s GULOTH AT " " ainﬁ%w. ° |

25 0Y1OM28D (M) . . ™
Or. ALISHA BABBAR ] Children’s Birth nght
ALV T Hospital _ | ) euesm

INFORMED CONSENT FOR SURGERY / PROCEDURE

Authorization By: (] Patient  [J-Ptient Attendant

|, the undersigned do hereby agree to undergo the following surgery(s), Procedure(s) on patient / myself at Rainbow Children's
Hospital. (Avoid technical terms and leave no blank space)

| acknowledge the following:

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

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

Benefits of the Surgery(s) / Procedure(s) , Alternatives of the Surgery(s) / Procedure(s) ‘

Diag wo [e .

|

- 3. As with any procedure, | am aware that risks such as blood loss, infection, cardiac arrest, anesthetic allergic reactions, paralysis,
Deep Vein thrombosis (DVT), Pulmonary thromboembolism (PTE) etc may arise necessitating attention. Therefore, in addition to
consenting to the performance of the above-mentioned surgery/procedure(s), | also consent and authorize the rendering of such
other care and treatment as patient/my surgeon or his / her designee reasonably believes necessary should one or more of these
and or other unforeseeable events occur.

Apart from the listed above, | have also been explained about the possible complications of the surgery / procedure are as follows:

F Fhvedion, Bleeduny, pugom fou, iﬁmc/lfoadjaumla‘ thi

1. lauthorize Dr. m’f U/Cuﬂ @ &é bal and his / her team to perform the procedural sedation
upon the patient / myself. * ;

2. | recognize that the practice of medicine is as much an art as a science and therefore acknowledge that no guarantees have been
or can be made regarding the likelihood of success or outcomes.

3. lacknowledge that | fully understand the above information. | have had the opportunity to ask questions, and they have been
answered to my satisfaction in a language | understand. | affirm that this consent is given by me in my full senses.

Patient / Patient Attendant: Witness: %
Signature: ........... G\ 1.»4/6 @*& ’ﬂ/f ................................ i ' o

SR oot SRR - ccviserarvass B ipamimenrsmmeiniotion

Name: .. 6) ‘k/Q_yk {a\C/J{'ﬁ 5\4 ................ Naml: ........cooovencacninne! f §ri DR ST SR

Relationship with patient: i Date & Time: ........ &R /7/&6 ....... @)/ N
Date & Time: 2&)'1’

Doctor (who

Signature:{... (et el W el TN Date ... 0‘? 9/7#‘@&[2{97\/\

Docu. No.: RCHBH/FRM CLINICAL / 027 (26) (PT.0)
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SURGICAL
SAFETY CHECKLIST

Asst. Surgeon: ............ 3
Anaesthetist : ..... 2 @1’\" ................

Scrub NUSe : ... eSS G V. AN

patient Name : ma”"’/’é‘ffc«ﬂ Age : [0 \Gender : 2. K
UHID No. - YRAH-Co86077 Girgery Name : /0, Ennctbscec.. ¢

Date : .22,/4[26. In-time : 2{5?’” Out-time : ... 2. 20p=... |

BAH-00660777 IP5-00176759
Master GUGULOTH MANVITH JAI

24-08-2025
Dr. ALISHA BABBAR

AR T

Before Induction of Anaesthesia » »

Before Skin Incision » >

Before Patient Leaves Operating Room

SIGN IN

TIME OUT  Time:.2. 2007

SIGN OUT ﬁme:.Q..,..Z?.eff..Q

Patient Has Confirmed
Identity
Site
Procedure
Consent
Site Marked
Anaesthesia Safety Check Completed

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

Yes, & Equipment / Assistance
Available

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

Blood Units Reserved

Has Antibiotic Prophylaxis been given
within the last 69 minutes?

Yes CINo
OYes Dm/
Yes CINo
Z¥es ONo @4(
A

OYes CINo

ﬂes CINo

Pulse Oximeter on Patient & Functioning_=Yes C/No

OYes de/
\D)@ CINo

es ONo I NA

OYes 0 ONA

: DYBWD NA

Confirm all team members have

introduced themselves by Name and Role s ONo
Surgeon, Anaesthesia Professional and
Nurse Verbally Confirm
Correct Patient (Check ID BandL/{Yés CINo
Correct Site _#TYes CINo
Correct Procedure _“1Yes ONo
Anticipated Critical Events

Surgeon Reviews:
What are the Critical or Unexpected

Steps, Operative Duration,
Anticipated Blood Loss? c})‘eS{N;) CINA
Anaesthesia Team Reviews:

Are There Any Patient-specific Concerns? DYWA
Nursing Team Reviews:

Has Sterility (including indicator results)

Been Confirmed? are there Equipment

issues or any Concerns? _/D-Yes/D No CINA
Is Essential Imaging Displayed? es OONo ONA
Power Supply, Earthing, Power Backup

and functioning of equipment checked. _/an

Nurse Verbally Confirms with the Team:

The Name of the Procedure Recorded-/wu No

That Instrument, Sponge and Needle

Counts are Correct (or Not Applicable) es CONo CINA
The Specimen is Labelled (including
patient name) OYes O A

Whether there are any Equipment
Problems to be addressed

DYW NA

To Surgeon, Anaesthetist and Nurse:

What are the key concerns for recovery
and management of this patient? ;/ﬁ ONo

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

0Y10M28D (M)




SURGICAL
SAFETY CHECKLIST

Surgeon : .....ccceverenenn.
Asst. Surgeon : ...........
Anaesthetist : ..............
Scrub Nurse : .............

............................... M

........................... Patient NaMe : w.oo.ooooeoeooeoeovoeeoooossoseereer AQE S ... GENDET Rai_nb‘fw" e
_______________________________ UHID NO. & oo SUTQRTY NAME o ﬁ';';g{g,‘s .a_@.wms%u_s
................................ 07 (G- |11 Y- N 0 11511 |- S I i e

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

SIGNIN  Timer...oooooo............. TIME OUT  Time...... SIGNOUT  Time.....

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

Identity OYes CNo introduced themselves by Name and Role CYes (1No The Name of thie Procedure Recorded ~ C1Yes CINo

Site OYes CINo Surgeon, Anaesthesfa Professional and That Instrument, Sponge and Needle

Procedure CYes CINo Nurse Verbally Confirm Counts are Correct (or Not Applicable) ~ TYes CINo CJNA

Consent 1Yes CJNo Correct Patient (ChECk D Baﬂd) OYes CINo The Specimen is Labelled (including
Site Marked OYes CINo DONA Correct Site ClYes CINo patient name) OYes CINo CINA
Anaesthesia Safety Check Completed OYes ONo Correct Procedure CYes CINo Whether there are any Equipment
Pulse Oximeter on Patient & Funmioniﬂg OYes OONo Amicipated Critical Events Problems to be addressed CYes ONo C'NA
Does Patient have a: Surgeon Reviews:

Known Allergy? OYes CNo What are the Critical or Unexpected To Surgeon, Anaesthetist and Nurse:
Difficult Airwa iration Risk? Steps, Operative Duration, What are the key concerns for recovery

w v‘/ Aspiration Ris Anticipated Blood Loss? TYes TINo CNA and management of this patient? ClYes CINo

Yes, & Equipment / Assistance E d

Available “1Yes CINo Anaesthesia Team Reviews:
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? CYes CINo CJNA
(7mi/kg In Children)? Nursing Team Reviews:

Yes, and Adequate Intravenous Has Sterility (including indicator results)

Access and Fluids Planned OYes CONo CNA Been Confirmed? are there Equipment

Blood Units Reserved CYes CONo COONA issues or any Concems? COYes ONo CINA
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? OYes CONo CJNA
within the last 60 minutes? CYes CNo CINA Power Supply, Earthing, Power Backup

and functioning of equipment checked. OYes TONo

SUIANID 5.......cisrmesmermsiiiiunmnisiiss bR Aot sy ORI it fhins svaisssiamsimmsnsssssnisshaded SOOI 5. v iminsinsnssbbtaliivn N fSNgmsonssdons sinss
B .. .. b s s s NBITIE ... .corccatuessnssssnssanssnssisssastaisasssinsrassessssssasssassasanss BRI ... s ioiscanssaatensernecussibembresseraitatsrsis:

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



BAH-00660777 IP5-00176759

Master GUGLLOTH MANVITH JAI Rainbow® . ; i
24-03-2025 0Y10M280D -

ALISHA BABBAR Chlld_ren’s Bll'tthght

Hos p|ta| BY RAINBOW HOSPITALS

T |||||||||||| o | W

puNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSI)

s
To Be Filled In By Assigned Nurse : s 2/3}26 &

BERERNL : .............ccoccntnnmianns gDcﬂf .................................................... Duration of Procedure : '/2—1/1.9\/
Name of SUrgeon : ............ooccccccee. 24 AL@"‘“ ............................... Date of AGMISSION & ......coovveeerrrnrrreereee

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

Staff Signature

1. | Antibiotic given prior to surgery ? [IYeW
[ ]Single Dose Antibiotic  or ~ Long Antibiotic Regime

Antibiotic administered within 60 minutes prior to incision ? [ ]Yes[ ] No </Yg

DN L ERATIIRIIE © . . sesinssisonnysnsssssnssntinionssnsmmipussnsnsinssmbERETiNIZH 1S 45+

2. | Hair Removal DY&Q,E’(H\ Yes : Surgical Clipper

Department where Hair Removed : [_|Ward [_]Operating Room

R SRR MAEE. | < [ i

Skin preparation done (cleanse surgical area with antiseptic agent)? [_] m

3. | Patient's body temperature immediately post operation (Recovery Room) 27 . °C
[Joral Or [ Axilla (Goal:36-37 °C)

4. | Name of doctor or staff administering the antibiotic : .......... 0o,
Date & Time of antibiotic adminISIration : ................cccececennsmsmnsssisissenseictlibeeconins
o)
Date & Time procedure started : .....................#2. /7/2/5@.24 2 Pm

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

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

e Allforms (Bundle care and when required SSI form) are completed properly

o Forms must always be kept in Infection Control folder in respective department

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



BAH-00660777 IP5-00176759
Master GUGULOTH MANVITH JAI

- 3 “_“_2025 o Y 10M280 (M) )
= Rainbow* S Ee Y
S (T (i | @ B
OPERATION THEATER NOTES
' BIIIE TRMTIE © ... osiimsssramimmisnssiusnnsnsrisssmssiiiasss fonhtsssd O i Gender: [ Male [ Female
IR ovcviciomyecovinvscommientiniii R ot st s i iz Weight : ................ 88 o S E—
Surgeon: )« PHU 0 . Asst. Surgeon :
Anesthetist : OT Nurse: OT Technician:

Pre-Operative Diagnosis:

Surgical Procedure :

oub

Indications for Surgery : ,.[)u‘uw— '\/'ovu![.(,u\f) / Pﬂfq D1

Date : Start Time : End Time :
Pre Operative Preparations:
NLPO
- 5 !L\
Post Operative Diagnosis: ( N )
Peri-Operative Complications: N I

Operation Notes:

Edop bafous - @
ifowauA (\
g-&dwchou - @

P‘!IQWN — @)
Duodewum - (ﬁ‘j

Doc. No. : RCHBH/ FRM / CLINICAL / 099 (P.T.0)



No Rjpj2et)
e o

Amount of Blood Loss: N | / Blood Transfused (in ML) N ] /
Name and lumber of Surgical Specirﬁen sent for examination:
A f
Peri-Operative Complications: 4 %
' /
i b Vf.ﬂ/w/t‘ anediio ko 3

< r q. Laugolfx. (Cnn ( thab 4o mintu Lurf &urmo?w)

2 Dowwdmzlu'@w/llwn{)- [M[/Tﬁu(ccda&l&’/

('ui!)w(/wv\
JIMIUU{{
J/ )

i follo o)

R

Name of the Surgeon: -2

Signature of the Surgeon: ,D;L- m/(tlr(/d\ :

Date & Time;



|P5-00176759

e i e | Qe

It takes a lot to treat the little. |

POST-SURGICAL CARE PLAN FORM

Procedure DONE: ...........eveeeeeereeeereeennnn. OO s e e e

T e TR, W S TSR i 3 ety GO | THRRELN). ox SO Nedt N

Post-Operative Monitoring Parameters /Frequency:

!Lul»f

Wound Care:

Drain /Special Lines/Catheters:

Special Patient Positioning and Requirements:

Nutritional Instructions:

When to Start Mobilization:

Special Referrals:

The new order for all required medications documented in the doctor order/medication sheet:
, OYes ONo

Any Other Post-Operative Care Needed including Required Follow Up |

Lo
1

Treating Surgeon
(Signature & Stamp) Datal..............ccssesmstee TiM: ..ol

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

Docu. No. : RCHBH /FRM / CLINICAL / 106



% & Rainbow Children's Hospital - Banjara Hills
ainbow . 8-2-120/103/1,2,3,4 and 5,Road No: 2, Banjara Hills, Telangana, Hyderabad, INDIA Banjara Hills ,Hyderabad
Children’s "5 .Telangana, India ,500034.
Hospital ®™3 TEL NO :+91-40-4466 5555

e e WEB : https://rainbowhespitals.in

ADMISSION SHEET

Registration Details :

Admission No : IP5-00176759 Admit Date :22-Jul-2026 Admit Time :10:38 AM UHID : BAH-00860777

Patient Details :

Patient Name : Master GUGULOTH MANVITH JAI Age :0Y10M28D

Guardian : Mr GUGULOTH VENKATESH DOB : 24-08-2025 01:00 AM

Gender : Male Religion

Occupation : Martial Status : Single

Address (H) - HNO - 6-16, DANTAKUNTA THANDA , Phone No : 9502837837/ 9398114157
Marripeda Warangal Telangana INDIA 506315 E-thail . NOMAIL@GMAIL.COM

Admission Details :

Bed Type : DAY CARE Bed No :POST OP 411 Ward Name :4F-OT COMPLEX

Room No : POST OP 411 Admission Type : First Visit

Contact Details :

Name : MrGUGULOTH VENKATESH Relationship : Father

Contact Address : H NO - 6-16, DANTAKUNTA THANDA , Phone No : 9502837837 / 9398114157

Marripeda Warangal Telangana INDIA 506315

G A=t

Signature
Doctor Details :
Doctor Name : Dr. ALISHA BABBAR Specialisation : PEDIATRIC GASTROENTEROLOGY AND
HEPATOLOGY
Referral Doctor : Self S
Co-Consuitant : Dr. Prashant Bachina
Payment Details : Deposit Amount  :0.00
Payment Mode :Cash Payor Name : SELFPAY

Printed Date / Time : 22/07/2026 10:39 Printed By : 020296 Page 1 of 2




BAH-00880777 IP§-00178759

Master QUAULOTH MANVITH Jal 2
24-08-2028 OY1omasp

oot eoconro IR Shirers | G irtnRiohe

It takes a lot to treat the little.

Name: . ?M\\;\ \,f (_)\Wj J D//L Sex: . N(l ................ D i
Date: ............. Q, ]7 ..... )% (:. ............. Time: . [ g.. ? M Proposed Operation: ..... \,_J G‘\ \ L\.@L@'&@Tﬂﬁ

Diagnosis: th;l*\b ............................................................................................................................................................
p ™
BP/CRT: =St HR: |0 Weight:...g...Lrﬁ ASA Physical Status: 11 | 2@:4 05

Laboratory Data:

\\

Your Right to a Safe Delivery

e 1 T T R Protein: ........... Q;?:: HIVE o | Ty T
1 R T . —— \»{\ ...... HBSAQ: ..cooeeee e ECB: oo
WBC: oo Creat: ... \~‘ __________ Total Bilt: .....{0)" 2w HOV: eonoanioniennos 5, 2D ECRO: e
L A —— NA: o ... Dir.Bill: ........ R Blood group: .............. Stress/Anglo: .................
5 [ B Wi st s e 1, | ——— [ (RO—— OO . cisiinssinasnssinin
PTT: o CR 4 oo Alk phos: ...\ 2. 2. (S ).
INR: ..o MO+ +: cocerreerrenriisnneen. AMYIASE ... N L1, RSR— . . A
T SAOT/BAPT: .icivesnani Allergies: N’«; ‘

Medical History: CVS:

P Peqy ul WR\R (\MWF& yhogfeks W%&:m}

ONS :
Renal :
Hepaic/GE: Py g Vowartmal - Physical Activt: ) 5>

: v Y 0
Others : e lane d W LUL"K WA
Past Anaesthetic History: x’J NQ \ — . N R\ \[o %ﬁ{a\,\
Physical Exam: D{ JL » .
Airway: MP123 47 Mouth Opening: d (\ > ) Mentohyoid Dlstar® Neck: ()  Teeth: m [
e =

Lungs : )

A /I\vﬂ'——
Heart: W
CNS:
Prognant: I Yes I No OARA Venous Access Site : g\ Spine Exam for regional : N ) -

Anaesthetic Plan: ﬁc JREGIONAL [ GA-ETT [ LMA

Peri-Operative Plan Explained to the Patient: Yes ‘)-‘0/

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:
1. DVT Prophylaxis :
.t' 7 Water / ORS 2 Hours
/ / 2. NIL ORAL< Others 6 Hour;
T 3. Informed Consent: andard Risk
! 4. Post Operative Pain Management: iscussed with Patient
b 5. Other Instructions:
Signature” k== %ﬂame M\@L&ZL\I"W"L ............................................................................

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




BAH-00880777 IP5-00178759

Master GUGULOTH MANVITH JAI

"z
24-08-2028 OY10OM28D {M) - = ®
Rainbow . . e
Dr, ALISHA BABBAR "Il Ch"dren's . BlrthR|ght
(N Fosprar " | (o mnmight
Department of Anaesthesiology
EPIDURAL ANALGESIA RECORD
Date: ..o TIme: .o, Procedure done by .............coovwvveeooooooeeeeeeeeeo
CSE /Spinal /Epidural POSHION : ... SPACE ©..veee e Technique (LOR/LOS) ...............
Depth: ... Catheter at SKin: ... Ll
PATASHNOHA YOB/MN0 I Y8 OBBIEN it eSS s oot st
SOMHON COMPOSHION & sttt ...
Any other issues : .
B ettt R85t sttt ..
B T S
; Infusion Rate Level Maternal B
Time (ml/hr) Bolus (m') Left ngh! BP Pulse FHR Comments
®
Delivery Details : ~ Time : ..o APGAR: ........ovvee... SVD / Instrumental / LSCS (if LSCS Details)

Catheter Removed by and Tip Inspected :

Patient Satisfaction :

Discharge /Shifting ordered by
Doctor Signature:
Doctor Name:

Date and Time :




BAH-00880777 1P8-00178755
Master QUAULOTH MANVITH Ja) '

24-08-2026 OY1omaep 'W

CONSENT FORM FOR ANAESTHES iy~ 5= | G Sitnrisht

al BY RAINBOW HOSPITALS
it the littie. Your Right to a Safe Delivery

Patient Name : XYM\RCK ..... r.)ﬂ-f ............................... Age :. [ [ [) Gender : aieT:l ;Female a
L et S L SRR e Surgeon Name: ........ ... D\‘@\% M ....... 25“\6 ......
Anaesthesiologist : . ;'\ Q%mh.%%fw@peratwe procedure planned : . \SMXQ\@& ‘{/"*Qeﬂ’“ﬁ&v9 O"

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

General anaesthesia involves rendering a patient unconscious before an operation. This ensures the patient is not aware of events and does
not feel pain during the operation. Drugs given through a vein and / or inhaled from an anaesthesia machine produce it. Regional
anaesthesia involves using a local anaesthetic to numb a specific area of the body for surgery: Prolonged pain relief 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 hi

jue to the following medical problems and |
have sought necessary clarification on all my doubts. )

[0 Heartdisease [0 Hypertension [0 Diabetes mellitus enal failure

O Hepatic disorders O Shock [0 Multiple organ failure [ Polytrauma/ Renal Tubular Aacidosis
O Incapacitating Cronic Obstructive PUIMONary DiSEase  CIONEIS ... ..couiueeieiiuiiiiiiesiceeeteiieeeeeee et etstese e estsesseneseesasseeaessasetsesananas

= Doctorto documentin 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 the above mentioned operation / Diagnostic /
Therapeutic procedures.

| authorize and give consent for anaesthesia ( OJ Regional / O General Anesthesia / onitored Anesthesia Care as considered
appropriate by the anaesthesia team.

| acknowledge that the anaesthetists have informed me about the anaesthetic procedure, risk, benefits and alternative treatments and
answered my specific queries 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.

| 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 anaesthesia 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.
| have peen explained all my queries in the language understood by me.
—Ratiemt /Pailenl Aﬂe& J{E QC Witness :
Signat ﬂ} ey C ...................................... IO ...l b st
Name : é"j Ly )&J‘\{"@,‘i« .......... = S R et
Relationship with Patient: . }3 A —) ]ﬂ L e, ﬂ a, n~ Date & Time : 1‘117]%@ 2 ]o i
Date & Time : ...£)..}.. .. Fe.. = @2 ...

NANA Name: H ....... gwg“{b«abw‘f“m Date & Time : ?1' ....... /?éﬂ (7’&’

Docu. No. : RCH/ FRM / CLINICAL / 021
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PATIENT TRANSFER FORM

e

Ralnbow " e,
Children’s | & BirthRight
Hospita| . BY RAINBOW HOSPITALS
It takes a lot to treat the fittle. Your Right to a Safe Delivery

Patient Name & UHID No.

BAH-00880777 IP§-00178759
Master GUGULOTH MANVITH JAI

- 24-08-2028 Ov1omasp
Dr, ALUISHA BARBAR

RO

(M)

Date & Time of Admission

92 |01[e6 ab 10:38Pn

Date & Time of Transfer Order

11(04[7«5 & llgg‘w:

==

Transfer Ordered by

£ Ba@f

Reason for Transfer

Proc. edte

From Unit

o A

To Unit
o\

Information to Attendant

Yes— No[ ]

Number of Sheets in Clinical File

b )

Number of Imaging Films

Personal belongings including
clinical documents. If any handed
over to attendant 6\

Yes_—" No|

we#»

Patient shifted with ID band:

INCIIE..............comuneininicinssnsan
— If Yes, what? OP‘["[C— .....
Medications / Consumables / Surgicals / Hand over
SI.No. [tem Name Quantity
1. ‘el f ! )
\ Ohllou') 0
2.
<
4,
5.
Shifting Summary / Notes Written by Doctor : j&r"[j No[ |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer
0 .
AN kceHJn D Ealod‘n

Patient & Clinical Records Received by :

GW

Date & Time of Patient Received :

&

021/ 24

s 7 [l
T

If the transfer order time & Completion time is more than 30 minutes, please tick the reason mentioned below :
[ ] Available Bed not ready

[ ] Unavailable Bed

Docu. No. : RCHBH / FRM / CLINICAL / 102 (26)

] Nurse not Available



ACTIVITY RECORD FOR BILLING

Room / Bed No :

WARD TRANSFERS

Ti 24-08-2028

"= BAH-00880777
Master GUGULOTH MANVITH JAI

oY10M28 D
Dr, AUSHA BABBAR

O

BY RAINBOW HOSPITALS

2
Rainiggw’ ‘BirthRight"

Hosg!

Cancultant:
IP5-00178759

™ arge:

Your Right to a Safe Delivery

Date

Time

From

To

Signature of Nurse

990(0F

LSS Y am

£ R

Kol

Cross Consultation Visit

Doctors Name

Date

Order No.

Signature

10

Docu. No. RCHBH/FRM/GENERAL/145



INVESTIGATIONS

Date Investigations Order No. Signature
28 |% CBP 3502 ~AHplebiso
29| RBL - F8mgldh 43510 S

{




MEDICAL EQUIPMENT (WARD & ICU)

Date

Name of
Equipment

Connecting
Time

Disconnecting
Time

Order No.

Signature




PROCEDURE

Date Procedure Quantity Order No. Signature

ool | dv pluwmd 1 6061 A

PR ©p

ANY OTHER INFORMATION

Date : Time : Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor




BAH-00880777

2

[ e Chitdren's | @ BirthRight
e riospital _ | () zenememe
PKuuncuS NOTES AND DOCTOR'S ORDER
ot Lt
ga.;?m Progress Notes Doctor's Order 7
3%]3_‘” clilg 2ot [m.ﬁaé_;n
D 2 EMPT !IG&(’) / » Metohole Aigese
dlii B sbionesit Vi e Aeluorhor
Ture o e
Clelon @ Alcalprd & ou/u/
Oler CLilel Mo, Blehl
CETSfe
relrec oot §et
\(51@1 Plea
- W D o0 aflviee
S wolite ) Ave oMy
Pe -~ 2 fen DSeere corly
Tutl,w Qe ¢ 5 CRD !W*‘Qéf—"é-
4\ (YYmr"}—y vﬁ’m—ﬂa
fe. Rescd d%{‘n (oA
G5, € Yol TP R
olo—saft /\\\\’ ﬁ,'\\/\’“w
Sk M (wl) @ Fa-
A~ nlahg | ~
N A
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.nl-oo“ 0177

oux.oﬂ“

178759

:wﬂ“

I
o W .

i

i
PROGRESS NOTES AND DOCTOR'S ORDER

"2

Rainb%w” @

Children’s
Hospltal . b e

It takes a lot to treat the fittle.

Blrtthght

BY RAINBOW HOSPITALS
a Safe Delivery

Date

& Time Progress Notes Doctor's Order
e ™) ’9 CI albho np
(e n
2 V- Capmnada
2% Cend eRT
s8Y (v g«au de.

A

—

2Kl
G
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BAH-00880777 IP§-00178759
Master GUGULOTH MANVITH JAI
24-08-2028 OY1omMasp (M,
Dr, AUSHA BARRAR

"%

Rambow .

Children’s .BirthRight"

Illlllﬂllﬂllllllﬂlllllllllllllllll roseital, | WS
DRUG CHART
Date of Admission: ‘2,1‘53\‘1& Drug - ARSIGIes: o mmmsnnnnmarmgssmm I.—/DNOt known any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL - Ensure that all patient details are entered above. ONLY A DOGTOR 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.
S0S / PRN (As Required Medication)
. Datey
DRUG : Tige
Dose Route | Frequency |Start Date
Doctor’s Signature |Valid Period] Pharm.
Additional Instructions:
1
. Date*
DRUG : Tie
Dose Route | Frequency |Start Date
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:
DRUG : bater

Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

Docu. No. : RCHBH /FRM / CLINICAL / 118
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BAH-00880777 1P8-00" 78759
Master QUGULOTH MANVITH Al
24-08-2028 Oviomasp (M)
Dr. ALISHA BABBAR

RO 0

REGULAR PRESCRIPTIONS

Weight. QEKZA Ward, oo

Date

v

UHUG :

Ti;'ne

Dose Route | Frequency [Start Date

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Dater

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

v

DRUG :

Tigne

Dose Route | Frequency |Start Date

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Date

Y

DRUG :

Tirpe

Dose Route | Frequency |Start Date

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

J

Page: 2/4



Weight. [{uﬂy Ward. «......ooooveeneeen

24-0)
Dr, ALSHA BA “YTOMl.n (M)
mmmm i
, “”” EU'Ie Nurs&Sig, l Nurse Sig. I Nurse Sig. I Nurse Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign Dr. Sign. Dr. Sign Dr. Sign.
Route Sta i Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor - fose . s
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
PE i D Dy Do
Additional Instructions: - . = -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE Time ] Nurse Sig I Nurse Sig. Nurse Sig. Nurse Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. O Sign. Dr. Sign.
Route Start Date Dose Dose Dose Dose
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor fose - s
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
Additional Instructions: - . fom e
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
Date Time Medication Dasage & Othpe Route Si?@ure Nurses

Instructions

271

1 2pm

20 Dernese

e

Pl

Page: 3/4
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BAH-00880777 IP§-00178759

Master GUGULOTH MANVITH JAI
24-08-2028 Oviomaep

™ V. FLUIDS CHART Weight. .Lpﬂ..feBA. Ward. oo
Dr. AUSHA BABRAR

AT T

Doctor | Nurse
te] Doctor | Nurse | Date 'of ‘ |
Route Florr\?’lfﬁg Sign | Sign |Stopping \Engn Sign

04>
2 Pl
11\9\% Ave DS L |tb ~$C\, Q S n%

No[ﬁ

Composition of LV. Fluid
. Afusion, mention mi./hr = Mcg/kg/min, etc)
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o0, Mastg, P ain ow - . -~

_ Pati u;n.;,‘:gaunoru mmx::,s' Children’s @ BirthRight |
Or. AUy g, Y'“'ll Hos pita| . sv R:IP:BDW :llS:IIALS

‘our Right to a Safe Delivery |

Il MII M Hospital
.’L'.’.M” ON RECONCILIATION FORM

T e P L VS i < SN A+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: .......... T AR Shiffed t0; .. 2. . B...coeeeee e cnsscemessssnianns
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
S.No | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, Iv) | FREQUENCY | note / Time ?gﬂ:ﬁf]ﬁg
1 Oc CObe

B

2 \ 0Jc OJbe
3 \ OCc OJDC
4 \ [(J1C [CJDC
5 \ (JC [JDC

6 \ Oc Ooc
7 \ Oc Ooc
%

8 ¢ OJDC
\

9 CJCc CJpc

10 ¢ OIbc

* C- Continue, DC - Discontinue

MEDICATION HISTORY HEC@I?; / VERIFIED BY

....... (pvfg"@w??

Doctor Name & Signature : .57

Date & Time : ..Ql.laﬁc.,d

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



