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Rainbow® E SO
Children’s & BirthRight
Hospital .BWNBOWHOSP"ALS
It takes a lot to treat the littie. Your Right to a Safe Delivery

NEONATAL IN-PATIENT MEDICAL RECORD

_ ADMISSION INFORMATION
Mother’s Name : S'*I?M ..... N a*‘“’”" 1 Father.s. NaIE 5 .o armuessinsvinsiuis s iahe i, Age : 293 4
[Lle s e s I DRI O AUIMNSSION S ioooonineiomssessiiosssoscsnissssnosasoning ila [, THETARRERG S ., SRR
MCU Consuttant : .07« Dimesta Kp. Chisda.. B I ... ..o i B o

Tu%anslerring Unit: C1OT ([ Labour Room [JER

[] Ward

Tansported ? [ Yes [ INo - Ifyes: [JLong (> 30kms) [ Short(< 30kms)

BIRTH INFORMATION

Blo Subhko Nandind

Name
Ginder @Mﬁ e i
Vb Time of Birth 4.7 23.{N

*Te of Birth : .1 Iq
Place of Birth : ‘Z{’H .............................................................

Mother’s Blood Group : ..... g v e‘

Birth Weight (gms) : .c.?.:l%.h’@ength D TR

R T T SR . TSRO
Estimated Gesth Age : %(3'{'3 ..........................................

Eerent Obstetric History : (Booked / Unbooked Case)

aternal Age : ............. BE i W s BML. i
Cbncepfian : Spontaneous OLWIth RX. : 1......covuevveerveeciececiensesrins
Btoked at what GA. : 3%/{% ..........................................

... Married Life : .......c.ccuun..... LMP :

................... EDD :

(Age: [1<18yrs [ > 35yrs

Consanguinity : [J Yes [1No

If yes, degree of consanguinity : (11 [02 [J3
H/o PIH (after 20 weeks) / PE

' How many Drugs / Doses / Since how 10ng < w.......eooooeooooo

H/o value of recent BP re&q:g. proteinuria, edema,
- oliguria, any investigations (LFT, platelet count) : .......................
R WIS OO ... oottt isissssionssisconnncuseothnannnncasns

Doppler ( Increased Resistence / ADEF / REDF /
Redistrbution in MCA ) / DuctuS\\ltinosus B P T TS Cana

H/o GDM/ pre GDM/ on diet or insulin

Controlled or m\recent values, HbA1 values : ..........ou........
Compliance with Bzttt = - .. 3=
Scarns ; LGA, TIFERS FeEPEGROELE D0l e e
H/o Hypothyriodism : when diagnosed ? Medication?

( Anemia, SLE, Jaundice, CHD, Heart Disease )
Infection : H/0, Fever
( C)Malaria CJUTI [JTORCH (ITB [IHIV [JHBV)

BAFLS i innrremnnsnenngrionp RN v s s cnasinassn O = oo Any CURINY ... coaitaiiis.
BPERON: Duration : ........ouaiinins. L] Uterine Tenderness [ Foul Smelling Liquor [ HVS (if taken) - ReSURS : .......ovv.ovovereeerenes
e T R T R R S Duralion : ca~onmimme Samseee = -
L
Docu. No. : RCHBH /FRM / CLINICAL / 129 (25)"- Page: 1/8 (PT.0)



Patient Sticker

PAST OBSTETRIC HISTORY

G4 R R e, Bt JESE 5 e AR
SiNo. | Age ojoAws -k BW [oewer | gm0 [ 7 oimd
\‘fi/‘\\\zuv\'

PERINATAL HISTORY

Treating ODSTEITICIAN © ......veveeeeee e Hospital - ......c.ccovevecereieiieiinnnae fowcsindsdeperidl O Inborn O Outborn

Duration of Labour (DK (DI n (&b@uﬁ‘w CTG: [INormal [JSuspicious [1Pathological

First stage (> 18 hours sig) M{_ W{liuo ‘ MBL L iciiiisippmusiuscse oDt i

Second stage ( > 2 hours after dilation ) MO/L WWC Resuscitaion : [ Yes [1No

LSCS .\;ﬁztive (] Emergency Indicatior( HQW&QA/ Cord ABG : ............ SO PR SLE 0 N N 1

SPOCITY T TeRSON:L wyuusssussussmsssmmssssssssissommavisssssassiusssasisssisnssinsss Placenta : (weight, surface, No. of cotyledons, calcifications,

Augmentation of Labour : [ Induced [ Assisted Vaginal malformations, ClotS 1C & .....ccvvvvieeecicee e

NEONATAL RESCUSTITION DETAILS

APGAR SCORE Gestational Age : ...ccooveveveeeeeneens Weeks : .....ccoueeee.
SIGN 0 1 s 1 Minute 5 Minutes 10 Minutes
COLOUR @{ﬁ‘e or Pale Acrocyanotic | Completely Pink
HEART RATE Absent < 100 Minutes > Minutes
REFLOCRATBLTY | NoResponse |  Grimace | ‘wincrawar
MUSCLE TONE Ump Some Flexion Active Motion
RESPIRATION Aosent [ oreak B | Good, Crying Z Z
TOTAL
Snapee Il Score Score
Resuscitation Mean BP (mmHg) >30(0) 20-29 (9) <20 (19)
» Lowest Temp (oF) > 96 (0) 96-95 (8) <95 (15)
Minutes 1 5 10 Pao? / Fio2 (mmHg%) | >2.49 (0) 1-249(5) | 0.3-0.99(15) |< 0.3 (28)
Oxygen LowestSerumPH | >=72(0) 71-719(7) [ <7.1(16)
Multiple Seizures | No(0) Yes (19)
PPV/ NCPAP U. Output (mi/kg/hr) | >=1 (Oi_ 0.1-0.9 (5) <0.1(18)
ETT Apgar Score [>=7 ((Jjw <7(18) |
Chest Brith Weight | >=1kg (0) 750 - 999 (10)] <750 (17)
 Compressions SGA |"> 3rd percentile (0)] < 3rd (12)
Epinephrine Total

POSTNATAL / HISTORY OF PRESENT ILLNESS

Chief Complaints :

Page: 2/8




2MA-UUDI6412 1P5:00173900

3aby Of G SUBHA NANDINI

18-05-2026 OYOMOD1H (w)
Jr. DINESH KUMAR CHIRLA
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Investigation details in previous Hospital :

-\/{/\B‘ \ ~
[ S
Feeding History :
b
At~
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Patient Sticker

Past History :

Family History :

1,

Socio Economic History :

Up - antdd

- GENERAL EXAMINATION ON ADMISSION

General Disposition :

= (
VITALS:Temperature:...%(2..&. ........ HR: ... H( .......... RRQD/W NIBP .....oovsivrerensssoncss GETATE concprnssnesnassass
Color of the extremities :.. blML ..........................................................................................................................................
JAINAICE & ccoiiviiiiisnsisnusnsasisioiods oot e vssisssmusias ] O R R R e ey Sp02 gg/ .......................................
ANTHROPOMETRY: Birth Weight 5. 221, Length ... s N i Present Weight : ..........................
Ponderal IndeX:: «uisenimnims AGRS il e e I8 T e LA .. i i seensonsmensevanassassasns

Page: 4/8



Patient Sticker

E

| HEAD TO TOE EXAMINATION

HEAD : Fontanelles :
Sutures
Shape / Moulding :
Edema / Bruising :
Size - (H.C.) :
FACIES : @
' | (Any Facial
| Dysmorphism)
| NECK and Range of Motion :
| cLAvicLEs : Asymanety: &
; Masses : |
EYES : Symmetry : [ ‘
| Red Reflex: — &0 detipinn
‘ Discharge :
EARS, NOSE Ear set / Shape :
‘| MOUTH and Periauricular Pits / Tags :
‘ THROAT : Nasal shape / Patency : @
| Palate :
Gums :
Lips :
Tongue : %
THORAX and Shape of Thorax : @
| BREASTS: Position of Nipples and Number :
ABDOMEN and Shape :
UMBILICUS : Organomegaly ,
Bowel Sounds : :
Umbilical Stump: 27} - M]
Discharge :
GENITILIA : Labia / Hymen ity
@m i B clasernola A
Anus :
HERNIAL ORIFICES /
TRUNK and SPINE : @)
SKIN LESIONS :
EXTREMETIES : + - Fingers / Toes : Arms / Legs :
 Deformities : Mobility :
Hip Joint Examination :

| Page: 5/8 (PT0.)



Patient Sticker

SYSTEMIC EXAMINATION

RESPIRATORY SYSTEM:

Breathing Pattern : [ ] Regular  [] Periodic [ Shallow ] Gasping
Mention If baby has Respiratory distress: RR: ...... gD ......... ICR /)See - Saw breating : ............ccocoeurervreuercrererenseenessesnenes

Scoring of respiratory distress if present (SIVEIMAN OF DOWNE'S) : ..........vuuveieeieeieeseeseseeeesseessesssssesmsessssssssesesessssssessessesseseessssee s

Mention if baby ison: [] Hoodbox [ CPAP [ Ventilator

Settings : @- LY. DRLP KT

Sp0; C}f ......... AUSCUMALON: .......oooooeeev Breath SOUNAS: .........ooeoeeoeeoevvovonnn Added SOUNS: .......ooooeoo

CARDIOVASCULAR SYSTEM :

HR e T FIBROT ACﬁ"i iAo e
ET L R S e Murmurs : ----------------------------------------------------------------------

Other Peripheral BHISES: ..venmsmmnmmimnsmss Signs of Cardiac FailUre : ......ccccoiiiminicinincieriniimresessssesesesensanes
ABDOMEN: - HEMia OFifiCe  .........voroe. Lodesoh—
LT S NP NN LR Anal Patency : ........o..cooevvvvn. P 0/61/“4 ............................
Palpation : ... e @ .............................. UMDINCal COrd : ...
Palpable MasSSesS : ......ccccoeeevecerree e ERSUUTING PASSRA - oo ivvsivs i o sor s sesies
ADUOIIRA GHIS «ococ covonisissnssssissaivsiorsisn iTiiaiisssbevasemses s on Meconium passed : ............... el s
NERVOUS SYSTEM:
Higher itellectual Functions (SeNSOMUIM) | .l itisiismsinatnmisitdi it s i rri s er s s o sbiasiasits
SHAtE OF WAKEIUINESS : ...t e Ner ettt ettt ss e e se s s s e se s eres s e s s ess s ae st s sseaesensa et ereesenseresensasanasens

MOTOR SYSTEM:

L | .. e N

ATNR S v cosepensssnssnimsusimasastnssnsasmies Bbsansmssssssuss S tegboiasnsmbidsitonan o Skl and Splne .. 8 s et i

Page: 6/8



Patient Sticker

Any Congenital Anomalies : ..............

Diagnosis : ................ Mﬁ b

FOOT PRINTS

Left Side : Right Side

Resident Doctor : Consultant :

[ IS RS e Signatire: ... .ot
e B

-_—

-

Page: 7/8 (PTO)




Patient Sticker

AT THE TIME OF TRANSFER TO THE WARD

HAA) DIagNOSIS S8 w0 s 80 B L el iivens s R i O A e oo, N B et i
Neonatal'condition at the tiMe 0T TrANSIEE: ..o v e sssssosisissvunsss s tosiavrs sumosssbsssssssimsianss sepbsmios voie e fovs s IS 02 Th o bR v i s s
Vital:  HB oo 13 5 ] T — SPO2: soivimitant Weight'ssimusansameas
Any Oxygen NOGUIBITBIL : ........cco...fiuia s scicmccsecsioimsansssass seassussssssassonnsiessessavssssntsisss sessedsiin sersnssamsonss sass ok nansss setsnsssunstssasnnsbasassiensisnsos
QYSIOIIG 7 i Bt esntieormsmsrmass s R = e viemsrannensmantaiinngrmsnassrnsemsnswmsovmsanssnnssasififiers s N MM s 2 s bmiess siapemessis iy
Medications : ..............cce AT T .8 -
e

Plan during ward follow up :

.................................................................................. @ Llphp = o e
.................................................................................. @W—Law/@’rﬁ[g)@jx—

4

....................................................................................................................... 0.5 LEATBOEE.... Il ale ason.
Feeding Plan at the tIMe O SRITHING & .....c.oviiiiiee et ea e a e es s e b s e b e e s ae s ssens s s e snreennenennnen

Doctor Signature (Handover GIVEN): .........c.coeecvvirivesnensesnssnsarasenens Doctor Signature (Handover TAKEN): ........ccccoveveririreririnecaseeresenes

DOCIOT NAME: ..t DGR NRIBEE &....iis. cnseesrcmsemrncmsnsonsinsssomsiamsmessmsansbnnsmssnenssssssmnneses

Date & Time: ...... | PR L U R O O R Bl e e N SR,
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: . & . Rainbow Children's Hospital - Banjara Hills

. Rainbow . 8-2-120/108/1,2,3,4 and 5,Road No: 2, Banjara Hills, Telangana, Hyderabad, INDIA Banjara Hills ,Hyderabad
Children's = Telangana, India ,500034.
Hospital ™" TEL NO :+91-40-4466 5555

WEB : https://rainbowhospitals.in

ADMISSION SHEET

Regiétiation Bateils ; AT O

Admission No : IP5-00173900 Admit Date : 16-May-2026 Admit Time : 08:46 AM UHID : BAH-00656412

Patient Details :

Patient Name Baby Of G SUBHA NANDINI Age :0D

Guardian : MrMR. G SV SURYAKANTH DOB : 16-05-2026 07:32 AM

Gender : Male Religion

Occupation : Martial Status : Single

Address (H) - #2-2-1136/2/A Nallakunta Hyderabad Phone No : 7093542453/ 7731986591
Telangana INDIA 500044 E-mail : nomailid@gmail.com

Admission Details : ‘

Bed Type : NICU Bed No : NICU 245 Ward Name : 2F-NICU 1

Room No : NICU 245 Admission Type : First Visit

Contact Details :

Name : MrMR. G SV SBURYAKANTH Relationship  : Father

Contact Address : #2-2-1136/2/A Nallakunta Hyderabad Phone No . 7093542453 / 7731986591

Telangana INDIA 500044

.

Doctor Details :

Doctor Name : Dr. DINESH KUMAR CHIRLA Specialisation : NEONATAL INTENSIVE CARE
Referral Doctor : SELF Phone No

Co-Consultant

Payment Details : Deposit Amount  :0.00

Payment Mode : Cash Payor Name : SELFPAY

Printed Date / Time : 16/05/2026 08:47 Printed By : 020675 Page 1of 2




Z. Rainbow Children’s Hospital - Banjara Hills

b
Rainbow . 8-2-120/103/1,2,3.4 and 5,Road No: 2, Banjara Hills, Telangana, Hyderabad, INDIA Banjara Hills ,Hyderabad
Children's .Telangana, India ,500034.
Hospital ®"" TEL NO :+91-40-4466 5555

Haow WEB : https://rainbowhospitals.in

GENERAL CONSENT FOR TREATMENT

Patient Name: Baby Of G SUBHA NANDINI Age : OYOMOD1H

|

IP No: IP5-00173900 Sex: Male

Consultant: Dr. DINESH KUMAR CHIRLA Ward/Bed No: 2F-NICU 1/NICU 245

he undersigned patient and | or responsible relative or person hereby consent to and authorize Rainbow Hospitals doctors
nd medical personnel to perform medical examinations, conduct routine investigations and administer medical treatments,
utpatient procedures, minor dressings, vaccinations and immunizations during the course of the patient's care, as in patient.

atient, be deemed advisable or necessary.

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

Insurance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
are of the patient.

giving my general consent to treatment, | understand that | retain the right to refuse any particular examinations, test,
rocedure, treatment, therapy or medication recommended or deemed medically necessary by treating doctors. | also
nderstand that the practice of medicine is not an exact science and that no guarantee have been made to me as the results
f my evaluation and | or treatment.

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

| am aware that during the patient care it is inevitable that certain re-useable equipment shall be re-used after sterilization
nd 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 failing the submission, | will pay 200/- Rs.

(Receivers Signature:................. )

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/Relati

Name: 64 @ADQJ: NAT f’?’ i Patient Address:

#2-2-1136/2/A Nallakunta Hyderabad

Relationship:
Telangana INDIA 500044

pate: 10126 Time: 3", b £y

Wittness Name:

‘ ; . HIEl e~ 0173900
Wittness Signature: 00656412 ::«5;0
e Baby OF G SUBHA NAY A
1a-ns-3026 " ° " ° o

\\\\\\\\\\\\\\\\\l\\\\\\\\\\\\\\\\\\\

Printed Date / Time : 16/05/2026 08:47 Printed By : 020675 Page 2 of 2
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. Rainbow

. o Children's
.B'ﬁhR'qht Hospital

BILLING POLICY

« Billing cycle: - With effective from I January 2020, Our billing cycle to be start from 12 PM to
12 PM. Settlement post 12 PM, room rent will be charge for half day extra & post 6 pm, it will be
charge for full day. Less than 24 hours stay will be considered as one day.

+  As per the GOI guidelines, we can collect Rs 1.99.999/- only in cash mode, balance patient can pay
through card / Demand draft or online payment.

« In the event of TPA/ Cashless denial or approval not received due to any reason th'en hospital tariff
will he applicable and any discount or special rates given to TPA’s / corporates won't be applicable.

« Ifthe surgery/scans performed in Emergency hours (8pm-7am), public holiday and on Sunday will be charged
30% extra.

«  Patient Government 1D proof is mandatory to submit during the admission.

« TPA processing charges for every TPA cases as per insurance.

« Al charges vary as per Room category, e .cept Pharmacy and consumables.

«  We follows a *“No Discounts Policy” kindly cooperate.

«  No Duplicate/Second copy of OP or IP bill is issued.

« [CU/Ward Charges DO NOT INCLUDE - Air Mattress, Monitor, Consultants/ Specialty Doctors
Visit, Infusion/syringe pump, Ventilator/C pap, Oxygen, Investigations, Procedures, Consumables,

Medicines or any other bedside equipment’s/devices etc. (Detailed list can be taken from billing
department).

INTERIM BILLING

Patient attendant can collect for Interim/provisional bill of the patient from the billing section on daily basis.
Interim Bill shall be based on the acknowledged services in HIS. Final Bill of the patient may vary from the
Interim bill based on actual update taken on the day of discharge. It is requested that patients/attendants
enquire daily about the bill amount from billing section and pay the outstanding as on that day.

Patient bill outstanding should not be increase more than 1 0,000/

You are requested to clear your outstanding amount on daily basis before 12 PM.

MODE OF PAYEMENT & REFUNDS

CIN - U85110 TG1998 PTC029914 1

«  Weaccept payments by cash (up to Rs 1,99,999/- only ), cards, online transfer and Demand Drafts.
«  All refund more than R$.2.000/- will be refund through NEFT in three Bank working days

A T

; S
Name & sighature of Patient/Attendant (Signature of T Sobsion Desk executive)

NOTE: Self - attested Govt. ID proof is mandatory whosoever is signing the undertaking.

900
. ~ . l'““"’
Rainbow Children's Medicare Private Limi 00686412

Baby 0:“.

[Road No. 2, Banjara Hills, Near Hotel Part Hyatt, Hyderabad - 500 034, ‘;ﬁnﬂumuﬂ‘ \\\m\“
8-2-19/1/A, Daulet Arcade, Karvy Line, Road No.11, Banjara Hills, Hyd \\\\ \\\\‘m\\\\
BANJARAHILLS - T: 2233 4455 || VIKRAMPURI - [ 4246 2200 KONDAPUR - T: 4246 2400 | MADHAPUR - .emLLY - T: 4246 2300

L B NAGAR 71111333 | MARATHAHALLI, BENGALURU +9180 7111 2345 BANNERGHATTAROAD, BL..unLURU - T: 401802551 2345
|

(M)

i« infoi@ rambowhospiials i www.rainbowhospitals.in



3AH-006564 2 1P5-00173900

3aby Of G & JBHA NANDINI . :? 2
18-05-2026 OYOMOD1H (M) —_ Rainbow : ; g
T Children’s | @ BirthRight
LI (TR Hospital ovanaow s
It takes a lot to treat the little. Your Right to a Safe Delivery

}ADMISSION CRITERIA - NICU

Admission / Transfer from:
- LJ Emergency (J Outpatient (OPD) O Ward Wﬁm’l’heater OB e dde

L

Premiaturity and Low Birth Weight Babies: Major Surgical Problems:
] Respffatory Distress [ Congenital Hydrocephalus
\__> "Congenital Heart Disease S Upro@ardiag [ Neural Tube Defects
[J | Suspected or CONFIRMED SEPTICAEMIA tbot syt vy O Choanal Atresia
[0 'Suspected or Diagnosed Meningitis —7 A pu ¢ [1- Trachea- Esophageal Fistula
O jum [ Esophageal Atresia
[J | Septic Arthritis or Osteomyelitis [J Congenital Diaphragmatic Hernias
{1 Congenital Infections (Varicella, Pneumonia) [J Eventration of Diaphragm
[J | Acquired Viral lllness [ Congenital Cystic Adenomatoid Malformation
] Hyperbilirubinemia [J Intestinal Atresias
[ | Severe Dehydration ] Gastric Volvulus
[J | Bleeding Manifestations [ Cleft lip or Cleft Palate
[ Neonatal Seizures (] Ompalecele / Gastrochiasis
] | Birth Asphyxia 7 Anorectal Malformations
[J ' Surgical Problems [0 Gross Hydrouretero Nephrosis
[0 Suspected Metabolic Disorders ] Posterior Urethral Valves
1 | Dysmorphic Features [J Congenital Tumors
[ Congenital Serious Cutaneous Disorder L1 Cystic Hygromas

Crilll'la for shifting inborn babies from wards to NICU:

Any Baby with Lethargy, Poor Feeding, Gross Weight Loss and Dehydration

Any Baby with Severe Jaundice Requiring Exchange Transfusion

Any Baby with Blood Sugar Abnormalities (Hypo or Hyperglycaemia)

Any Baby with Temperature Instability

Any Baby with Signs of Sepsis

Any Baby with Seizures

Out Born Babies: (Including Walk in Patients to the Emergency Room / Neonatal Transports)

|

0 o 5

Signature of the Doctor:

Namé of the Doctor: ....................... QJ‘-»R

Date & Time: .........cocoeeeeeeee L OL S T
Docu |No. : RCHBH /FRM / CLINICAL / 206
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T Rainbow® . "
Patient Sticker Children’s . Blrth nght
Hos pita| . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

DISCHARGE CRITERIA — NICU

Discharge to:
[J HDU / Step down ICU O Ward [J OQutside Facility PTIIMIEE: osnasssss st

1 The clinical status of the patient no longer warrants constant medical and nursing monitoring or specialized services
originally required. ,

T Preterm baby once attained weight of >1.5kgs and croésing'the PMA of >35 weeks of gestation.

|

Preterm babies maintaining normal temperatures (36.5- 37. 5°c) in room temperature.
] All preterm, low birth weight babies and babies who had cntlcal course in the NICU

Signature of the DOCIO: .........cocoerrunrmrreisrisis s
N0 8 I8 DIOORON 5 .csuiioessssimnauisguossinomhisnsnnasssssissbesinsasssnsasesunnse

DAtE & THMIE. oo eeeeeeeeeeeeseesssasssssseeasssasessneeessssseenssasasraassnnneennns

Docu. No. : RCHBH /FRM / CLINICAL / 206
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3AH-00856412 1P5-00173900

18-05-2026 OYOMOD1H (M)
~3r. DINESH KUMAR CHIRLA
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Rainbow”

Children's | & BirthRight
Hos pita| . BY RAINBOW HOSPITALS
mmmmmmmm fittie. Your Right to a Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

i Da;?me Progress Notes Doctor's Order
AN Vo , | —

WO BIO | Wbh- Nevidind
X B p-Sadas
Leg - :

U
£ ] ~
ohavuelid S0 (Qundioe  1HPVE .
on AL Shwd

Y oL Shwd-

p
packeo . .

Lol %0()/

Docu. No. : RCHBH /FRM / CLINICAL / 088
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AH-00656412 IP5-00173900

aby Of G SUBHA NANDINI -
1-05-2026 OYOMOD1H (M) Moy Rainb”:'(;w'
r. DINESH KUMAR CHIRLA i . " -
AL TR — | Chilgrer's | R BirthRight
Hospltal BY RAINBOW HOSPITALS
i fittle. Your Right to a Safe Delivery

PROGS NOTES AND DOCTOR'S ORDER

Date
& Time Progress Notes Doctor's Order

b
\b@

/"_Bauj hean inwd T 3 mm

ETL Pired @) Semi | | areplic

Q}{LG_;JA-Uﬂ ‘

PJ{o{ ‘ nals

\2 =

\bl s trndotr-p
L oacplie pra—ceaulidon VAL ¢

WAV 4 wa q 'o o d .

o UAe ad l'-?omﬁ-:lau,d

Due o4 R eemn .a!.zM

npg,

dont”

Docu. No. : RCHBH /FRM / CLINICAL / 088




CONSENT FOR SPECIAL PROCEDURES

%
Rainbow’ P -
Children’s ‘BII’tthght

Hospital BY RAINBOW HOSPITALS

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

| have understood the matter mentioned above in language known to me and give consent for the procedure.

Name of the Doctor performing the procedure: ......................

Patient Attendant :

Signalure : j@‘,@‘&/ ............................

Name g‘*

Time : {6[/5_{2‘ ........... e [p-200x

Date

Helatjnship with Patient: ......... HU&W ........

Docu. No. : RCHBH /FRM / CLINICAL / 019

o -

Witness :

SIgnature : .............. B e seessasissensenas

NG oo BRI . i canidgonsnniss

Date & Time : [ﬁlg Z/g[@@“éo%

Doctor (who is taking the consent) :

Signature : .........ccoc.e @ ........................................
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consewt rorsomssion gy | @ EirRans

Name: ........... 00 Solaa  wenOing Age: we o Gender: Male™T Female[ ]
RGNS ... \:S\PUJ‘?- ............................................ e wislee
R Swelar@WVenoyt Y e A e R G S hereby

declare that our patient Mr. / Ms ... QLO@&QN\NRW&F@, who is related to me as
...................................................... is getting admitted in the Neonatal Intensive Care Unit of Rainbow Children's Hospital

The doctors have clearly explained to me that my patient B/o . B 1085 S L5 X Ta. % CLIN during his / her stay
in the Neonatal Intensive Care Unit may undergo various medical and surgical procedures like airway management,
mechanical ventilation, Umbilical Artery Catheter, Umbilical Vein and Arterial Lines, Peripherally Inserted Central Catheter Line
and arterial line placements, chest drain, or peritoneal drain insertion etc.

| have been told by the doctors that while performing such procedures | will be informed and a separate consent for this
procedure shall be taken. However, in case of any life threatening emergency if the time is not available for taking informed
consentitis implied that | give consent for various invasive procedure to save the life of my child.

lunderstand that a sick child in Neonatal Intensive Care Unit has life threatening medical conditions.

| understand that when a child is sick in the Neonatal Intensive Care Unit with multiple medical and surgical procedures
performed upon him/her, there are inherent risks due to these high risk procedures, and high risk medications, in the form of
infections, bleeding, air leaks, skin and other tissue damage etc.

| give my consent to the team of doctors to go ahead and admit the child B/o {)\é)}“g ...... HR wﬂ}’i
............................................. in the Neonatal Intensive Care Unit fully understanding the associated risk, benefits and
alternatives involved from various procedures, high risk medications and infections in the Neonatal Intensive Care Unit and
treat him/her with all necessary means.

The doctors have explained to me in the language best understood to me.

Patient Attendant Witness :

Signature : ..., KRR s Signature : ......... M ................................
Name: ... .-WENAR&STHR NG : oo AR . ...........
Relationship with Patient: L Aushand - Date & Time : .L6..I.Sl}.¢§f ............ lo: 52,
DS R TR . S ind it

Doctor (who is taking wllsem) :

Signature : .........ouce-.( L. P

Name : .......... i tgen A)‘" .....................
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Rainbow® : _—
Children’s ‘Blrtthght

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

PatienLt T 9\0%’% ....... MM i Gender: ™ Male [ Female
1T T — "’ e Department : ..................... 25 VLT T Rt e e Date : ...... ""\"\QL’ ......
B eAAONEINIRN ST DI W0 st st sspsmssisise
Here by give consent for procedure of : SRR U IR RS N
For my patient, Named : ................ e SRV MO

The doctors have clearly explained to me that the procedure has following possible complications:

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

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

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

| havét understood the matter mentioned above in language known to me and give consent for the procedure.

Pati

t Attendant :
Signature : ............... QW/ .................................. Signature : ........

Date

Docu.

NamJ of the Doctor Performing the PrOCEAUIE: ........c.cccwrururmrurmiseriesresssss bbb

Witness :

Doctor (who is taking the consent) :

Signature @ ...............................................
T DR W Y e N

R A T TR, S A N e H Y S SR D

No. : RCHBH /FRM / CLINICAL / 019
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