (
considered appropriate by the anaesthetic team.

Regional / OJ General Anesthesia / (] Monitored Anesthesia Care as

| acknowledge that the anaesthetists have informed me about the anaesthetic procedure, risk, benefits and alternative
treatments and answered my specific quei.cs 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 during the course of surgery.

That | 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 in need arises.

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

- Pregnant: O Yes .DA‘]g '

DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

| declare that | have explained the nature of General Anaesthesia / Redional Anaesthesia / Monitoreaﬁesthesia
Care to be given and discussed the risks that particularly concemn this patient.

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

Patient / Patient Attendant : Witness ;
e ]

Signature : @)‘ﬁi’ Signature : GT
Name : An‘l&&o., Name : N

Relationship with Patient: o N Date & Time : ......

Pt & IR csinisi :m

1lee o2

Doctor (who is taking the consent) :

Signature : E’/—&l
Name : BﬁandG» ...........................



=

Department of Anaesthesiology Rainbow” | @ . .
Children’ BirthRight

PRE-ANAESTHETIC EVALUATION Hospital * | | eemsm:

It takes a lot to treat the Httle Your Right to a Safe Delivery

Name: ... N\atYex. .. Etornoet . baokdhl  age: . 3:!4!\7 Sexc M\ UHID.No : .. VIH- 0020603 ..

Date: \d‘ﬁ% .......................... Time: ... %E)Puy Proposed Operation: l‘fi”hdgh ..... bﬁa:hm C%.Sda

DIAGNOSIS: ........ooveeeeeneeeeeeresesessssennes LC:P' wdgnele.
B.P/ CRT: WA&Z “"ﬁ;n \dopy.. Wetght H«\‘cg ASA Physmal Status: \% 02 03 04 05

Laboratory Data:
Bl s GIUCOSE: ........occcvvrrrecrenee PTOBBIN: o, g e e : XeRa . e
PR i Urel! ... asmmn A waasmamaime HBS A - ccniitinn ) s e )
)\ Creat: .....coeonnrenenrversrenenss TORRIBHE ..eoerernrrnenrinens 50 S EDEChD: ... s8 8 hinns
A S BE .cinaumntos TIEBIE coumimi Blood group: .............. Stress/Anglo: .................
o T R R D | E 5, L e e e oty ) L (FC AT e o 1,7 R
5 A Cat+: wovvveniennn. A PROS: ..o, b 1 T 1
R et cciosioss MR T it RS s L7, DR——

Cl=iiiccisissneeccseee. SGOT/SGPT: .o

Allergies: ALDH- .

Medical History:  CVS - FTNVD, Bt St Cnp , No N\ adweieiong

RESP: Ng odive IW URT) Diabetes - w _(‘)

CNS: \ Nocaated il dote
Renal :

Hepatic / GE : Physical Actiity: Pk chdld.-

Others :

Past Anaesthetic History: ~ TL -

Physical Exam:

Airway: MP 1@)3 4 Mouth Opening: w Mentohyoid Distan@ Neck: @ Teeth: ﬂ\'ﬂﬂd

CNS: O v Ochive -

Pregnant: [ Yes —Z/No [1NA Venous Access Site : QUM Spine Exam for regional : ~—
Anaesthetic Plan: gﬁ O C1GA-ETT []LMA ’
Peri-Operative Plan Explained to the Patient: 7 Yes 1 No
CURRENT MEDICATIONS ! DOSAGE Pre-Operative Instructions:
1. DVT Prophylaxis :

Wate J’URS 2 H
2. NIL ORAL<_ " o lran:\dh'u,

3. Informed Consem. . Standard 1 High Risk
4. Post Operative Pain Management: () J?)i/scussed with Patient _
5. Other Instructions: I

-—

Signature: L'"Q)_,. Name: b“?ﬂ\m - . 5 I e e M o

Docu. No. : RCH /FRM / CLINICAL / 044



VIH-00205413 IP-00060662

Master ETAMONI KANISHK

EI! 01-2023 3YBMED (M)
JYOTI BOTHRA

T

Pre Induction Assessment:

vz

Rainbow® & .

Naran BirthRight

| ANAESTHESIA CHART  fnoare ® .9

Change in Patient Condition:

Oves o

Fasting Status: -‘)dwal/\‘

Physical Status: |\ Patient Identified »="Consent Present &7 Chart Reviewed
HR. 100 L IBPfCRT:%Q%EWBMpo- A |RR: (B pumiv | Last Feed:

Pre-OP Duagnoms@ fH’}):M C-LLL" ............

surgeon: . RS- DUDH RZBINALY ...

Anaesthesiologist: (ﬂf

Operatiork ) Hgfev. LWMMD % Lt Date - WOH24..
& Moot Technician: Y0 RAXCAL, -

TIME {'] U o
N,O /AIRJO.JLPM
HALO /SO /SEVO Antibiotic
Drugs: -
NS O YAZy .
i Y Suppository
(V3 %Y w2 g AV NIV M- PICLOCEN
(ITPRDPOEBL ™ e
t ' 7] 4 Blood Loss
Fi0, 1520, ] 1 i
i . o
ECG [ B
+ Temperature -l b - d
Urine Output NOTES
23
8p 240
V Systolic 220
A Diastolic
X Mean 200
« Heart Rate 180
Tourniguet on Time
Tourniguet off Time 160
140
Theoat Pack In
Throat Pack Out 120
100
B0 - S
60 A
40
20
10
0
ARG
LAB Values
RES v
Others

L:/Equipmam Checked and Temp: Ind Regional:

Functional [ HME 1 Fluid Warmer v 1 Inhal Extremity Specify: ..
= BP Ul_.« [] Cling Film ] OH Warmer \ [ Pre 0, ] RSI [] Spinal [ Epidural maudal
et s b ugger's [7] Cotton Wool [[] Others Others:

[T 27— [ Other i

e o —— posiion\ &) LAY AL~
e 3 quegd Times: [ Arway [ Oral [] Nasal Site: "H;

L& Temp Site u‘fﬂn
[ FIO, Monitor Anaes Start: . et R cm NeedIeSEe A=
1 Agent Monitor OP Start: . 1 DQD 'P W L[—]':“;' I [ Cuff Parasthesia E] Yes Hﬂﬁ

L+ Pulse Oximeter R EN: ... il iess sk psvassssais omy jopical Catheter at skin ................

& Capnograph Leave OR: ..... \ sTALT S avad B =T D —— Drug Name & Conc: Bad:‘] B 7P [VACEAN) 3 = .
] Ventilator Anaesthesia: [ Direct Vision OO 53300 V3 s S SR SRR
L1 Nerve Stimulator 0 6s ngoscopy (1 Stylette / Bougie IOTUSION: .o

" = Monitored Anaesthesia Care [] Fiberoptic :
Block Level:
: &+ Regional Blade# .............. ABMDES: w.vovocicvisisonissisi c _
\.Z/F'I'ESSUTE Points Checked Difficulty Why? DIWPIE & cisisiiiiinrsiicimssivins st iasain ssit S saiavariash s
Line (Size & Location) Transportation to
Eye Care: ) (] Bilat = BS \eTPacu  CIicu (] Other

Lé’ ?—n DAH@UL D_ [[] Semi-Closed Circ Relaxant Reversed [ Yes CINo  CANA-

ape W= (AW W0/ =¥} 2@ 4.8 [J Closed Circle TP

[l Padding v 7 O] Other - Name of the Doctor ......... B‘QNM;U‘NQE’
LI Awake o Signature of the Doctor :....




|P-00060662

VIH-00205413

Master ETAMONI KANISHK

05-01-2023 3YEMED (M)
pr.J

i,

POST-ANAESTHESIA CARE UNIT RECORD

a
Received in PACU by : @‘ Qz’ﬂ:/ ............. Time Received :

W

\\

Rainbow® . L
Children’s @ Birth Right
Hospital . BY RAINBOW HOSPITALS

‘f_laur_R:ght to a Safe Delivery

a0 Pm._

Time Discharged : .......c.ccoovevvenennee.

=0 250 | v Cannula Site: j‘&ﬂﬁd-
e 230 230 wo,ﬂ; & Nasal Prongs
8 gfg :?g iﬁ Tracheostomy [N T-Piece
&8 200 200 | (R Oral Airway [ Nasal Airway
o 180 190
a. a
180 180
8 170 170 | Vomiting : [ Yes o Drug: Hdd ........ Ad“\l«’“ﬁ
(==}
= 13 lg NG Tube : [1Yes [0
% :‘;g 1‘3’2 Drain; ] Yes [No
A 120 120 | Urinary Catheter: [ Yes [4-No
& ::Jg 1:;3 ChestTube: [ Yes ETNo
=, % ClYes FTNo
C & ao | NilOral i [ s o
e 2 weAuids: N
o o 80
@ 50 50 DR TR - .oitississisimutimssersirvsmiss st pmmassapias
& 40 40
30 30
v 20 20
10 10
0 0
SPO,
POST ANAESTHESIA SCORE MINUTES
(Modified Aldrete Score) IN 30 160 T 90 ouT SCORING INTERPRETATION
proch i mﬁ.ﬁ ::Emm;ngg: :ﬁmﬂ ot AGTIVITY ] ( hr 1 2 A Minimum Total Score of 8 is Required for
Abie to move 0 extremities voluntary or on command =10 Discharge
Able to deep breathe & cough freely =2
Dyspnea or fimited breathing =1 RESPIRATION 2- ! r - = -
Apneic =0 2 |2 Exceptions to this, are to be explained in the
BP = 20 of Pre Anaesthetic | =2 i i el
32 = 500 bwenthac e L} =13 9 _to space below by the Discharging Physician:
8P = 50 of Pre Anagsthetic leve =0
Fully awake =2
Arousable on cali =1  CONSCIOUSNESS Z
Nc:m_ s ing =1 1 7 B r}__
Pink =2
Pale, dusky, blotchy, jaundiced, other =1 COOR Z. A e S (. SES
Cyanotic =0
TOTAL g q '0 k]
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signalure
A 0
W26 | 200fal O R I %
Pain Tool Used: [ NPASS [1FLACC [JWongBaker [1NPS Reassessment Frequency:

Anaesthesiologist Name :

Anaesthesiologist Signature:

Date & Time:

PACU Nurse Name :
PACU Nurse Signature:
Date & Time:

NL7[6 & ph

— 1,

Every eight hours for all hospitalized patients.
2, For post surgical patient, patient with chronic pain, patient with severe pain
a.  Every 2 hours for first 24 hours

b.  After 24 hours every 4 hours

¢.  Priorto pain reliving intervention

d.  With in 30-60 minutes after pain relief intery,

Transferred to Unit by (PACU): B(

Date & Tlme”[?/d’m@&k



VIH-00205413 IP-00060662
Master ETAMONI KANISHK
05-01-2023 ivemeén M)

Dr, JYOTI BOTHRA Rainbow"® .

I\

T Fospran” | (e

It takes a lot to treat the litte.

Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

Your Right to a Safe Delivery

D osmigeiigmmsmmsanains JUDB scnsssngsy PIDCEOIRAINE BY .t s

CSE /Spinal /Epidural Position : .................  SPACE I.....cceeovurvrerrrererrnnneen. TECHNIQUE (LOR/LOS) ...

B 114 O L S MO AL ST oo RIBIMIIE 5 i seamcanans

Parasthesia : Yes/No if yes details : ...........

SOMINION COMTMIOBIMON & oo i A o o A S TS A AR S S A e bbb SR TR P A A e

Any other issues :

i Infusion Rate Level Maternal
Time (ml/hr) Bolus (ml) | | st Right | BP | Pulse FHR Comments

DeliveryDetails: Time: ......c..cccceceveeree. APGAR: ...ecereevenensnnns SVD / Instrumental / LSCS (if LSCS Details)

Catheter Removad by and Tip INSPOCIET - «.ovimiini i et i st s e s s oh e e sessemrasesams et me s nsasersstnse

Gt BT ) B T, S O Lo s R L S DI O T AT, S AR

Discharge /Shifting ordered by
DOCLOr SIGNAMMTE: ..........5000..cereerrnismsanusnsmessesnssassssonessssassasseses
DIOCROT BB ..o s s

Date aNd TIMIE & cvvvviiiieiienee e s eireeeteees e e e eeseeeeeeesesssesns



VIH-00205413 IP-00060662
Master ETAMONI KANISHK

03-01-2023 3YGM6D M)
Dr. JYOTI BOTHRA

%

Rainbo R
R ‘Blrtthght

Hos pita| BY RAINBOW HOSPITALS

It takes a lot to treat the Bttle. Your Right to a Safe Dell

MEDICATION RECONCILIATION FORM

—_—

R RS ORI

iAot known any Drug Allergies

Medication Recuncilialioh 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)

SHIttng From: <uccai:d £ T ..................................... Shifted to: ............. OT ..........................................
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SNo | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, 1v) | FREQUENCY | pate / Time f,‘gﬂ:ﬁm
1 ¢ CJDe
2 OC¢ DG
7
3 / Oc¢ Cloc
4 / ¢ Ooc
X
(=]
5 @\ \ ¢ Coc
6 / Oc [bcC
7 / JC [CIDC
7
8 [JC [JDC
9 [JC [JDC
10 [1C CIDC

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : &*V“g‘“‘“i“!
Date & Time : “"f[%@

Nurse Name & Signature: ol Nagomes | KK
DA R TIME Uicimirnsinn 1“%‘%@

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

* C- Continue, DC - Discontinue



Patient Name : Mast. ETAMONI KANISHK UHID : VIH-00205413 IPD : IP-00060662 Gender : Male Age : 3 Y

6M6 ¥IH-00205413 IP-00060662
Mastor ETAMONI KANISHK
03-01-2023 3Y6MED

Dr. JYOTI BOTHRA

ﬂlIIIIHIllIlllllllllillllllllllll!l W VO SEY o @ g

% s 0 S T Wons Right b2 3 Sate Deinery

EMERGENCY ROOM TRIAGE FORM

nihk. s AGE:. :33')5 Gender: 6.2Fiale [ Female
Time af Arrival : 'Ll 30%

ClYes (0 Food [ Medications [ Blood Transfusion (] Oter (SPECHY): ...o.occooueorriveurmmcsreriiommiesscns ) NOUKROWR

SORCO O MIOMANOn: ETTaOME [ OMSKS (BPETY) oot
ModeolAmval:  EJGrbwiatory [ Wheelchair [ Ambulance & q b’
: ]
inital Vitat Signs:  Terp: 926 F g JoHblm (10 1 ME() o 20p)mn
Chlet Complaints: Carmt }ﬁﬂ .S'urﬁe'?i“ff A?. Lrla&o a-t— Jae)
INITIAL PHYSIOLOGICAL CATEGORIZATION mm PHYSIOLOGICAL STATUS
Appearance Work of Breathing o&Siable
& fiomal A Normal O Increased O Unstable :
{3 Sick Looking Circutation / Colour [ Decreased [ Gasping/Apnea [J Not — Life - Threatening
M CJ Abnormal [ Bleeding D) Life —Thsatening
Triage Classification CTAS
Level 1. Resuscitation - Immediate
Level 2. EMERGENT : Life or limb threatening < 15 min
Level 3. URGENT : Significant iliness / injury with potential to become life or limb threatening 30 min
Level4 - LESS URGENT : Significant iliness but not life threatening " 60 min
Level 5: NON - URGENT : May receive care when convenient 120 min
NOTE : Al immunocompromised children and preterm babies to be considered Level 2. M—-

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

* CTAS - Canadian Triage and Acuity Scale Triage Completion Time : 1. 33 A

Communicable Disease Triage Screening

PART A. The following questions shouid be asked to all PART C. A positive communicable disease triage screening is
patients at the initial screening: considered for any patient who meets one of the two
1. Have you had fever (elevated temperature) in the past 2 | Yes __Li’ SSUg S
weeks | Any patient with Fever / Rash / Vesicles / Discharge from Eyes
2. Have you had cough or a rash in the past 2 weeks Yes LG and Cough
. 2o » d
3. Have you had shortness of breath or difficulty breathing in | | Yes =G~ %%ﬁmmmfﬁﬁf
the past 2 wooks “PART B" of the riage screening above.
PART B. quﬂuu_mﬁuhmmdmphmwnm
Symplome: ] Not sppfieshle PART D. ACTION / INTERVENTION: (for positive suspected
1. Have you travelled outside the INDIA? or had close [ Yeg—To communicable disease iriage screening)
contact with someone who has recently travelled outside . . E ;
the INDIA, in the past two weeks? [3 Palents shostd be immnedindly 0NN Y3 SR (ressure

room of a single room (as appropriate) for pending evaluation.
VRS, SN ERERIANT .........o00: commmneniomimsssaspiminemsiine 1 The patient should be given a surgical mask immediately, if not

2. Are your parents / ciose contacts at home is/a heaithcare | Yes Mo already wearing one.
worker? {please encircle the choices} (e.g.. nurse, f ; ; perform hand hygiene
physician, ancillary services personnel, allied health Both paiont and riage stall shiwid e ;
services personnel, hospital volunteer, or (aboratory . The staff should use PPE (as appropriate}.

worker, others) who has had a recent exposure fo an
individual with a highly communicable disease or
unexplained, smrsfsbnlercspntoryormshdlsease'?

M
Namme of Triage Nurse : ,..s8..7.." N

Date & Time : ........ ‘ a 1"5 'n %3'3"’"

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

Signature of Triage Nurse © ...................




Patient Name : Mast. T VIVAN KUMAR UHID : BAH-00328640 IPD : 54644 Gender : Male Age : 12Y 9M 15

L

Rain éfw;‘ ® 3
EMERGENCY ROOM VISIT RECORD oo~ | e

B a0 S b s, ir’:‘:'ﬁ";; htie s QA‘?’&“&W*‘;’

: T VIVAN KUMAR |
UHID NO : BAH-00328640 !
[PD NO : 54644 |
Age : 12Y9M 15 Gender : Male
‘Consult : Emergency Doctor
Adm Date : 10-07-2026 03:29 A

Date & Time ArvedinER: {0 1: 2.4....53: 29 awm
Present Complaints : ..

S e T Tk e R e A A e e A N SN 2 AN (1 e A e A LS S A
A TR il e T R T o O SR et GRS TN RO T U R AR PO ot S

MORE DETAILED EXAMINATION

Pallor ;oo STl I Cyanosis i Temp: @ GCS: .2
Any DySmOrphic FEAMIMRS 7 .....cvvirsesisnmssionss semsasnssassessasassamsssass Examination of Ear, Nose & Throat: .......

CVS ;... 6,5,@ - Rs: &Aﬁ @,.

Per Abd : éf.%l_
Any Other Exam. Fmdmg } L ANE

Summary & Diagnosis : , DA
Care Plan (Including diet and Spec:al !nstwclmns}

= TAB: PANTOP. ('tm e ) gﬂ

Idanhﬁcation of specsa] needs regarding TONOWING TRROTRAION ... . i i ssaiuesssaims Meassissinvet veks asomassdbsusesss i arbosmonomnionsas
- R w T e S G b oy VU3 SRR | A

Follow up pﬂn (asked to'follow up with consultant in OPD and whether appointment given) : . I G e S LT R e A O PO

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

ER. Outcome: [ Admitted to ICU/Ward [ Directly taken to OT , | Fanaged on OP basis i Left against Medical Advice

Has the patient visited ER in last 72 hours? Yes/No  if Yes, then what was the cause / reason for previous vist 2.......cccceeevevevvenene.

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

Time of Leaving [ Discharge from ER: . seseennenne GONitiON at the time of !aavirzg / Discharge from ER  AVPV Score : .................
Temp Q ...... Pulse : 3

Doctor (who examined the child): ounter (if needed) :

Name & Signature : . s CD"’ S Qwm e o BIVI0 & SIQNAIING | «.oims i viiiiasarsihas omsmvaia LD
Docu. No. - RCHBH /FRM / CLINICAL / 084 ‘2; ‘45 am
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Rainbow’ |@ n: e
PRE - OPERATIVE CHECK LIST  Children's |y BirthRight

tingshpi(a-!m Y RANSOW HOSPITALS

t's Na

VIH-00205413 1P-00060662 e e
ETAMONI KANISHK

05-01-2023 3YEM&ED (M) \ l

Dr. JYOTI BOTHRA Date : A .—{ 2—6

|

B LT TTHTE — s SO Dol

Blood Group : UHID: TS 11 i e AL A

ed Surgery : ¥ hlj&ﬂmnoll‘gu?q%{n : @RJOMBGH\W .........

Anesthetist : ...

Date & Time of Operation : Ul‘il&ﬁ.

Tick appropriate boxes :

To befilled by Nurse Incharge / Senior Nurse :

by

-

3

S.No. Instructions YES | NO
1| Weight checked and recorded 2 (g} ~ 1G* %0 M EI ]
2 | Is the patient fasting for over 6 hours pre-operatively ? q Q/D
3 Check pre-0P investigations & results (ﬁi’. Blood Group, BT, CT, PT/APTT Ja’ i |:|
Viral Screening , CXR etc) Discuss with Registrar / Consultant
4 | Enema given / Bowel Preparation O 1 &
5 | Remove all ornaments, etc and sterile gown given AT
6 | Is Blood arranged as required ? W=y
: d
7 | If Blood has begg_r_gered - is Blood bag read ? (] :E’
8 | IVCannulato be placed / IV Fluids if indicated A0
Pre Anesthetic consultation with anesthesiologist (g ﬁ
10 | Pre medications given ? (Sedative / etc) SR
11 | Skin Preparation .E] I.Eﬁ'
12 | Surgery consent/ High Risk consent taken by surgeon ? \E’ [:]
(Consent should be taken by the operation Surgeon only)
-
13 | Other (i any) H10

NOTE : If any of above is ticked "No" Discuss with the registrar / consultant immediately

Date : lll"”&ﬁ Time: §Q 1LY w— >{Sigpaturer;f ¢ in-charges

othd Kaas




Surq;enn@'2 B’H

SURGICAL
SAFETY CHECKLIST

Scrub Nurse :

........................ DrI|JY°'ﬂ BDTH A @
Asst. Surge& .......................................
Anaesthetish®: AL "wQ .........................

%ﬁ’)__ | uvate: ﬂ\ﬂ{% HISUIIG .« s ‘ lgpmom-ume l» 50 ?

VIH-00205413 1P-00060662
TD Master ETAMONI KANISHK
05-01-2023
) YA, 3Y6M&D *
Rai_nb‘Ew'
Children's
Hospital

I tokes & ot b treat the itie:

Il

IIIIIIIIIIIIIIIIIIIII

® girthRight

anw.s-r Mm

.............. m Gender
rgery Name

Before Induction of Anaesthesia » >

Before Skin Incision > » Before Patient Leaves Operating Room

Known Allergy? CYes CiNg™
Difficult Airway / Aspiration Risk?

Yes, & Equipment / Assistance

Available CYes Cihe™
Risk of > 500mi Blood Loss
(7ml/kg In Children)?

Yes, and Adequate Intravenous

Access and Fluids Planned OYes ONb CINA

Blood Units Reserved CYes U-No/ CJNA

Has Antibiotic Prophylaxis been given
within the last 60 minutes?

CYes Ced” OJNA

T T S o (D RO RO ———

Name :.......... PRaMe N H'ﬁm .......................

SIGNIN  Time: 1210 ¥m.. TIME OUT _Time....).+.[ 5., SIGN OUT  Time:.....42.Pm. |

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

Identity terfes CNo introduced themselves by Name and Role [.¥es™ (1No The Name of the Procedure Recorded /@es CINo

Site 1Yes [C1No Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle

Procedure \=Yes CNo Nurse Verbally Confirm Counts are Correct (or Not Applicable) As CNo CINA

Consent JHes CINo Correct Patient (Check ID Band)  ~=Yes [INo The Specimen is Labelled (including
Site Marked v¥es CINo CINA Correct Site #'Yes [1No patient name) wXes CINo CINA
Anaesthesia Safety Check Completed  t¥e§ (1No Correct Procedure /m:gs 1No Whether there are any Equipment .
Pulse Oximeter on Patient & Functioning C¥6s [1No Anticipated Critical Events Problems to be addressed f@'\Yes CiNo CINA
Does Patient have a: Surgeon Reviews: "

To Surgeon, Anaesthetist and Nurse:

What are the key concerns for recovery
and management of this patient? /T?es [1No

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

Anaesthesia Team Reviews:
Are There Any Patient-specific Concerns? [1Yes &No I NA
Nursing Team Reviews:

Has Sterility (including indicator results)
Been Confirmed? are there Equipment

J2Y¥és CONo C1NA

issues or any Concerns? LF¥es CINo CINA
Is Essential Imaging Displayed? CYes &No CINA
Power Supply, Earthing, Power Backup -

and functioning of equipment checked. +Yes CINo

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



Rainbow Children's Medicare Ltd. .

Z
# 3-7-222 & 3-7-223, Sy. No. 51 & 54, Opp. New Karkhana Police Station Rai nbow . . .
Karkhana Main Road, Kakaguda, Secunderabad - 500009. Children’s BirthRi a ht
Tel : +91-40-4246 2200, 2789 5050, 2789 6060. Hospital . BY RAINBOW HOSPITALS
GST: 36AABCR4014M1ZE  email: vrchbilling@rainbowhospitals.in R S 2.t et e e Your Right o Safe De
CIN: L85110TG1998PLC029914 www.rainbowhospitals.in
OPERATION THEATER NOTES
Patient’s Name : o ) Gender
'Master ETAMONI KANISHK ~ A9€: 3Y6M6D : Male
| WEIGHT
UHID : VIH-00205413 1.P. NO. 00060662 -
16.5kg
'Surgeon : Dr.. jYOTI BOTHRA Asst surgeon - Dr
Anaesthetist : Dr Madhav OT Nurse : S/N B‘; Rq-}{mf cpmaamo\

Surglcal Procedure Left ngh Ilgatlon of sac
Indicatlons for Surgery LEFT Hydrocele
AnaestheSIa GA

' PRE-OPERATIVE PREPARATION-
Betadine skin preparation

OPERATIVE NOTES:
'Findings: Left fluid filled processus vaginalis
Procedure notes:
- Left mid inguinal lower crease incision
- EOA opened
- Sac delineated from vas and vessels and divided
- Proximal end ligated and transfixed
- Distal sac laid open
¥ - Incison closed in layers
'DISCHARGE ORDERS:
1. Diet as advised.
2. Remove dressing after 3 days and daily bath
3. Syp. Crocin-DS (5ml/240mg) 5ml twice a day and then SOS for pain/fever
> 100*F
(maximum 6th hourly).
4. Kindly consult Dr. Jyoti Bothra, Consultant Pediatric Surgeon &
Urologist,after 1 week in OPD with prior appointment (This consultation
will becharged).

Consultants Surgeon’s Name Consultant Surgeon’s Signature
Dr. JYOTI BOTHRA
Date : [I[J|L Time :

2:05R

1/1



Children’s | & BirthRight

il () | enesowoot csyear)

/ FRM / CLINICAL / 725 Children’s (_)hservatinn & Hospital bl
Earlv warnlng scorl“g chal’t It takes 2 lot o treat the I, Your Right ta a Safe Delivery

EARLY WARNING SCORE: CHILDREN’S UNIT

4 A ]
Date : .......H.!?f.’fﬁime: l

| Doctor / Nurse / Family Goncern?

104
103

102

101

Temperature 100

® 9

98 P

20z

P AR [6lf

¥ A1 d -
an

Heart Rate 180
(bpm) 160

and

Blood Pressure
(mmHg) * 110 Y@ m o

Note: 90
BP does not score &0
in eafly . 60
wamning scoring 50

Heart Rate (Number)

Resp. Rate (bpm) 4o [
(Over 1 Minute) * 30

Resp Rate (Number)

Resp } Mod/ Severe

Distress | None / Mild ---- ----- --- -----___ ---

Receiving 0,(l/min)

0,Saturations (%) \ [ 18] 9

Conscious | Normal '

Level  Altered [

GCS * £ § \* \

TOTAL SCORE w

Number of shaded boxes | © # o

Pain Score 21 el |17 le

Observer's Initials 91 |V %t
Score 1 : Continue normal observation by staff nurse

ACTIONS Score 2 : Shiftin 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 fo 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 in charge AND PICU fellow or PICU 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.



Pratlksh;;’é" o

Rainbow i 5 i
Children's | @ BirthRight
Hospita] BY RAINBOW HOSPITALS

CHILDREN’S OBSERVATION toseil | @z
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

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

L

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.

1 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)




1P-00060662

VIH-00205413
@ Master ETAMONI KANISHK
b 05-04-2023 3IY6MED ")

’ I Dr. JYOTI BOTHRA
0RO

Sheet No. :

©

| FLUID CHART

\

Rainbow®
Children’s
Hospital

It takes a ot to treat the little.

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

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.

L e :'-.-é

Nature

Time | ot Fiuid

Date

Route NG | Diarrhoea

Urine

vsite |

Thrombo- Sign.

phiebitis
Score Nurse

Mouth

1LV N.G

08:00 am

09:00 am

10:00 am

11:00 am

12:00 pm

01:00 pm

Total Intake :

Total Qutput :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Output :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

Total Qutput :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake :

Total Qutput :

Total 24 hrs. Intake

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

~ Total 24 hrs. Output




%
— Rainbow’ G s
Patient Stick *r . Children’s . Bi rtthght
e : S SN Hospital .BYRAINBUWHOSPITALS
1t takes a lot to treat the littie. Your Right to a Safe Delivery

" FLUID CHART |

SheatNO: - ccsunns smass

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.

LTS T e T S
Soi ¥

~ Intake el bR N AR Y Sy o

Natur . Thrombo- 1 Sig‘n
Date Time | o Fﬁji% Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebitis ;

Score | Nurse
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 OQutput :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake : : ' Total Output :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake : | ' Total Output: -

Total 24 hrs. Intake Total 24 hrs. Output

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

T
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Waster ETAMONI KANISHK inbow® ' o
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il | @t

DRUG CHART

Date of Admission: i“?‘@@ DIUG ANIBTGIES: ..o rrseeeseessrressieeeree. \2-Not knOWN any Drug Allergies
FOR THE SAFETY OF THE PATIENT

GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR - Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
- Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.
- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.
- The date and time of stopping the drug along with the doctors name and sign must be mentioned.
- Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this
drug sheet folder.
NURSES - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient ~ 2) Right Drug 3) Right Dosage  4) Right Route  5) Right Time
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.
SOS / PRN (As Required Medication)
. Datey
DRUG : Tige
Dose Route | Frequency |Start Date
Doctor's Signature |Valid Period| Pharm.
Additional Instructions:
] Datey
DRUG : Tipe
Dose Route | Frequency |Start Date
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:
. Datey
DRUG : Tige
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)



VIH-00205413 IP-00060662
Master ETAMONI KANISHK

15-01-2023 3Y6MED M)
Ir. JYOTI BOTHRA |
I REGULAR PRESCRIPTIONS v, wars
3 Date
vnuua. T“;ne

Dose Route | Frequency |Start Date

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

v

D_ate

DRUG : Tl[ne

Dose Route | Frequency |Start Date

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions;

Daily Doctor's Endorsement by a Sign

Datey

DRUG :

Time
Dose Route | Frequency [Start Date

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Date

DRUG : ime

Dose Route | Frequency [Start Date

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign |

Page: 2/4



Weight. ........cooeveee. Ward. oo

Date»
VARIABLE DOSE TIU]G l Nursg Sig. l Nursg Sig. I Nurse Sig. [ Nurse Sig.
Dose Dose Dose Dose
DHUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
ROUtﬁ Start Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
Name & Signature of the Doctor h. Hoe Eoss e
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: e o o Gae
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VAHI“BLE DUSE Tlme l Nurs‘:_Sig. Nurs&Sig. I Nurs:_Sig. Nurs&Si:g.
Dose Dose Dose Dose
DHUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
RUUtE Start Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Or. Sign.
Name & Signature of the Doctor flose s e e
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: pose . pose -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
i _— Dosage & Other ;
: R Signature Nurses
Date Time Medication IneHietiong oute g
Wot [l-achn [WOPeatime]  oop W 1%

o=t

[ P [LOPP RO enn

2.« mq

(2

Page: 3/4

(P.T.0)



VIK-00U 205473 TF-UUUBUDDL
Master ETAMONI KANISHK

05-01-2023 IYEMED M)
Or. JYOTI BOTHRA

|||"H“ ﬂ'l""ll”l“l”lll LV. FLUIDS CHART WD s WA s

uake Hine

Flow Rate| Doctor | Nurse | Date of | Doctor | Nurse

<..iposition of 1.V. Fluid
Route mi/hr Sign Sign |Stopping| Sign Sign

(If infusion, mention ml./hr = Mcg/kg/min. etc)

Page: 4/4



VIH-00205413

Master ETAMON|
“ 03-01-2023 i

Or, Ji'ﬂonao'r ave"ao ..... @ W
il Wm’mmmm" RESULT SHEET EE‘EE.’E’?S 4 BithRight

It takes: & lot to treat the liitle. \’\wrﬂl a Sate Oel.r"!r

IP-00060662

Date

Time
Hb

PCV

RBC

WBC

N/L

Platelets

CRP

ESR

PCT

RBS

Na

K
Cl

Ca/Mg

Phosphate
Urea
Creatinine
ALP

SGPT

SGOT
T.Bill/Conj
T.Protein
S.Albumin
S.Globulin
A/G Ratio
Uric Acid
S.Amylase
Sr.ipase
Blood Lactate
S.Cholesterol
PT/INR

APTT
CSF Protein/Sugar
Cells
N/L
Docu. No. : RCH/FRM/CLINICAL/0138 PT.0.




Date

Time

CUE-Alb
CUE-Sugar

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

Stool Pus Cell
OVA/Cyst
Occult Blood

CURUIE ANG SENSTHIVITIES & ....veeeeeieteee ettt ettt es e eseeseseeseees e st eseasessesesseseasessesessesesessessesessessssesssesesess e e essesseseseeeeee s

Radiology: VS S cimmsesiinniinisaisissasosbamcussivaion nsssisiybmaniiussisss o sissass
XeRAY cvimmsmsnimmivimsidis v s
Sy T .

Others (ECG, Contrast STUGIES BIC.,) & ...ovuvuiveieececeee ettt aen et




