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| SURGERY DETAILS

Dale ;... & c”g‘[% ....................
PaﬂentName My b RJAAM“JAMM Date of Birth: /11}5{0/5—%9 ....... ‘OX...

Gender: ............ 1 P Ward: ....... I?.(:Q:.QI .............. UHD No.;../2AH - 00 21224

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

Date of Surgery: ....... 99{([7/6 ........... [10T-1 [JOT-2 [#0T-3 [10T-4 (10BGOT-1 []0BG OT-2

Name BRI IRDRY - \.iviccciiiiinsinnisivsscssrensmsssnLiansssnssns MMM ........... ‘ ............................

TirLe | T— \r),lO TN .o omniivnsiimmsmrioscdin ﬁ:::m] [?/\
|

| _ NAME AMOUNT

1) Surgeon ! s %M’ﬁv ..........................................................
’2. Anaesthetist r i Bl i e S
W e L W NPT B BN S SN R Ml .o
;4. OT Technician <. % .....................................................................................................................
5 Circulating Nurse : ........... 8-{ Kooy S e, R P . S AN <. DI A0 ot
Jjﬁ Assistant Nurse ;@ ............ B § ..... \W‘L‘ ............................................................................

.
i‘Speciai Equipment: [} Laparascoby __| Broncoscope (| Harmonic L] Morcelator
;{‘ [ C-ARM [ Cystoscopy ] Versa Point [ Liver Cusa
! Neuro Cusa WEe . ST AT

| M F
Signature of the Surgeon ' Signatu%
Q%W
Order B0 il 6‘3% ............................. Order by: .......... @ 4

Docu No. : RCHBH/FRM/GENERAL/114
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e PP KT g | @ ieneighe
5450Q\W @\oéﬂsu ABLES OF 0T Heseital | (e

Clrculd'lmg T S W ............... Technician : ...

Anaesthesia Disposables wsued Y useq | Surgical Disposables mmm" ues| Disposables (Baby Side) | OV
ETtube Major Pack Inj Vit.K %
LMA s Sutures Cord Clamp
ECG leads : A{P /N Q3% Suction Catheter
HMEfilter : A/ P / N Feeding Tube
Syringes :10cc Y W /ﬁccum Suction Set
05 cc 'L Gloves( g‘r)&lfz 942 1 X Y Surgical Gloves
02 cc e. o Gauze Pack
i 01cc Syringe 1ml / 2ml
CautIry plate:A/P/N Surgical blade Surgical Blade # 20
IV sgf NG tube Koochies (S)
ALY Cautery pencil Al conl loen [\ | |
NS : Jomf{ 100mi / 3oomi / 1000mi ©) | Koochies of ks - X g <™ R |t
. Nﬁf‘(ﬁ e | Ointments : ' -5 om |13 ||
) Suction Catheter & <) aeol) Lm/%) e | |
Fentany! 0} | Cap, Mask HEsi<Yi) ANt oy o
Morphine Gauze Pack LM Y] AT : £
Ketaihine Mop Pack ! T
‘ Propgfol O} | Steristrip
| Rocuronium : Underpad } J
| G|yct!pyrolate Oi Draw sheet ( j L —
Myoﬂyrolate Abgel
Ondansetron Foleys catheter
Pencan 25g/ Spinal Needle 22 Urobag
‘ Bupivacaine 0.25% Chest Drainage Catheter
Bupivacaine 0.25%(Heavy) Romodrain bag
; Antibjotics f Bandage
| Ve |l Tegaderm
Supp?sitories 2 h loban
Anarrb - 80mg / 250mg / 170 mg Double J Stent
Suprigol : 100mg _, _ Vaccum Suction set
dustif - 12.5 mg {Z5mgd / 100mg | | | | Plastic Bed Sheet § = |8
Tab. Misoprost : 200mg : Betadine Solution A
Yo Pl Lol [0 1] 2(] Wicroshiewd
M 48 O p| | Cotton Balls
Qi Ce :fﬁ 2% D) Latex Gloves of | ¢ t-f )
N )t | Ramdione Scrub g :
Saral
Surgeﬁn é Z 1{ 3 k{ ‘Anaesthesnologlst Nurse . OT Technician
B WO ot b S R LRI - OrdBrBaDN 5. i it S L e e i rainer i
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e & Rainbow Children's Hospital - Banjara Hills
Rainbow . 8-2-120/103/1,2,3,4 and 5,Road No: 2, Banjara Hills, Telangana, Hyderabad, INDIA Banjara Hills ,Hyderabad

lidrgn's| N .Telangana, India ,500034
spit S TEL NO :+91-40-4466 5555
S WEB : https://rainbowhospitals.in

ADMISSION SHEET

AETIEEE O e
Registration Details :

Admission No : IP5-00174490 Admit Date :29-May-2026 Admit Time :10:48 AM UHID : BAH-00311226

Patient Details :

Patient Name : Master DANTULURI RIAAN VARMA Age :10Y6M27D

Guardian : Mr DANTULURI SUDHEER VARMA DOB : 02-11-2015

Gender . Male Religion

Oceupation : Martial Status . Single

Address (H) - PLOT 1297 FLAT G1,HARI KRISHNA Phone No : 9704126660/ 7093001172

RESIDENCY, Pragathi Nagar Hyderabad

Telangana INDIA 500072 E-mail : DSV.DANTULURI@GMAIL.COM
Admission Details :
Bed Type : DAY CARE Bed No : PRE OP 401 Ward Name : 4F-OT COMPLEX
Ropm No : PRE OP 401 Admission Type : First Visit
Contact Details :
Name : Mr DANTULURI SUDHEER VARMA Relationship : Father
Contact Address . PLOT 1297, FLAT G1,HARI KRISHNA Phone No : 7093001172 / 9704126660

RESIDENCY, Pragathi Nagar Hyderabad
Telangana INDIA 500072

g Signkture
Joctor Details :

chtor Name : Dr. VENKAT RAM THYALAPALLI Specialisation : ORTHOPEDICS

Referral Doctor : Self Phone No

Co-Consultant

Plyment Details : Deposit Amount  :0.00

ment Mode : Cash Payor Name . SELFPAY

F’riand Date / Time : 29/05/2026 10:50 Printed By : 020675 Page 1 of 2



ACTIVITY RECORD FOR BILLING

Room / Bed No : War

WARD TRANSFERS

——~ BAH-00311226

IP5-00174490

Master DANTULURI RIAAN VARMA

02-11-2018

1W0Y8&M27D

- Dr.VENKAT RAM THYALAPALLI

LY TN

(M)

P
Rainbow’ : e
C?l'i?drevr‘:’s ‘BII‘thRIght

: BY RAINBOW HOSPITALS
Hospital | |\ @ wmerensoeooen

Date Time

From

To

Signature of Nurse

At

YAy

XN

!

2AC

ot

poShop.

MR

[ tpm
g

P(SL)W{Q

o) (Wiovep-

(M

)

J

U

Cross Consultation Visit

Doctors Name

Date

Order No.

Signature

8

9

10

Docu. No. RCHBH/FRM/GENERAL/145



INVESTIGATIONS

Date

Investigations

Order No.

Signature




' MEDICAL EQUIPMENT (WARD & ICU)

Date

Name of
Equipment

Connecting
Time

Disconnecting
Time

Order No.

Signature

i




PROCEDURE

Date Procedure Quantity Order No. Signature
Pec  of
7/“))Qﬁ |\ 2 ﬁ)[oﬁa-,mpw/\ [ g) 32/ 9 ,Mﬂ
== T U i S r e \\/ g3 7 =g d’
ANY OTHER INFORMATION
Date Time Prepared By :
Staff Nurse Shift / Ward Billing Assistant - Billing Supervisor




AR T =
T 02:11-2018 10Y0M:A3_| ™ ai_n ow* . . 2 -
Dr. VENKAT RAM THYALA Ch |d . Bll'tth ht
T T Hospital s

reUIATRIC ED DOCTORS ASSESSMENT (IN-PATIENTS)

Admitting Doctor : W\lénl,cqlfgﬁm ........ Date : ..... 3—‘315{2«6

i i‘ e of Admission:=20PD [JER [J Referral (if referral, DOCIOr'S NAME: wu.vuucuerucrsusemsissssssssensssssssssssssssssssssssssssssssssssssnssnssassasenss

S'l [t TIME Of ASSESSIMENT. .vvvvvvveussuessessessssssssssnsens Weight: '7—1\.)&3

Allergic History: ........ ..........................................................................................................................................................................
bhief COMPIAINES: <.vvvveeeseeeessensssesnsessssssssssssesssesssessssssssssssssssss Pediatric Assessment Triangle

A Appearance - TICLS

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

£co.... &ilabersep. s hboaif. e

\Mhas,h? ..... Rdabecal... b paatfed T Normal

....-.c..P.c{f.w.l:q.ﬁ:e.ﬂ.us....Qddu.d&ﬂﬂ....(ﬂ.mﬁ.. B C Circulation {
......... l«uTH\'C.ﬂ"tennfomsf Breathing 0 Abnormal
Pallor O
ﬁ(}b.x....h,ﬂ.m.&...ga; .......... \. Qm&f\(mﬁ: ........... U I woB Cyanosis [J
.......................... : d\a 5 B %(iQolﬁb AVen .
;’ flaubec > o &~ Normal Bleeding (]
B b secosssesssssmissassessosassrsassssassarassessasessssssarsssaseanspasss (0  Gasping / Apnea
lrLial Physiological Status: 3 Stable [ Unstable Any urgent interventions needed: [ Yes [J No
Life Threatening (. | S U SRR, R P e e
: Non Life Threatening O
Significant Past HIStory: ................... @lakga&\knaf'\\'ﬂﬁn&b ...................................................................................
Medication History: .............;ggz..mu;.mr,...plu.s.]]....ﬂah:..l,tmce.e.,...Tﬂ...ﬁw.p.maa.(e, .........................
FROVERERIIBHGRIONE: ...........cocomvonceoramsomsonsonsossssssssustssssasassaiosssssessesssonsessssassssensasrasesansssens sesesessestssetSHIS140000H00000000SFOROTITEONO R BFOEOIS 1 o000s
-n‘b ---------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------
T T LT L LT T T e e Lttt b
Primary Assessment . ‘Q.
] c
Any urgent interventions needed: [ Yes_HNd
Airway - apen e | '
[J Maintainable B e e
D NOt Malmainable -----------------------------------------------------------------------------
Breathing
Rate: ........a.ﬁlmiq... Sp0, on Fi0, %ql?ﬁ# Any urgent interventions needed: [JYes &flo
Rhythm: ..... Rkt \en” & YN .
Retractions: [J Suprasternal OICR O SCR
| O Stemal 01 Supraclavicular O Nasal Faring ioncsmssminsiieiiiiiimsesermpessrissstarsiiii A
i Respiratory Noises: [ Stridor [0 Wheezing DGfUﬂﬂnﬂ ..............................................................................
| BT i BB D) . 536 eeeessss st ARt o s
‘- Palpation FINdings (If NECESSArY)......cccureerserssessensesssesenosssssasnss  $1418000000ms0ssesarsnssassnsansTRsTsasBasasRTesBIRtTnassssasastsusesss
qiocu. No. : RCHBH /FRM / CLINICAL / 157



HR: I 2 0 CFT : <3
Circulation | Peripheral ... ... "
BP:....cccmresiniivane mmHg MUMMUES: [IYES LD ceerereerererereremessesersesersssssssssessssassensessessesssssssesasssnsns
ot Reprtsntrals | LIVBE SPAN cocseeccarmecsssmesens  soesssevemsmrssasemesserssiserassststssarsesansssavesassasessonssaseseasesiy
Pulse Volume: |: Sahera )Qoo 0‘ | e .’
Compensaled -------------- 4 sEsEMsEIEsssETEsRsLITaTRRsaLIEas L T e e P e TP TR L
If in Shock: ;
[ HYPOENSIVE vovvvrerrneee | ANYSIGNS OF s sb s sssae s ssses e sssasseaas
Heart Failure: [ Yes [GNo
Muffled Heart Sound: [ Yes A ™No
Engorged Neck Veins: [J Yes 7No

Q GCS: ‘5\‘( PV cciississsinis Any urgent interventions needed: [ Yes D’NO
Disability  Pupils: |: Responsive &4 Non-Responsive [] Y o connil esemsii it L ibpsmssmase s beassbnsiones
Size I: Right ...
Left . E A —— ey
ACHVE Seizures: [1Yes [0  SUGAIS: oo oo
Signs of Neurological COMProMISE .......ccceeeeeesesuenessasns T
Exposure Temp.: 2 laf
Q P m g Any urgent interventions needed: [ Yes (2o
Any Rash: [(JYes [ANo,
i B YOS cnssimmnnnnmssismn iR
If yes describe the rash ........cecciveerrivenrnnnensssnensnnns
ACHVE BICBU oo e
Laceratlons [ Abrasions [J bru]ses [0 ressssssmsmmmsss s, fpeee
DS O, oo esesessssssasessneasssessesseesssessesass  eemseessssssessssssssesssssssessssssssessssessssesisssiesassessssssasinees

Final Physiological Status: [ Respiratory Distress [J Respiratory Failure (] Respiratory Arrest
‘ [ Shock- Compensated 0 “Hypotensive []
J Cardiopulmonary Arrest HHemodynamically Stable

Secondary Assessment: . Heac to toe examination with positive findings: ...

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

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

Tepatment PIamned: -.....ccouinminnibinibismes ST ——

0 LR, al\‘sﬂ ....................................
%L I am..\i. AL c‘ ..............................

°9J - R TS I
_,n)ﬂu {‘h) ..... D."( .....................................................

Y. AN ONS. @ B as e
8. 0uedltmb...plathec. hacpe. 4. ool

Need for Oxygen: [JYes &40 if yes Low Flow ﬂ] High Flow [ PPV ]
Final Diagnosis with possible Differential Diagnosis (If necessary): .......... B\ \,oxl')?,ra.l ..... k.ge.@ f;‘s h\"mm’m W nla Ty .fnf

Assessment done by Sr. Doctor on Duty (If necessary) Ploater lMe
NAME OF the DOCLOT: «...vveerereey§e@reesernseeeeneseserennes Name Of the ST, DOCIOT: ...vvveseeeesseeeesereesseeeseseeesmesessesees
SIONAIUNG: sosisesmunssivmsumees 1y N SIGNALUE: covveereererereererssrse e srs e e esee e sres e smsssssssans

Date & Time: voooo 2N DB & THTIB: weveooeesossssiessmessomesssmsesosmeessesmcesssns e

b

=3



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

BAH-0031122¢

munm:muunmmmnmn Chidrens | @ BirthRight
OPERATION THEATER NOTES
Patient’s Name : ...[%0 %70, iy “GWVWﬂr Age:......[..'.(.j ...... Gender : Dﬁé [ Female
UHID No.: ......... @&HO()&”L% .......................... WOl i MO i
Surgeon : jﬂf T S ) Asst. Surgeon: T
Anesthetist: )1 &W 6T Nurse: [Zodw oT Technician:WOQ’lM,\,

Pre-Operative Diagnosis: . & @ Al o Lo fame——
Surgical Procedure :

S

\
Date : M\(\% StartTime: 2 10 Jw EndTime: ) oy 5

Pre Operative Preparations: [ /

Indications for Surgery :

Post Operative Diagnosis: 0,
Peri-Operative Complications:
Operation Notes: e T




Amount of Blood Loss: Blood Transfused (in ML)

Name and Number of Surgical Specimen sent for examination:

Peri-Operative Complications:

/\
& 4

h‘r‘z"}'rY /)r 5 fé.j’%ﬁ
U 7 Jad Jne ]
1 / :

/:

Name of the Surgeon: .............. ﬂ/m&%
Signature of the Surgeon: ....................... l‘("‘—"/ ........

Date & TiMe: ...ooccccccocoooceer [Low..... ... 24 7]"1"7—4. _

—
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| BAH-00311226 1P5-00174450 .
[ Master DANTULURI RIAAN VARMA Rainbow . ; - g
| i T Children’s BirthRight
. Hrr by Hospital . BY RAINBOW HOSPITALS
It takes 2 iot to treat the little. Your Right to a Safe Delivery

I|||1||II|HI|IlIII|III1IIIlI|IlII1|

MEDICATION RECONCILIATION FORM

Drug Aflergies ................................................................................ ~Not known any Drug Allergies

Mbdlcalmn 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)

SRR ... €. ... PPN - R A
! ON
! MEDICATION NAME DOSE ROUTE LAST DOSE
SNo| (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, ) | FREQUENCY | pig /i | ASEBSNR
¢ Obc

2/ \ Oc ooc
3 \ Oc Ooc
4 AN Oc¢ 0Inc
5 \ Oc CIoe
6 \ ¢ Ooc

!'fv \ ¢ C1DC
[
":"8 \ LG [E1DG

' 9 \ C¢ 0IDc
10 L1C [3DG
* C- Continue, DC - Discontinue

IMEDICATION HISTORY RECORDED / VERIFIED BY

1
| Doctor Name & Signature : ...................... df/\q ....... L X S

‘ T[] S ————— - o | R - R « (ol 8 2
-2

Nurse Name & Signature: ...............ccccccooin) 23 ~

Date & THME : ..o oo Q?\\ﬁ;')._@({\\ﬁi)

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




ﬂ BAR-00311228

|P5-00174480 //Cé .
' R Rainbow 2
TULU“ RIAAN v A . .
W m:‘:.'ag:: wysmaro M Children’s & BII’thRIght
- THVN.A’M‘ . BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

i,

s
Datg of Admission: ﬁ&\\"\ ............ DRUGIABIGIBST. ...coneesonsseiesiaissian iR s T [Mﬁt known any Drug Allergies
FOR THE SAFETY OF THE PATIENT
GE ERAL -  Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.

DO&TOR - 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.

NL%SES - 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

Dose Route | Frequency |Start Date

]

octor's Signature |Valid Period| Pharm.

Additional Instructions:

v

. Date
DRUG : Ti:pe

Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

ditional Instructions:

: . Date
DRUG : Tige

| Dose Route | Frequency |Start Date

octor’s Signature | Valid Period| Pharm.

4
Additional Instructions:

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



174480
BAH-00311226 1P5-00
Master DANTULUR! RIAAN VARMA

02-11-2018 10Y8M27D (M)
T RAM THYALAPALLI

REGULAR PRESCRIPTIONS

Weight. 22+ \Cf Ward. oo

- "iiiim

Date
Tijvne

v

Dose Route | Frequency [Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Datey

Tirvng

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date»

Tirpe

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date»

Dose Route | Frequency [Start Date

Tirpe

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Page: 2/4



BAH-0021122¢ e Weight. gﬁ.l} Ward. ..o
oy DANTULURI Riaan VARMA
or, Ul:::: —buaro gy ite> :
,' T RA, ALAPALL] Q’\e I Nurse Sig. l Nurse Sig. I Ngsm‘ | Nurs&Sig.
” ” “ ’ II MM”"’ ’”"m M m Dose Dose Dose Dose
+HUG : Dr. Sign. Or. Sign. Dr. Sign. Dr. Sign.
|
jﬁoute Start Date Dose Dose Dose Dose
| Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Dose shae e e
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: i - = frss
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
\
VARIABLE DOSE Ll
Time Nurse Sig Nurse Sig. Nurse Sig. l Nurse Sig
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
RDU te Sta it Date Dose Dose Dose Dose
! Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor S Dose i B
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
|Additional Instructions: e - Dose o
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
) — Dosage & Other .
Date Time M .
| edication Instructions Route Slgnature Nurses
ing.
| PaRACCTRMTL Shaiag, V| 4 b
v, i Y
Page: 3/4 (P.T.0)




BAH-0034 1226 IP5-00174490 - .
Mastor DANTULU” RIAAN VARMA nght?l.‘.g i Ward .................

02.11-2018 e M2 o I.V. FLUIDS CHART
Dr. VENKAT RAM YALAPALL - : f Doctor Nurse
U postonol 1V 008 [ e [ow o Docor "t | Bt T octr T
mention mi/hr = d \ﬁ%
2aly Yvf. ens Tv | Sooly fo g

S

Page: 4/4



BAH-00311226 IP5-00174490
Master DANTULURI RIAAN VARMA
02:11-2018 10YEM27TD (m) Rai :;ff-' o
S Dr. VENKAT RAM THYALAPALLI ainbow d 3 "
SR (T Children's | S BirthRight
Hospital BY RAINBOW HOSPITALS
It takes 3 lot to treat the little. Your Right to a Safe Delivery

POST-SURGICAL CARE PLAN FORM

Procedurp SR RS (e }.%JM ..........................................................................................
Post- Surqwal B s OMW ...................................................................

Post-Opetatwe Monitoring Parameters /Frequency:

Wound C#e:

Drain /Spe;:ia! Lines/Catheters:

Special Pai%ent Positioning and Requirements: é L— (ﬂw

- Nutritional I*stmctions:

When to Start Mobilization:

; |
'Special Referrals:
|

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

/6 Yes ‘|t|:1 No

E5.ny Other Post-Operative Care Needed including Required Follow Up

Treating Surgton P
(Signature & Stamp) Date: ..... 29' / .............. Tine: / 5

li)ote: Plan of #are will be readjusted if necessary.

Docu. No. : RCHBH /FRM / CLINICAL / 106
I
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BAH-00311226 IP5-00174430
Master DANTULURI RIAAN VARMA

ua-nam 10YSMITD (M) Rambow . 5 . -

ENKAT RAM THYALABALLI Child BirthRight

U Finsprial | )z sueoncstas
RESULT SHEET

\%

Date

Time

Hb

PCV

IRBC

|WBC

INL

|Platelets

|CRP

|ESR

|PCT

RBS

Na

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

ALP

SGPT

SGOT

T.Bill/Conj

IT.Protein

I1S.Albumin

S.Globulin

A/G Ratio

Uric Acid

S.Amylase

[Sr.Lipase

IBlood Lactate

1S.Cholesterol

PT/INR

APTT

CSF Protein / Sugar

Cells

NL

DOBL. No. : RCHBH /FRM / CLINICAL / 0138 (P.T.0)

1



Date

Time

CUE - Alb

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

Stool Pus Cell
OVA / Cyst
Occult Blood

Culture and Sensitivities : ............ OIS N, ..l I o MY e PR PP

Radiology : | L g o S SN ler, N . 38 SR S S e e

%1 .| NSRS . A ar et S TR RS IE LS ETS SO S L SR

Others (ECG, Conbrast SR BRE.) & ..ol it il rortipsss i imssbarsessuesvasisisdinmsmsmsrssmisanennssssss



BAH-00311226

Patient StC  42,11.2018
Dr. VENKAT RAM THYALA

IP5-00174480
Master DANTULURI RIAAN VARMA

10YGM27'D

llﬂllllllllllllllllIII!IIIHIII

Rainbow®
Children’s

fy/

G\

Hospital

It takes a lot to treat the Fittle.

rrulD CHART]

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

1. All measurements in ml.

2. 'Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.

Intake

Output

IV Site

’ Nature
Date Time of Fluid

Route

NG

Diarrhoea | Vomit

Drainage

Urine

Thrombo-
phlebitis
Score

Sign.
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 0

utput :

02,00 pm

Fhmm %

=
Q;{.\%B

@ 1 04:00 pm
05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total 0

utput :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

Total 0

utput :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Tolal Intake :

Total O

utput :

Total 24 hrs. Intake

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

Total 24 hrs. Output




Sheet NO. & .o

(FLUID CHART]

2

Rainbow®
Children’s
Hospital

Muuwmu-el-m
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1. All measurements in ml.

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

3. 24 hrs. total to be entered in the kardex in RED.

Intake

Output

Nature

Date of Fluid

Time

Route

NG

Diarrhoea | Vomit | Drainage

Urine

IV Site

Thrombo-

phiebitis
Score

Sign.
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 Output :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

Total Output :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake :

Total Qutput :

Total 24 hrs. Intake
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Total 24 hrs. Output
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E-ANAESTHETIC EVALUATION  Hospital
Nam oM mmpﬁhbb\ﬂlﬁhz’“a“me \O ........ = w5, o UHID. No’L H 001” i

5‘0017“30
N VARMA

B. F/CRT ” AR k'r ASA Physical Status: 01,12 03 04 05
\ : 7 . Laboratory Data:

a\ 1 '} Botale .00 R e D1 1 R g
PCV il IR | RO ot o B HBS Ag: .. . gy Ml
WBC Q*L/ 0 WP 1 0 L s HCV: 'q DB
Irlate A'h . 4 R | R T T Bloodgroup M Stress/Anglo: ...........ccee..

.............................. R | g A ey B T3.. 1] R RO

L1 j 7 e T PN

i AR oribossssstoriorsimonsnt TSH .. g?"‘l

ol w < B AR
Medical History: ~ CVS (o) -ﬁr /ﬂvp o¥ss] CAML/ No Nieo/4i7, Sice =t i{}
RESP @ \\\o\»wme fae #9((‘“&@1&“ Diabetes {~ : ey /“;qw
ws: (1) Hv Wiloey § v tple Tocrolby ¥ Bl e i Nandiy = T,
Renal @ MM (Q‘?’Jl qu"“”"? Cbtxl '-nu) 'L;t&wn ﬁ"lﬂ}/)
Hepanc/GEo w‘“" o) oy ¥ £ ol N MB\AJW
Pmers
‘ &‘astAnaeﬁﬁfhc History: Q_NL“”&V\/V)‘M“] HAMbu— + C,Lu,J,muyv\Q Aﬂéwrﬁ'\ﬁg’“ 1, .
Physical Exam: TA &m\w,,-f—ﬂml“ on Qs ), %
Airway: MP 103 4 Mouth Opening: ’M‘D Mentohyoid Distancm Neck: (’N) ‘ Teeth: 4
Lungs : %Lﬁe(f@' s . b it oo Umt Nbﬁ'a@
deart: (4 0 @ VLF rO‘Wu 1Cw...m_.
os: "0y ’

Pregnant: [JYes [ No ‘ﬂ NA Venous Access Site : Spine Exam for regional £ prias
8 e b
Anaesthetic Plan: .U{MAc [CJREGIONAL (] GA-ETT [JLMA ;
Peri-Operative Plan Explained to the Patient: ﬁ(es 0 No
CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions: ~ \\{lt™M >4 [o\,u tolid,

1. DVT Prophylaxis :

e g <:wme;/oas 2 Hours " >y ercbipesd,

2 Omirj;(ﬂpurs

3. Informed Consent: 7 Standard I High Risk
4

5

W\ iwin C .

. Post Operative Pain Managements.z( Discussed with Patient

. Other Instructions:

3gt‘\/ _________ T () 31,V 1 X ol SO
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Pre Induction Assessment:
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Change in Patient Condition:

] Yes ‘&/No

Fasting Status: CoviAR ammaucd

Physical Status: | [JPatient Identified 7 Consent Present 77 Chart Reviewed
H.R: | B.P/CRT: [ Sp0; yood. [ R.R: | Last Feed: 7 £ Loy
Pre-OP Diagnosis: u@%‘\'ﬂ* .................. B Operation: ... Pef... aowmae 4 Date : 257,!..:]% .
L*)
Surgeon: ... ... NN gl ... Anaesthesiologist: DWW‘,PPM/‘ Technician: ..\VENERT.....c......
TIME 3
N,O /AR {0, LPM Lok
HALO /SOTSEVO | Antibiotic
Drugs:
T ™M) RO |} .
1) tenitand as Fumposkory
-r.‘-' P¥Qpo(FDl- [30+4300
Blood Loss
FI0,/ Sa0 we gl oo
ETCO, 3y [ 32
ECG i sr | SR . 2
i W-3(3CL
Urine Output 5 NOTES
g8 3
[r=g--}
aj 240
V. Systolic 220
A Diastolic
X Mean 200 .
« Heart Rate 5
Toumiquet on Time
Tourniquet oft Time 160
140
Throat Pack in
‘Throat Pack Out 120 b 1
100 d
80
A
40
i 20
10
0
ABG
LAB Values
GRBS
Others
«f Equipment Checked and Temp: Induction
Vﬂ/ﬁ:ncﬁonal ] HME [ Fluid Warmer ow mal Specify: ..
BP [ Cling Film [] OH Warmer O Pre 0, I RSI [] Epidural I:I Cauda
LIy Gt S i ugger's [ Cotton Wool []] Others Others: ...
OO ‘AnSHe..) .5 [] Other - S PN
—EKG Laa[j} - = M.aSk ] SGA ﬂm Hﬂ-ﬂv\gjg - | S S L T T
O Temp Site Times: “L .- ?20 [ Airway ] Oral ] Nasal Site: e
O FIO.Monitor Anaes Start: it %8 . [T ] (SRURES | R .. | Needle Size: ........ N\ .ccoveeene. DEDH: Lo
1 Agent Monitor OP Start: Wbicrir [ Oral DNas.al [ Cuft Parasthesia [ Yes
Pulse Oximeter OPEnd: .... [ Tracheostomy [] Topical Catheter at skin ..........\......
Capnograph Leave OR: ..... D) DIUG: o Drug Name & COnc: ...\ .o euevememeuemnneesneaeneaenenns
{J Ventiator Anaesthesia: [ Awake [ Direct Vision B o e
[CJ  Nerve Stimulator [J GA [ Video Laryngoscopy [ Stylette / Bougie Infusion: ............
. « Tonitored Anaesthesia Care L] Fiberoptic Block Level: ..............
Pesition:..., ) Regional BRANE s BHOMPIS s c :
 J=™ Prensa Fogis Gecked BRI WY iinsicmim o G ¥ T
Line (Size & Location) Tr;!igodfaﬁon to
e o CICVP: ... O Bilat = BS PACU  [JICU (] Other
VS/?““ C1ART: 3 ] Semi-Closed Circle Relaxant Reversed [ Yes CNo ZTNA
e E b i
] Padding 39. (11 @ U 1/ g gl;:d an Name of the Doctor \Df'MSYLWm%
L) Awake D N Signature of the Doctor :...
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P0$T-ANAESTHESIA CARE UNIT RECORD
Rec#jved in E’AGU b‘. ﬁ%f ..... M—% ................ Time Received : ..... 'M ............ Time Discharged : ....... Z ............ r/

‘; i 250 | v Cannula Site : WW
240 240
wil 230 230 | ] 0Mask [J Nasal Prongs
% . gg :fg (] Tracheostomy [ T-Piece
b 200 200 | CJ Oral Airway [] Nasal Airway
= 190 190
180 180
8 170 170 | Vomiting : [ Yes W (7,11 oA S S, A
o
a2l & 190 IngTube:  [C1Yes Cipe”
v 1;3 :433 Drain: [ Yes (A6
1
A | 120 120 | Urinary Catheter: (] Yes DA‘B
% b 13 T 5&3 ChestTube: [ Yes NG~
20
? ! # o Nil Oral [ Yes [INo .
| 70 70 e
ol k y = o5 R e AR U R S SN ey
& | o i =
7 | 20" 20
10 10
, ol A0 19D 0
I ) .
POST ANAESTHESIA SCORE MURIES RING INTERPRETATION
(Modified Aldrete Score) N 30 | 60 | 90 ouT sco
m :;Wmm::cmm: = f ACTVITY \ y Q,, A Minimum Total Score of 8 is Required for
Able to/fnove 0 extremities voluntary or on command =0 e Discharge
Able to Beep breathe & cough freely =2 7, 2 e
limited breathi =1  RESPIRATION : ; L
Apneic & =0 2 ? Exceptions to this, are to be explained in the
BP = 2D of Pre Anaesthetic leve =2 : 3 e
B 320 . Pmammm A e S i % 219 ? space below by the Discharging Physician:
BP = 50 of Pre Anaesthetic leve =0
o call - 3 CONSCIOUSNESS ‘ ]
Not resg n?i?nu = pug ‘ 0" q'
Pink = e
Pale, , blotchy, jaundiced, other =1 COLOR
T 2|92 |7
_ ¢110lp
PAIN ASSESSMENT AND MANAGEMENT FORM
Da Time Pain Score Intervention Signature
| -
.
-J;\\'C N 0w 64 Sedalre) @/
]
Pain Todl Used: [J NPASS [J FLACC [ Wo6ngBaker [ NPS Reassessment Frequency:

7 1. Every eight hours for all hospitalized patients.
ne/ﬁ Vv ]/ 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
c.  Prior to pain reliving intervention
d

_ ‘?/TI With in 30-60 minutes after pain relief intervention
¢ ii\/

BEENITSE NBEHE.: - bt i i Transferred to Unit by (PACU): &PM

PACU Nurse Signature: oo ASMAANIA Date & Time: 2‘ ..... [(‘ _ / g PR 3 2\
Date & Time: L “\f\,

Anaesthesiologist Name :

Anaesthesiologist Signature:

Date &{Time:
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EPIDURAL ANALGESIA RECORD
Date: ..o Tihe: ....................... PYOCOOING O DY ... e it s et o R s o ity b m s
CSE /Spinal /Epidural Posltion ; ... SPACD ©.ccivivsiisisiivisemimsenss Technigue (LOR/LOS) ........cco......
DO Lo sccisiniias Dol 8 SKIY. .oliiiivciinsnsmiinbinnins L I e SRS DR R
POETRE I - YeRNO W visl SRRIRE. ... e S St i pribbiss it st fob st Ao A s I i 2ot i e R M s s i oA
SORIRNTLOMDOBIION - . sucofiocinsincsionmsmssseosissitoibibsombssenmmenssssssvyediotiinng ssussisesisadmibtabsebiueseic s st bbasporsimsassss sixesses
Any other issues :
8) i b na s s kst st Rnvanenal e S R R B R v
7 U TR 1. iU N N .1 o - A T I . P e erpecr=" 710 NS
- Infusion Rate Bol I Level Maternal FHR c .
me | (mi/hr) olus () | \eft Right | BP | Pulse omments

Delivery Details : ~ Time : .......cccoecvvnennen BRGNI i, SVD / Instrumental / LSCS (if LSCS Details)
Cathaler Removed by and Tip InSPOBIO : «..ccoviicriicncinciitsincsns isaniisnsssassossensstbisasbevssisbenssmsmsetbbpmss assnnsnassnitsnnassssnass
T T e T T e B e ORISR SRS, M M WS S i S P ——

Discharge /Shifting ordered by
DOGIOF SIONAMHG: . coniniiiscsisiiminaana it R S
DIOCHOE NETTIE +oeveesonemns i S B cnecsmmaseianesammon et b et e

Date 00 THDB & ecnminiibigses dromssmssws s



. | 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 I'ine,
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 anestﬁesiologist oroccasionally a colleague depufed by him/ her
will administer the Anaesthesia.

- Pregnant: O Yes No o 5 '
| DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

| declare that | have explained the nature of General Anaesthesia / Regional Anaesthesia { Monitored Anesthesia
@te be given and discussed the risks that particularly concern this patient.

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

Patient / Patient Attendant : Witness :

T iR R S N Signature : ... T W ..................
Name : ..%: 3’18@\9\@ ....................................... Name : DMMV&M .............
| Retationship with Patient ... T OTfAAA pate & Tme - AIS IV 112 Tom
; Date & Time : &?'YTM‘“'ZUM

Doctor (who is takiansem) 0

Signature : ; ..............................................

Name : .......... MD ........... mf\?"”"" ..............

Date & TiME : ... O, ]d% ........ \ H‘W‘?




CONSENT FORM FORP(@ Bl Sher e
' Hose | AU

REGIONAL ANAESTHE e
ONITORED ANESTHESIA CARE )

Anaesthesiologist : D" ...... °{U'\94f“""" .................................................................................
Operative procedure planned : HM\TJC/WW{C(\[;W;P(&WQ‘ML

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 ¢
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 orinjury, 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. !

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

O Others:.........=t§/ \+ ¥V C..LAasngy fO]k\“rPQ‘J' ........................................................

L TR Wl Sedlof S e e ) B LR S | e WP AN S ANE IS A <l e

* Doctorto documentin medical record also if necessary (Cross-out if not applicable)
DECLARATION BY PATIENT / GUARDIAN / PROXY

| E\%e authorize Rainbow Hospital & its authorized doctors to perform upon me / my patient
Mﬂ/ﬁ éf*"\vwm' 51{(; a\t:jfe moned operation / Diagnostic / Therapeutic procedures
................................................................... A “W

| authorize and give consent for anaesthesia ( 0 Regional / O General Anesthesia (ﬁ 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 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.
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