HNH-00015531

IP26-00005394 ) ,% .
:ti":'f':::: owo Chitcren's ‘BirthRigmtf
lHllHllllllllllllﬂllllﬂlﬂlﬂlﬂ Hospital, | @i,

SURGERY DETAILS

e AUS| 26

Patient Name: . g{\.‘d‘/‘ Wﬂﬂ[@ﬁuo .................. Date of Birth: U\[gjwl{/ Age: !4/,/]?/'7
Gender: ....Lenaadd... Ward: .......... 07 ................... UHID No.: #ald.. =22l 35.3.1.
pate of Surgety: .2 1LSAZE o C]0T-1 (28T2 [10T-3 (]0T-4 (JOBGOT-1 [JOBGOT-2

)
@ Name of the Surgery : ............ . ga@ Lukesr. CCM\]M»M ( g = }jwm

Timein:....21.00. . Ani. Time Out :........ﬂ..ﬁ.g.dﬁﬂf ...............
NAME AMOUNT

1. Surgeon dD Suna.r.. P ...............................................................................
2. Anaesthetist u]}ﬁ-gém?r/") .....................................................................................................
3. ASSISIANE SUMGBON : ..cvvecrerierseranrraersssnenessnsesssesssnssarsnssssssnssnsssessessnesennass  Sasssssssssessssssisssnsssnssiusssbsssastsistsssss
® 4 0T Technician  Patlasn / AT o,
o 5. Circulating Nurse : ..... %%ML& ...............................................................................................
6. Assistant Nurse 544'14//17/4 ..... e o T T e e T

Special Equipment.  [] Laparascopy (! Broncoscope | Harmonic (| Morcelator

[ C-ARM 1 Cystoscopy 1 Versa Point [ Liver Cusa

[ Neuro Cusa L1 OhErS o

e
Signature of the Surgeon Signature of Circulating Nurse

Order No: 028 ~800E22/EF 6. Order by: . ;.M/u/@ ’/{/Zéé

o’ '
Docu. No. : RCH /FRM / GENERAL / 114 ( 5—8’4/7/7 ;
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HNH-00015531 1P26-00006384 Z

Baby HUANSH Rainbow® . _
s ke n ] S Lw‘/"-"/"ﬂ“f Childrers | B BirthRight
it CONSUMABLES OF o7 2 | @zsess
(WT(TTE LTV R — Technician : ;famf [a .......... 1 I O——— L[ —
Anaesthesia Disposables ceont ¥ eua | Surgical Disposables oy T Disposables (Baby Side) |, O 1|
ET tube - Major Pack T Inj VLK |
A gl (LS O )| Swums- o ¢3 (1(] Sord Clamp
ECGleads:A/P/N Suction Catheter
HME fitter: A/P/N Feeding Tube
Syringes : 10 cc 02 Vaccum Suction Set
05 cc oL sl Gl | M Surgical Gloves
02 cc o2~ & ~—Gauze Pack
01 cc a Syringe 1ml / 2ml
Cautery plate: A/P/N Surgical blade Surgical Blade # 20
IV set NG tube Koochies (S)
RL Cautery pencil
NS : 10mi/ 100mi / 500mi / 1000mi Koochies
o Ointments kA ,on\, 2a ol A~
Midgz 0 \\aﬁ'ﬁm Catheter *
Fentanyl o | | Cap, Mask SHET
Morphine Gauze Pack ) Z&,
Ketamine Mop Pack
Propofol o 24 Stéristrip
Rocuronium “Underpad i
Glycopyrolate o (\| DrawSheet
Myopyrolate Abgel
Ondansetron Foleys catheter
Pencan 25g/ Spinal Needle 22 Urobag 1,0‘)/( b 120U
Bupivacaine 0.25% Chest Drainage Catheter ¢
Bupivacaine 0.25%(Heavy) Romodrain bag
Antiblotics Bandaq_e
N Bty gp e ?ch'% ([ || Tegederm
 [“Suppositorie | 3 loban
Anamol : 80mg / 250mg / 170 mg o\ | BoubleJ Stent
Supridol : 100mg | vaccum Suction set
Justin : 12.5 mg / 25mg / 100mg Plastic Bed Sheet
Tab. Misoprost : 200mg Betadine Solution
Microshield A1l
Cotton Balls
Latex Gloves )
Ramdione Scrub
Saral
Surgeon WGSIO q Nurse _ OT Technician
Order No oo 2. ol 6F 1250 . Ordered by :

Doc. No. : RCH/ FRM / GENERAL / 125
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RAINBOW CHILDREN’S MEDICARE LIMITED

Rainbow Childrens Hospital-Himayatnagar

Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
quarters road AP State Housing Board Himayatnagar Hyderabad Telangana

Rainbow . INDIA 500029
Children’s G, Tel No:040-48873000
Hospital s VAT TIN : CIN:
Rainbow
DL NO :
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
NEHNRHA Wi nnmm
INPATIENT ISSUES AGAINST ORDERS
IP No 1P26-00006394 Ward 4F -OT
Patient Name Baby HIMANSHI Bed Name PPO-418
Age/Sex 1YOM 17 D/ Female Order No 26-0000201080
Date 21/05/2026 09:16 Prescription No PRIP26-0087100

Payor SELFPAY

Dispensed Date

21/05/2026 10:58

UHID HNH-00015531
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 PS ADVENT INJ VAIL 300MG  CIPLALTD H AQVVO4ATA 07127 1 132.42 132.42
'BACTOPREP SOLUTIONS RAMAN & WEIL PVT
2 BALTO g RTBP26002 02/29 1 229.00 220.00
3 DSYRINGE 1ML (NIPRO)  NIPRO GENERAL 0124310 10/29 1 27.00 27.00
4 e Mepte dovesy H 260200311T 02129 2 117.00 234.00
FACE MASK 3 LAYER -
5 e Local 02260402 03129 5 16.00 80.00
6 MCT-ROF 100MG 10ML Neon Laboratories Ltd ~ H NA1353002 o127 2 69.10 138.20
7 MEZOLAMINJ5MG5ML  Neon LaboratoriesLtd  H1 V304622 10027 1 31.55 31.55
8 :‘fooxg - gupposnomes Neon Laboratories Ltd ~ GENERAL BLNP487045 05/28 1 8.46 8.46
SURGEON CAP(FEMALE)
9 et 2ol General 211526022026 02129 5 10.00 50.00
10 THEMIPYRRNOM 0.2MG INJ Themis Medicare Ltd  H1 THP24004 09/26 1 15.24 15.244
11 VICRYL 6-0 W9575 ETHICON SUTURES-J&J SPMDPZ 11727 1 1,021.88 1,021.875
Total : 1,677.65 1,967.75

Reﬂ'er Name

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature

Pharmacist Name : GUVVALA VIJAYA SUSHEELA
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\Taur Right to a Safe Delivery

DISCHARGE SUMMARY

et —— ]
| Name f Baby HIMANSHI UHID HNH-00015531 5
e _*, - = —

Father/Guardian | Mr R MANOHAR Age/Gender | 1Y0M17 D/ Female

L ! | |

Address 6 1 585/8/2 PLOTS MARUTHI NAGAR Khairatabad, Hyderabad, Telangana, INDIA 500004

R 'T_“ IR et et
IP No | IP26-00006394 Admission Date | 21-05-2026
| |
Ref Doctor | Self.

Discharge Date | 21.05.2026

Consultant:

Dr. SWAPNA PALAKURTHY
Others

PEDIATRIC SURGERY

DIAGRIOSIS s IC_D CbDE

PRIMARY SUTURING OF. LEFT EYE OUTER CANTHUS
LACERATION

Procedure : PRIMARY SUTURING DONE ON 21.05.2026.

History: Baby HIMANSHI, 1 Y 0 M 17 D child presented with complains of fall

® 18002122 @& www.rainbowhospitals.in




Name Baby HIMANSHI UHID HNH-00015531
IP No 1P26-00006394 Admission Date 21-05-2026

from height causing laceration to left lower eyelid prior to admission. For the
above complaints child was admitted at Rainbow Children's Hospital for
surgical management.

Examination: Child was afebrile, maintaining saturations at room air &
hemodynamically stable. Heart rate was 123 /min and Respiratory rate -
28/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.

Weight on admission: 8.2 kilo grams.
Investigations: Enclosed reports.
Procedure : PRIMARY SUTURING DONE ON 21.05.2026.

Surgery Notes:

* Z shaped left eye outer canthus laceration of 3 x 0.5 x 0.5 cm size with
inferior flap avulsion present.

* Primary suturing done with 6-0 vicyrl.

* Haemostasias secured

* Port procedure uneventful.

Post-Operative Notes: Post operative period was uneventful. Child was
initiated on oral feeds gradually which child tolerated well. She remained
hemodynamlcally stable during the hospital stay and operated site remained
healthy. Child is being discharged with the following advice.

Advice:
* Diet as advised.
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Children’s | @ BirthRight"

Hospital BYRAINBDWHOSPITALS
li_a@;jqﬁiii_i _' Baby HIMANSHI iUHID . HNH 9(3_01_5:_;:31_ “-1 .
‘., 'P, 7Noﬁ - - _f IP26 0009(‘539_4 o Adml_s.f..l_o_n Date i __‘._2"1_9_5_ 2026 - B
* Avoid head down portion.
g 'MEDICATION | DOSE \ TIMINGS DURATIOI\.
S —— —
‘Syrup 'AUGMENTIN DDS l |
(Amoxycillin 400 + ’ | i
1 Potassium Clavulanate 57 | 3 ml i @8/n-Bpin For 5 days
| (after food)
~ mg/5mi) | \ |
2 | Syrup Ibuge5|c :2 mi thrlce daily For 3 days
3 Regen D ointment for local application twice daily for 3 days

Fever Management
* Syrup. Crocin DS (Paracetamol - 5ml/240mg) 2 ml after food as and whenever
required, if temperature > 100 *F (maximum 4 times a day at 6 hour intervals).
* Tepid sponging if fever > 101 *F.

Review consultation with Dr. SWAPNA PALAKURTHY on Monday(25.05.2026) in
OPD at 5-6pm, at Himayatnagar with prior appointment (Review
consultation will be charged).

-~ Food instructions while taking medications:
* Antibiotics along with food & milk products prevent their absorption of
drugs & supplements. Antibiotics can be given 1 hour before food or 2 hours
after food based on tolerance of stomach.

Follow up immediately in Emergency Room if high grade fever, vomiting,

HIMAYATHNACAR BANJARA HIT LS ) HYDERNAGAR KONDAPUR OUTPATIENT CLINIC tod-IVF SECUNDERABAD |~ KONDAPUR o L 8 NAGAR e o NA‘-ALR‘M-’.:T: .
@ 1800 2122 @ www.rainbowhospitals.in




Name | Baby HIMANSHI UHID | HNH-00015531
IP No | IP26- 00006"394 Admisslon Date | 21-05-2026

e e S — e ——————— e e}

breathlessness or refusal to feed occurs.

The content of the patient discharge summary, medication, food & drug
interaction, care to be provided at home, nutrition, immunization and safe
parenting, when and how to obtain emergency care etc also have been

explained by doctor ............... in a language that | can understand and |
acknowledge.
Parent/ Attender A 4

In case of emergency contact 9154865030 emergency pediatrician on duty.

To take appointment for OPD consultation at Rainbow Banjara Hills / Rainbow
Clinic Madhapur / Kukatpally / Vikrampuri / LB Nagar dial just one toll
free number 18002122.

You can also take appomtments at any time by going online to our web5|te
www.rainbowhospitals.in e

RegistrarlResi'&e-hf/C:M.O

Dr. SWAPNA PALAKURTHY
thers
PEDIATRIC SURGERY
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Rainbow Childrens Hospital-Himayatnagar

Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA quarters road AP State Housing
Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.
TEL NO :040-48873000
WEB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details :
Admission No : IP26-00006394

Admit Date :21-May-2026

NEEII e nmem

Admit Time :07:33 AM UHID : HNH-00015531

Patient Details :

Patient Name : Baby HIMANSHI Age :1YOM17D
Guardian : MrR MANOHAR DOB : 04-05-2025 01:00 AM
Gender : Female Religion
Occupation Martial Status
Address (H) - 6-1-585/B/2 , PLOT8,MARUTHI NAGAR Phone No : 9581883032
Khairatabad Hyderabad Telangana INDIA E-mail o i
500004 -mai . na@gmail.com
O
Admission Details :
Bed Type : DAY CARE Bed No : ERO1 Ward Name : GF -EMERGENCY
Room No : ERO1 Admission Type : First Visit
Contact Details :
Name : Mr R MANOHAR Relationship : Father
Contact Address : 6-1-585/B/2 , PLOT8, MARUTHI NAGAR Phone No : 9581883032
Khairatabad Hyderabad Telangana INDIA
500004
—

Doctor Details :

Doctor Name : Dr. SWAPNA PALAKURTHY
Referral Doctor : Self.

Co-Consultant

Specialisation : PEDIATRIC SURGERY

Phone No

Payment Details :

Payment Mode :DC/CC Card

Deposit Amount  :40000.00

Payor Name . SELFPAY

Printed Date / Time : 21/05/2026 07:35

Printed By : 020099

Page 1 of 2
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Department of Anaesthesiology E?III ?g;%vl:"s ) BirthRight
PRE'ANAESTHETIC EVALUATION Hospital . BY RAINBOW HOSPITALS

1t takes a lot to treat the litte. Your Right to a Safe Delivery

Name: ..... @) AN *eeeeeseesesteeseeiiei. UHIDNo : L A HLIV. S )

............ ASA Physical Status:

Laboratory Data:

HOb: GIUCOSE: ... PTOERING e HIVE e X-Ray: o
PCV: e URBE i BIDG weisise s HBSAD: cuisvissisusiais ECG: oo
|12 > SE——— (4] ) S Total Bill: ...ovveeevervcnnns HOV: v P DR o To U, SNl
Plate: ..o.oooverineeienrinns - Dil Bl s Blood group: .............. Stress/Anglo: .................
o KPP, e e e | B e St 1 (0 [ ——————
= | O, =R R [0 T Al phos! i [ S

112 MO+ 4 coercreeeesceneons AMYIASED oo TSH ccsmsssvasiaiiiii

G2 o o SGOT/SBPT: cveiiiiaerssiness Allergies: NU ’W
T k]

Medical History: ~ CVS: Lsece,

RESP: 57 By QA\J d)‘wW— el Diabetes: A - ek, 240
oNS: - dJ o ALY Mo NIl odvmnt,,,,
Renal: — . A =
Hepatic / GE: — : Physical Activity: ﬂo(,u.b
Others: — ﬂ%

i

Past Anaesthetic History: _—

Physical Exam:

Airway: MP1234 Mouth Opening: MMntohyoid Distance: T Neck ~ Teeth: —
Lungs: HAERE '

Heart: A5 |

CNS: w A g

Pregnant: [1Yes [JNo D/NA/ Venous Access Site: /L Spine Exam for regional:

Anaesthetic Plan: [ ye/lz REGIONAL [ GA-ETT []LMA
f -

Peri-Operative Plan Explained to the Patien[t:}A‘ES/  No f —00"/), e [M M

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions: SH l g W
1. DVT Prophylaxis :

= Water / ORS 2 Hours
o i ORAL<: Others 6 Hours
3. Informed Consent: O dard ' High Risk
— 4. Post Operative Pain Management: ' Discussed with Patient

5. Other Instructions:

Signature: A(}Jﬁl ......... Name: OYM ............................................................................................................

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




Patient Sticker

Pre Induction Assessment:

J ANAESTHESIA CHART

"
Rainbow®
Children’s
Hospital

It takes a lot to treat the little.

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

‘ .BlrthR:ght

Change in Patient Condition:

1 Yes (}zﬁ:

Fasting Status: > 6 Ws = ﬂd&W

Physical Status:

L Patient Identified

;Vfonsent Present

Chart Reviewed

HR: 17} /wm

[BP/CRT. 75]35 _ [S0;:

100 e KIF [RR

Ry [ Last Feed: 76 I/>

A —a

Pre-OP Diagnosis: W@L&W = Dperation: ..o G T . Date : } ..... 124..
IJ Y=
SUTQEON: ....cccocypencee Lores B S EAN AL WA Anaesthesiologist: ......... D .K.W.D/Mchmcm ﬁamm
TIME <
No /a0, tpM il T =]
HALO /S©-8EVO, o Antibioti
ougs: IV ] FRO PDFL 120 IHI3dS e %ﬁu%
A FEIN Y I+ i 7l P
- V2% 5705 D4 ik Supposiory
Puved
Blood Loss
FID, / Sa0, il B
ETCO, A2 (51
ECG SN
Temperature
Urine Output NOTES
£ ~
B.p 240
V Systolic 220
A Diastolic
X Mean 200
= Heart Rate 180
Tourniquet on Time
Tourniquet off Time 160
140
Throat Pack In 4
Throat Pack Out 120 44 -
100
8\A 3
80
ORATAYAA,
20
10
0
ABG
LAB Values
GRES
Others.
M}ipmenl Checked and Temp: Inducti Regional:
Fyactional ] HME [ Fluid Warmer [ Inhal Extremity Specify: .. ;
[J~"BP L— [1 Cling Film (] QH Warmer ] Pre 0, CIRsSI "] Spinal I Epidural L Caudal
L~Cuff Site: U— [FHugger's [ Cotton Wool [ Others . U e S
] Site: . (] Other ] T I
\M)" O Mask  (LSGA 2= Position:
Lead \eu o = .
Temp Site Times: S Airway ] Oral ] Nasal Site: ...
(L~ FI0, Monitor Anaes Start: ... - ETT#“,..HA-....: atf_ cm Needie Size: ... Depth .........................
(_,J/Agent Monitor OP Start: .. 1 Oral - Nasgl ] Cuff Parasthesia []Yes [ NU,"
" Pulse Oximeter OP BN oo 0 Tracheostomy L) Topical Catheter at Skin .............7. ¢m
1 _Aa ograph Leave OR: . 3 ?}Q ] b covi s e s suisiavsiianiis Drug Name & Conc:
J_;/ﬁlatar Anaesthesia: ] Awake ] Direct Vision Boliis: Liucicviansptivias
[1 Nerve Stimulator GA (] Video Laryngoscopy [ Stylette / Bougie Infusion: .
fodit [ Monitored Anaesthesia Care (] Fiberaptic Block
0sitio; i ;
] Regional '
/é/sure Pomts Checked
Line (Size & Location) Transportation to
EV“ ““'“ - T Bilat = BS ZTPACU ey ] Other Lxﬂ/
0 ni-Closed Circle Relaxant Reversed ~ [] Yes [INo ToMA
Z Tape ‘7)“ i o
I Closed |
[] Padding E)t::: Gircle Name of the Doctor :........
O Awake Signature of the Doctor :...........

%:-5 §

€




POST-ANAESTHESIA CARE UNIT RECORD

M

\\

Rainbow® . e
Children’s (4 BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the litte. Your Right to a Safe Delivery

Received in PACU by : .5 / Q\ Time Received : C!,,Z,GD&’\..-\Tlme DiSEharged - ..o
ifg gi'g IV Capila Site : dfﬁut‘\
e 230 230 | 0, Mask ] Nasal Prongs
= ﬁg :fg [ Tracheostomy [J T-Piece
@ 200 200 | O Oral Airway [C] Nasal Airway
o 190 190 :
g 180 180
8 170 170 | Vomiting : ] Yes [Ne— OV i siessvisavms s snveassasi
= _ o | NGTube:  CiYes [iMe—
140 Y 140 2 =
x 4o8 N 7 b Drain: [ Yes [Lho—
120 A 120 Urinary Catheter: [ ] Yes L_]_ALV
110 = 110
§ 158 ﬂ‘\ A '\\ 100 | Chest Tube: [ Yes Dﬂu/.
2 9 %0 | it oral }/é I No
70[] 7 y 70 pa
& 80 11 ' 7 ; 80 IV Fluids: %\QQM ..................
w 50 \V 50 Oral Feeds: ...............L. AN M s VOO
E 40| 0 N M Y 40
v 30 Lo . ol I 12 = 30
20 20
10 10
0 0
SPO,
POST ANAESTHESIA SCORE MINUTES
(Modified Aldrete Score) IN 30 1 60 | 90 ouTt SCORING INTERPRETATION
Able 1 4 axtremities voluntar, mand =2 T P .
Abie o noe 2 aaibie :&32:&;3:325%:1 =1 ACTMTY 2_ A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 Z Z 2_ Discharge
Able to deep breathe & cough freely =2
Dyspnea or limited breathing =1 RESPIRATION - ; -
ic =0 z 2‘ Z 2 Z Exceptions to this, are to be explained in the
BP + 20 of Pre Anaesthetic le =2 i i inian:
BP = 20-50 of Pr: Emsmetlgeleve =1 CIRCULATION Z Z - Z_ space below by the Discharging Physician:
BP + 50 of Pre Anaesthetic leve =0 Z Z
mawaﬁe =2
sable on cail =1  CONSCIOUSNESS
Not raspon:rl:aga - =0 ?‘ 2 Z- 2 2‘
Pl i 7
le, dusky, blotchy, jaundiced, oth =1  COLOR
Cyanouu:ky y, Jaundiced, other =1 2 Z Z- l
[
TOTAL 4 12 12 m 10
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
~

AT 100
RN e D <

N
3 R

bl
)

O

(L H
P

Q_—

Pain Tool Used: (| NPASS _J FLACC

Anaesthesiologist Name :
Anaesthesiologist Signature:

Date & Time:

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

1 Wong Baker

—INPS

1225 S

Reassessment Frequency:

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

After 24 hours every 4 hours

Prior to pain refiving intervention

b.
c.
d.  With in 30-60 minutes after pain relief intervention

Transferred to Unit by (PACU): .o,
Date & TIMe: ...,




Rainbow” ) Yy
Patient Sticker ' ' Children’s @ BirthRight
. Hospital BY RAINBOW HOSPITALS
Ixtakes a kot to treat the Ditle, Your Right to a Sala Dallvery

Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD S
Date: .oeereererecrercerrerenieieee TNES wecincnind rrerenrenes Procedure GOME DY ....voeeeveeereeereereseeressrreesesssensnssnenessesessesserenens
CSE /Spinal /Epidural Position : ....... tverrnaes SPACE ©ueereer e Technique {LOR/LOS) .....cccevvnee.e.
(1] 11 M Catheter at SKiN: c.eoeeeeeee v AHBMDES © ot
Parasthiesia ; YES/ND if YES GBIAIS  ...icvieiveeiersrrerrrerrsresseessaisossssnsenesrassesssssssssetrassssonsassssssrsnsssesreonsosnassessortossosstssissnsssrantons
SOWITON COMPOSIION - ..vevveeeeeeeeieeerneeerueseerenersaenressssssassnssrsnesnsssessssessssmssesesseesessessenseressessensessnssene e
Any other issues :
B) ©ereeereeteseeneere bt ae s et e e RO Re e R eRe se e ne Rt Reu e e e R ROR R E RSt AARAe e ROR R AR ROR £ R AR e nra R RO RSOt nE e n A e ne R eReReE st e e ndab e nen e e naeas
) JFTOUVRIN eenraresssaress feresteasasaeReRerenseRtaTASetsALeRateRstaEeReEeAeEn st bt nhe e Rt nhea e ratrAs At AR RR e e ren s sneeReseanasasaneenatvRer
- Infusion Rate Level Maternal

Time. (mi/hr) Bolus (ml) | | ot Right | BP | Pulse FHR Comments
Delivery Details : = TiME ! ceevcrreenreraenne APGAR: .....coerrverrenens SVD / instrumental / LSGS (if LSCS Details)
Catheter Removed by and Tip INSPECIEA © ..uvevvereeeecerscressersensimsreereens bbb st
PatiBnit SAHSTACTION © .oveviieeec et e vt st ste e s s s s sne st ses e s e s s s e bt et smssne e se s s aesae et anesesmensenssnssnsnansasananns reerenene

Discharge /Shifting ordered by
DOCLOT SIGRATUTE: 11vrvvsvoceemseemeeresesessessemsesssseneesessessossessenesnon
DOCLOT NAITIE: cviveiieieerverrersesarsrinsssssesinensnernssisersssssssenenss

DAte AN TIMIE : oereeeeereeeeeceeveiseesseesseesnenssnssessseesersssessessrsees
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‘BirthRight" Chitdren's

BY RAINBOW HOSPITALS HOSpltal

Your Right to a Safe Delivery tECabes 3 oot prece WO

wwnanossss T RATION THEATER NOTES

::- :' HMANSI 1P26-00006394

Patient's Name : ©°~ :::::AP bl OMﬁD BV ssiasisansansis Age : (;///?Gender %W ;
UHID.: ... . ’H ”””’ ”m"m""mmmll 1 Sl S e e s e Viaight : ..oovsassiosnes
Surgeon : ')% 2,90 01/: 4 P Asst. Surgeon :

Anesthetist : D# 2 8Amd /w : OT Nurse: @, ML///,“"

S | Proced ¢ :
urgical Proce ure : P’”‘m“f J UJ_UA’T

Indications for Surgery : @ O wFey omintli chwﬂm

Date:o?,)(/zéf Start Time : 4w A EndTime: 97304, .
PRE-OPERATIVE PREPARATION : '

OPERATION NOTES:
&« Z - 5\/\5-\—{/&\3 (0{7/ "s,«..v)., OL\.@‘Q,L (OV\*\/\/\—U) M/\q
qb_ RXO0-F YO -yum ?ﬂy& Lo i aiu_uw%ﬁ KISQ v

{D'Y’W\I—M{ g“—k}—":‘i—f o o LU-JJL G~ o \Munn/

e f‘"H’CSL_QS 0 cu\/\'rck_—l—w %CS‘..)..L&_{D

- - ?M ?Wc:ﬂw . wa_»ww\ﬁzmgj

(p.1-o)

www.rainbowhospitals.in




POST - OPERATIVE ORDERS :

(}J’P g e lk% ‘
« Njgo IR
i ?UF - /)L PDpol L. V‘fi\ l/\)
4 S Drprrevdinm, \'?0 [0
J V¢ )ﬁwj/u {9 ) e 1fp 2o fo
% ) epo (f-6pm)
% Qo |
i Cun. Thuseria |po |mop
1 N &
2 o > T

P, PV oo

A ,ngs,s?{em - D eeorderad oo 9/’4 y
— - -
Wy o Cong A Pricecy
Consultant Surgeon's Name Consultant Surgeon's Signature

Date . .....usams ... TmMe & o,



IP26-00006334

| . ’ HNH-00015531
SURGICAL iﬁ??ﬂ@iﬁ"'f.‘i‘?'.’f?f?‘f’?jﬁ.;?::;::;::::::;:: cwovne. B i o L
SAFETY CHECKLIST | Areestotst: D256 pad. ... iy nn\mmnmulmmmm ------------------------ ‘ chiidrr's | o SittnAlgh!
| Scrub Nurse : Szmal ................ Date : gip () b o et e o R s
Ti084 g ZDY?M '

Before Induction of Anaesthesia » »

T Cr 717"

Before Skin Incision » »

Before Patient Leaves Operating Room

SIGN IN

TIME oo TIME OUT  Time:.... . 9441 SIGN OUT  Time:.........cooevees

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

Identity Yes CINo introduced themselves by Name and Role w¥es™  No The Name of the Procedure Recorded ~ C1Yes CINo

Site [Yes CINo Surgeon, Anaeslhes.ia Professional and That Instrument, Sponge and Needle

Procedure CYes CINo Nurse Verhally Confirm Counts are Correct (or Not Applicable) ~ ©'Yes INo TINA
Site Marked JYes CINo CINA Correct Site ) k= &»},,, «Ts “INo patient name) CYes CNo CINA
Anaesthesia Safety Check Completed ~ “'Yes T'No Correct Procedure 5» V—ﬁ’ A ﬂf/s No Whether there are any Equipment _
Pulse Oximeter on Patient & Functioning 1Yes (No Anticipated Critical Events Problems to be addressed Yes DNo CINA
Does Patient have a: sl"-geon Reviews: \

Known Allergy? 1Yes TINo What are the Critical or Unexpected 1‘1 o4 To Surgeon, Anaesthetist and Nurse:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, O pdn What are the key concerns for recovery -

' _ Anticipated Blood Loss? J s CINo [JNA and management of this patient? CYes TINo

Yes, & Equipment / Assistance ﬁm'/m

Available “1Yes [INo Anaesthesia Team Reviews:
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? [ Yes uNo/ I NA o Lmﬂ‘*f/
(7ml/kg In Children)? Nursing Team Reviews: i,,,\,{ L v f"’”‘ @ QA ~

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

Access and Fluids Planned [IYes CINo CINA Been Confirmed? are there Equipment

Blood Units Reserved OYes CNo CINA | | issues orany Concerns? e -M
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? Yes (N0 LINA
within the last 60 minutes? Yes T'No CINA
T 1 RO Signature f&/uf/w’/ ......................................... SIGNAUTe ©.....oovvoveern o S
17 3 Y S 1 Name-:....... M/Lﬂg} .......... b’éfz"ﬁh_\ T

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




PATIENT TRANSFER FORM

W

Rainbow"® . .
Children’s ® BirthRight
Hos pital . BY RAINBOW HOSPITALS
It takes a lot to treat the litthe. Your Right to a‘Safe Delivery

Patient Name & UHID No.

HNH-00015531
Baby HIMANSHI
04-05-2025 1YOM17D  (F)
e Dr, SWAPNA PALAKURTHY

AR

IP26-00006394

Date & Time of Admission

lS)24'® 3 BoHm

Date & Time of Transfer Order

2SO quiA|

Transfer Ordered by

Ay Lama)

Reason for Transfer

5705/1-(9/) ’

From Unit

01

To Unit

me'f‘?

Information to Attendant

Yes[«z/ No[ |

Nu[nher of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

over to attendant
O? & Al "/ Yes[ | No L l—
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name (Quantity
1.
2.
3
4.
5.

Shifting Summary / Notes Written by Doctor :

Yes If/ No[ |

Dy Lo /7

Lpnd 4

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

D5 baapfna Vi

Patient & Clinical Records Received by :

lpn 01/4,?//7

Date & Time of Patient Received :

16124 w9 hram,

I the transier order time & Compietion time is more than 30 minutes, please fick the reason mentioned beiow :

[ ] Unavailable Bed
Docu. No. : RCH /FRM / CLINICAL / 102

[ | Nurse not Available

[ ] Available Bed not ready




%
Rainbow® i

INFORMED CONSENT FOR SURGERY OR Children’s .BifthRith

e Hospital e
SPECIAI ng{;:;:ﬂ |P26-00008394 It takes a lot to treat the littie.
T BabyHIMAN
Patient Name E‘,;};:::.A PAL;:U:":HI: SR Gender: (1 Male Female  Age: flf//?m
B [T T bl 2d
Instruction:

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

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

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

| have been explained the risks of this surgery /procedure and also about the reasonable alternative and the relevant risks,
benefits and side effects related to such alternatives, including the possible 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, along
with the risks, benefits and other information.

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

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

5. lauthorize the consent to the performance of the operation or procedure.

Name of the Doctor who is performing the SUrgery / ProCEAUNE: ..............ovv et
Consentee : Patient Attendant :

SIGNALUME : ..o et Signature : ......[}\.. ..

NAME & o e NAME : ..oocicnnuiass

DAB & TIME | il iiciammimrinss st Relationship with Patient: .....2t=7.7.. 000, ................
_ Date & TIME © ..o

Wikhess Doctor (who is taking the congent) :

Signature : ...}

Name : ......cooceviennen

Date & TIMB & oo

Docu. No. : RCH /FRM / CLINICAL / 027




CONSENT FORM FOR GENERAL / Chitarens | @ BirthRight

REGIONAL ANAESTHESIA / Hospital St <k

M0N|Toner::,b;§;;§£'"‘.§ii.£:“"5

Patient Name m,”Im”"m”"mm"""m ............................ Agemm Gender: Male 0  Female &1

UHID NO: oo o2 I oty (< St S SRR
b Sarca

Anaesthesiologist : ........cccoeveviriiiiiciiin Bskciiadriistaboniiniedi:

Operative procedure PlanNed : ...............Z e e

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 high risk involved due to the following medical
problems and | have sought necessary clarification on all my doubts.

O Heart disease [ Hypertension O Diabetes mellitus [ Renal failure

- [ Hepatic disorders O Shock O Multiple organ failure O Polytrauma / Renal Tubular Aacidosis
f] Incapacitating Cronic Obstructive Pulmonary Disease
O Others :

O TS TS .

» Doctor to document in medical record also if necessary (Cross-out if not applicable)
DECLARATION BY PATIENT / GUARDIAN / PROXY

| hereby authorize Rainbow Hospital & its authorized doctors to perform wupon me / my patient
........................................................... the above mentioned operation / Diagnostic / Therapeutic procedures

* | authorize and give consent for anaesthesia ( O Regional / O General AnesthesWitored 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.

Docu. No.:|RCH/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. 4

- Pregnant: O Yes y&(
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

| declare that | have explained the nature of General Anaesthesia / Regional Anaesthesia / Monitored Anesthesia
Care to 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 Attepdant : Witness :
e \
Signature : ...... A et SIONBIING | ..okl ouupyisiomsnspyfonss W
‘ i
Name: ... MPREETHI ................................ N1 LR #A Kol |
Relationship with Patient: ... 21T QTHER ... Date & Time : ... 2 7 ......... / S 2.

Date & Time : .....2)...|.. éi /= R

Doctor (who is taking the consent) :

Date & Time : 9/1’[51% ............................
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Ref.NoJ F/IN/PR/10

‘\\i%

Ralnbow
Children’s
- Hospital

MEDICAL RECORD

" PEDIATRIC IN-PATIENT

Patient Name :

1P26.00008394

. . ; HNH-00015531
Pa’ﬂent [D# . Baby HIMANSHI
: 04-05-2026

oM17D  (F)
l Dr, BWAPNA PALAKURTHY
consutant < [IINTIVITHRAIONI
L

Final Diagnosis -




Pediatric Multiorgan History & Physical Examination

Name : Age/Sex

Informant Reliability

Chief Presenting Complaints & Duration (Chronologically):

s Fall «Lw Q«u&fnf (#@H_QAM

Cvas .

Caﬂtlﬂ Itfﬁb"‘j e mZWbW
g U ° —

History of present iliness :

. ﬁ«bu oy W/‘-{/]NO&M}&H abatatr Bl vestesdas

Pow Dodd. Jéw f;w mw iy Lotiolel b

Lol Llowss
i

D/@" ?p@&;{ qu,&\ 2-Cin = [ € e

o L LD’L—JMM-Q ;

£ye —gpoeel
J /




Pediatric Multiorgan History & Physical Examination

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

Birth & Neonatal History :

[

FrLCcs cr:lrg,lwo N cu 3Gy Iy,

Birth & Socio Economic History :

About Father :

About Mother :

Any additional Information :

Developmental History :

@)Tv o dake

Immunization History :




Pediatric Multiorgan History & Physical Examination

Anthropometry

Head Circum (cms) (Centile ___ ) Height (cm) : (Centile

Weight (kgs)___ 3 "L,G‘;, -_(Centile )

On Examination :

Temperature : Pulse Rate: {0'3/ i Description

B.P SPO2 18 . at kA

Resp. rate and type of breathing :
z—ﬂwattm 2Con L 1oy o [LJ Lowﬂ
Rash — L Ay

[~

Lymphadenopathy

Oedema :

Respiratory system : BF¢- WV( !

Inspection (any s/o distress) :

Air entry & breath sounds :

Any addes sounds :

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

Cardiovasclular System : < §, +

Inspection of procordium :

Heart Sounds :

Any murmur :

Relevant date from outside (Chest X-Ray, ECG, ECHO, Etc.,)

Per Abdomen : %{

Inspection

Palpation :

Ausculation :

Spine: External Genitelia :

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




Pediatric Multiorgan History & Physical Examination

Central Nervous System :

Level of Consciousness : AVPU/GCS Score : l {} / Ag

Cranial Nerves :

Motor System :

Nutrition :

Tone : Power

Co-ordinator :

Posture :

Involuntary Movements :

Reflexes :

DTR Superficials :

Plantars

Sensory System :

Bladder / Bowel :

Clinical Summary & Diagnostic :

L:Cuw{;w,t 'L@ i i 9,1/44['&/




Pediatric Multiorgan History & Physical Examination

Preventive aspects of the treatment :

,VRQWLJ' {0(4/4111 %‘é

Desired goals of the treatment :

Planned Labs : Planned Management :

CRP .  Jac

/Km;g l 64
/L]AGJ AM ' ZUD:} W TAL

AAvf D, 2z Yot oo |

Please fill up the following details

1. Name of the Referring Doctor :

2. Name of the Referring Hospital :
(Including the name of City)

3. Contact number of the Referring Doctor :
(Preferring Mobile #)

4. Name of the doctor in Rainbow Team on
whose name the patient is being referred

Doctor's Signature Name Date_________ Time




PATIENT TRANSFER FORM

%

Rainbow” ) _
Children’s (L BirthRight
Hos pita| . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delwe?y

Wlllllll”IIIJIIIIIIIIIHIIIIIHIll

NV. p/f(_a-/ahcl,'/

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
HN
|| e alsle e 2[5 (14 a
- ga-o:-zuzs 1Yomi17o
i el Transfer Ordered by Reason for Transfer

Adawuisser

From Unit

A

To Unit
o1

Information to Attendant

Yes |- No[ |

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including

- clinical documents. If any handed
: over to attendant
b 5 Yes[ | No[ |
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. [tem Name Quantity
1.
2
3.
4,
el s

Shifting Summary / Notes Written by Doctor :

Yes| | Not—

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

Ov. Liathet

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

(| Nurse not Available

[ ] Available Bed not ready
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HNH-gop155 2
Bl.by Hjm31 lPZS-ooooa:iM - .,_é o
s Rainbow
04'05"2025 oM . B - rth R- ht"‘
D, SWAPNA pa 7o Children’s . l 19
BY RAINBOW HOSPITALS
Your Right to a Sate Delivery

muumﬂummummmmm Hospial.
T ‘WRESS NOTES AND DDCTOR‘S ORDER

Date t-.' Prugrass Nntes Doctor's Order

& Time

e | rn——

Docu. No. : RCH /FRM / GLINICAL / 088 (PT.0)

e ———
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:::-l::mln IP26-00006334
v .
04-05-2026 1 yo M 17 D Rainbow® . . -
Dr. SWAPNA PALAKY :l Children’s @ Bll'tthght
Hospital oW oL
ok ¥ e Uelive

I lJHHIMHIIIIHHHIHHlllllIJJ nnnnnnn
PROGRESS NOTES AND DOCTOR'S ORDER

ga':‘?me Progress Notes Doctor's Order

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




HNH-00015531 IP26-00006394

Baby HIMANSHI M/Z'
04-05-2026 1YOM17D {F) R b
Dr, SWAPNA PALAKURTHY 1 aln ow . . .
EECHT T children's | S BirthRight
a Hospital BY RAINBOW HOSPITALS
It takes a lot to treat the litte. Your Right to a Safe Delivery

MEDICATION RECONCILIATION FORM
Drug AlIBIGIES: ....c.eceeeeeeeieeeceeee ettt eae e ene e L LN6t 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: .....ovvveeeeeeerveeee.. 5 . Shifted t0: ...oo. (2L oo

* 50| (e ) | (o) | ey | gy | STOOSE | oo
Y 1 Oc Ooc

2 JC CIDC

| 3 Oc¢ 0oc
4 CJC IDC

5 OC ODC

6 OJC ODC

S 7 JC [IDC

8 JC [OJDC

9 OC OODC

| 10 Jc bc

* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY

| Doctor Name & Signature : ...40.Y....... Mm@.h@f ......................................
Date & Time : QLJS{LéQ%fSDPM
Nurse Name & Signature: .. 'J/}C.J:i ..... [N 275

Date & Time : .......2.L.. Z S2b TS
Docu. No. : RCH / FRM / GENERAL / 090




ACTIVITY RECORD FOR BILLING

N ame: ——----- HNH-00015531 1P26
Baby HIMANSHI o
04-05-2026 YoM 170

0 : --- Dr. SWAPNA pALAKUR m==—

Eate e IHlIHIIIIHIIIIIIHIHIHIHIIIIlll .....

\@

Rambow

Children’s ‘.
Hospital B'rtrlR'ht

It takes a lot to treat the littie. | Your nghl to a Safe Delivery.

Consultant :

Date of Discharge : --------=-==----- Time: -=---=-----

Room / Bed No : --------------- Ward : ----------------- Suggested Billable bed type :
WARD TRANSFERS

Date Time From To SlgnaturePf Nurse
B[S ] ey wrrd O | e /Saml’/w%

Cross Consultation Visit

Doctors Name

Date

Order No. Signature

10.

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




INVESTIGATIONS

Date

Investigations

Order No.

Sign

n|s|2lo

by

RSG e

I




| g ome s e e S it A

MEDICAL EQUIPMENT ( WARD & ICU)
|

Date ]

Name of
Equipment

-

Connecting
Time

Disconnecting
Time

Order No.

Signature

|
|
i




PROCEEDURE
Date Proceedure Quantity Order No. Signature
\ab AN Camnuls \ 10S 2 At~
A
AN
ANY OTHER INFORMATION
Date : : Time: Prepared By :
Staff Nurse Shift / Ward Billing Assistant Billing Supervisor




e it e

|
i

HNH-DD915531 IP‘28-00008394 %
Baby HIMANSHI
Rainbow® . . e
i ] Children's | & BirthRight
- H OSPITAI
IllI[IlIlIIIIIllIIIIIIIlIIlIlIIIHIII Hospital _ | @ mmonerms
- DRUG CHART
1 )
Date of Admissiun;;‘ .................................. Drug ABIGIES: coovcreiiissrerr s rsssssaans O Not known any Drug Allergies
FOR THE SAFETY J‘[lF THE PATIENT
GENERAL -  |Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.

DOCTOR

Piease 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 recordihg 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 withint this

O 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 EFINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.
ﬂ S0S / PRN (As Required Medinatiuli)
S ‘ Date}
DRUG: Time

Dose Route | Freguency |Start Date

Doctor’s Signature | Valid Period; Pharm,

Additional Instructions:

y !

v

R Date
DRUG: Tie

Dose Route | Frequency |Start Date| )

Doctor's Signature | Valid Period| Pharm.

Additional Instructions: 4

Date)
Tigne

v

DRUG: |

Dose || Route |Frequency |Start Date

Doctor’s Signature | Valid Period| Pharm.

Additional Instructions:

YERIFIED BY S NBIMIE oot reeivesseorsossasesnsrsensensens

Docu. No. : RCH /FRM / CLINICAL / 118 Page: 1/4

(P.1.0)
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HNH-00018831 — TPZ8-0000BT9E

Baby HIMANSHI
24-06-2025 1YOM1TD (R
Dr. SWAPNA PALAKURTHY

M

REGULAR PRESCRIPTIONS

Weight. . '2' e Ward. oo

DRUG : /AT AU M e 71V -

Date

Dose Route | Frequency |Start Date
Soom| v | TID ¢f/s’f':

Ti@e

o~

Name & Signature obr)l:e Doctor
Starting the Drugs: fﬂdr Lok

Ao

Additional Instructiofs:

Daily Doctor’s Endorsement by a Sign

DRUG: 1w

D_ate 4

Tlr_ne

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date»

Time

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Dater»

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

el W BT P e gl ™

el IR g A




y8E50000-928| ISSSHIGO-HNH

HNH-00015531 1P26-00006334
Baby HIMANSHI :
84.06-202% BYOMATD. @ WBIOIE. oo immimons WG, ..oisiaimiains
Dr, SWAPNA PALAKURTHY
Date»
in [ = = sl e
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
RUUte Sta " Date Dose Dose Dose Dose
i Dr, Sign. Dr. Sign. Dr. Sign. Dr. Sign
Name & Signature of the Doctor Oy puse boss Doss
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
Additional Instructions: pose pose pose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
6 VARIABLE DOSE Tig]e I Nurse Sig. I Nurs‘erSig I Nurs:rSig [ Nurs‘afsm.
l Dose ; Dose Dose Dose
| -
] DRUG . Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
Do: Do D Do:
Route Start Date ¥ * o= *
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Name & Signature of the Doctor e e oo Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
= : D D
Additional Instructions: o o foss Dot
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
) —_— Dosage & Other -
Date Time Medication . Signature
Instructions Route. 9 Nurses

® 75| 330 . 1oy | Pe | Adif =

PAREETR MID L
0o | IWT AGmEvH 250y 2| e
/

2fef2

@O

|

T .

l Page: 3/4 (P.T.0)




Baby HIMANSHI
04-05-2025 1YOM17D  (F)
Dr. SWAPNA PALAKURTHY

IH|HIIIIIIIIIIIIIIIIIIIIIII||I||III

V. FLUIDS CHART weight. 82 Ward. oo
iti i Flow Rate| Doctor | Nurse Date.of Doictor Nurse
Date Time ("Inggnggﬁsng:}h?Llﬁ\ﬁhfiﬂ?n. etc) Route | mijhr Sign Sign | Stopping| Sign Sign
cw. T:wodt IVE DAL IV Qo /"f 9 gz
o L
/ (2 /; }/c«ﬂwa& £l ‘m Z/
|
i)

(%

Page: 4/4



HNH-00015631 1P26-00006384
Baby HIMANSHI

04-05-2026 1YomM17D (R L,(Q{ SZ‘ ZKCf Raini:f?%wm .

Dr. SWAPNA PALAKURTHY = i ; . hR ht"
MU Flarss | D
cvieRGENUY ROOM TRIAGE FORM

Patient’'s Name : aa/f.:ej ....... [—’H "4 ......................................... AGE e Gender: [1Male [ Female

Date : QI(SIZ/G Time ofAmvaI......q, L. ﬁkﬂ‘\

Allergies: [4No [Yes [ Food [J Medications [ Blood Transfusion [] Other (Specify): .....ccccoemiioiiiiiciinii [] Not known
Source of Information : £ Parents [ Others T A et e e S0 T e S T e e e e T e A P R e e
Mode of Arrival : .4"_(Ambulatory (] Wheelchair [ Ambulance
Initial Vital Signs:  Temp: %ép pr: 1Ol 8P RR: oo sp0. 4.+
Chief Complaints: C{D.C/T?YM rz{;//) TQM/(L bz ‘;1 .......
INITIAL PHYSIOLOGICAL CATEGORIZATION INITIAL PHYSIOLOGICAL STATUS
Appearance Work of Breathing & Stable
J& Normal A _Cormal O Increased O Unstable :
[ Sick Looking Circulation / Colour [J Decreased [ Gasping/ Apnea J Not — Life - Threatening
rmal ] Abnormal [ Bleeding O] Life —Threatening
Triage Classification CTAS
] Level1: Resuscitation 1 Immediate
[J Level2: EMERGENT : Life or limb threatening (1 <15min
(] Level 3: URGENT : Significant illness / injury with potential to become life or limb threatening [ 30 min
[0 Level4: LESS URGENT : Significant illness but not life threatening /E/ 60 min
[]  Level5: NON - URGENT : May receive care when convenient 1 120 min

NOTE : Allimmunocompromised children and preterm babies to be considered Level 2.
All Children less than 2 years age with high fever to be considered Level 3.

Signature of Parent/ Guardian
* CTAS - Canadian Triage and Acuity Scale Triage Completion TimMe : .......oovveereveeens

Communicable Disease Triage Screening

PART A. The following questions should be asked to all PART C. A positive communicable disease triage screening is
patients at the initial screening: considered for any patient who meets one of the two
1. Have you had fever (elevated temperature) in the past 2 " Yes Z‘ND/ TRoRY aare:
weeks ["1 Any patient with Fever / Rash / Vesicles / Discharge from Eyes
2. Have you had cough or a rash in the past 2 weeks [Yes Lzﬁ’ . ar_'d Cough _
3. Have you had shortness of breath or difficulty breathing in [ ] Yes B/ (] Any patient with fever and respiratory symptoms who answered

“YES” to any of the questions on epidemiologic risk factors in

the past 2 wecks “PART B" of the triage screening above.

PART B. For patients reporting fever and respiratory/rash

symptoms: [ Not applicable PART D. ACTION / INTERVENTION: (for positive suspected
1. Have you travelled outside the INDIA? or had close [ Yes %M/' communicable disease triage screening)
contact with someone who has recently travelled outside

. [ Patients should be immediately isolated in a negative pressure
the INDIA, in the past two weeks? room or a single room (as appropriate) for pending evaluation.

FiEs) SR LOCEMONK ettt '] The patient should be given a surgical mask immediately, if not
2. Are your parents / close contacts at home is/a healthcare [1Yes [ #No already wearing one.

worker? {please encircle the choices} (e.g., nurse,
physician, ancillary services personnel, allied health
services personnel, hospital volunteer, or laboratory 1 The staff should use PPE (as appropriate).
worker, others) who has had a recent exposure to an

individual with a highly communicable disease or

unexplained, severe febrile respiratory or rash disease?

Name of Triage Nurse : .......s. 7k h‘ ..................................... Signature of Triage Nurse : ........ J%’ ............................
paeatime: .. 9N\ S126.0  F. 20~

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

|

Both patient and triage staff should perform hand hygiene.
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It takes a lot to treat the littie. Your Right to a Safe Delivery

NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Date : 3‘\\5’/25 Time of arrival : Cf.»S‘O'ﬂm
Chief Complaints: @M’Qwsuﬁw ..................................................... RBS: ..o
HOIHE oo s Weight : B Merma's BM 2 commnmsvis Head Circumference (<2 YBars) ......co..cueeserormsssssrassaseenes
Allergies: [ Yes [/ No [ Medications [ Blood Transfusion T RIS 6]
[ YES | HABMETY ...ttt er b ere st es e b ea e es e sa e s e s e s e e s e e enen e s ese s ene e
Pain Screening: _ Yes (1 No If Yes, Pain Score: ................. Pain Tool Used: "/ N Pass [ FLACC [ Wong Baker
L5

] Character ....s—.............. L Location ........................ _1 Frequency ........cccceereenne. L1 Duration .....ccoeevveveveennne
RISK FOR FALL: Functional Screening: E/No Abnormalities Detected

L] If patient is < 6 years ] Mobility Problem

tick b-e|0\ﬂ-1 fall risk intervention directly ] Walking Problem
- ‘I:Patlen:':s b>|§ yepaz:rsameters (] Developmental Delay
ssess the below -
) L] . .

History of Falling: within past 3 months []Yes «TNo Mk chinslosietal Cangenmal Anormiaiiy
Ambulatory Aids: Inform consultant for positive criteria

* Wheelchair []Yes ~FTNo

o Usas furnitire for shpooet ClVes JBHNp | T o
GAVTIRSIOITIRG: @000 | it et st
R ioni kst - Nutritional Screening: .—NoAbnormalities Detected
* Weak [1Yes ~4No O Underwelght

* |mpaired []Yes ‘+No — , ﬁt

Mental Status: Forgets limitations “1Yes [INo N itk

[ Feeding Problem
| Special diet
L] Special feeding method

IF YES FOR ANY CATEGORY = RISK FOR FALLING
Fall Risk Intervention:

1 Escort while ambulating
[]1 Assist Patient Inform consultant for positive criteria

.| Educate patient and family on fall precautions/prevention

Psychological Screening: [ | No Significant Findings

Unusual concerns about patient's Psychological Status: [IYes [ INo

If Yes Consultant Notified: ...................c.cccooovvrnnnnnnnn. DB TIMBY - occmisiimsssissmrrsisninsses

Social History: Lives With........ F“"W‘:V‘f ............................................................................................................
Siblingsinhousehold [1Yes [INO (ifYESHOWMANY?) ......couivirieeiiieeiiiceeceeceeeeecee et esae s e ereesesensesase s

Time of Initial assessment completed by ER Nurse : ci‘#.?fﬁ"‘o
Docu. No. : RCH /FRM / CLINICAL / 120 (PT.0.)




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

Time Nursing Notes
QRN Assessed “Jie Poei e ComAidion
vt (boowed |
N ole 00 % - W dO e ! B
| | N ) )
Samples collected by: Time:
Q\(équ : N
Samples sent by : Time: S WG
Medication given in ER:
Date/ | ot | : " Doctor | Nurse
Time Medication | Route , Dosage & Instructions . “Sign Sign 1
| . | , -
! S -
- — | ]
|
S i S
[ | B — | . o
| |
Condition of patient at time of shift - out : Details of Shift - out
\
HR: oo BP: ..covevevevee. CFT: Shift = UL FrOM ER 07 oo es e ree e s eeeeennnnees
S S ' TIME O Shift = OUE oo
........................... Temperature : ....ccoevvevevecieens
acs ¢ Handover GiVEN t0: .......covoveeveerereccrieerce e
Pain Score: ............... (Nurse's Name)
Repeat RBS (if applicable); ..o
Tick as applicable: = MLC_ O LAMA C'BROUGHT DEAD
Procedires dong With GBtallS (I @NY):. ...eussseremsersssensmensassansmansssssiinmsnaessnasssssssaorinisssnsassitisnsiss asssssasesiosnssesmsnnevgbssnesspisasinnins
Name of the Nurse : .../ W\ ------------------------- Signature of the Nurse : ,ﬁ»ﬁz ..................................
Date & Time : . &1 (8/2.€ (& FrasAM
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NARCOTIC PRESCRIPTION FORM
(PATIENT COPY)
T - ! . - ]
Patient Name; ' - NANSW | Age: '/ Gender. | (/€
UHIDNp: "WEPOCIN ST pppg  THAL L0065 Lpge = Time:
Diagnosis: - /¢4 )
PRESCRIPTION DETAILS (Tick only one of the following)
S.No | Drug Name Dosage Remarks
~ 1. | Fentanyl Citrate Inj. 50mcg/MI W00 g ey

~ 2. | Morphine Sulphate Inj. 15mg/MI
3. | Remifentanil Hydrochloride Inj. 2MG

f
4. | Remifentanil Hydrochloride inj. 1MG r
‘._‘ { (T ( 7
Doctor Name: . — Doctor Registration No:
Signature: | f\ “

NARCOTIC DISPENSING FORM

APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dlspensed)

!l"/ C"'”“ﬁ'-“f [ 24
IP Registration No: . Date: .
r\\adhaarNo. Of ey PREI  ODUONANY 1. ... 1 s e Sivivnm aanianbim Gasebdasvs 3 4 s wiis oo s bws LN
1. | Name: f"i;u\,}; Hymransh ,  Remarks
ﬁ'r._,'j.-if ff > ;“'5‘1 e Mo ede ¥k Qo
2. | Complete postal address (with contact number, if any) Ldntyalats Wifd e 21t 7g SCPO0
3. | Brief description of the illness S uh
4 Whether registered with any other registered medical practioner /
" | recognized medical institution ( If yes, details of the recorded)
5. | Details of essential Narcotic drug dispensed ‘
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
Patient Attender
y } | ‘ ™
Dispensed BENAME & D NORiuy. - vvro fhseusccicsnsiosprysigiskonsgessomsstamossesngsiimssnvostsssnisens s SIGNBMUTEL ievrrnvonnon oo

BEROIUIE: .. ... ohnabines drio s S

?\QQE\M\N\N&\DN&\:
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Hospital BY RAINBOW HOSPITALS

It akes 3 lot to treat the Fe.

NARCOTIC PRESCRIPTION FORM

Your Right o a Sa!:nthvvrr

(MEDICAL RECORD)
Patient Name: . Age:, Gender:
UHIDNo: =~ { IP No: axe Date: ', , Time:

Diagnosis:

PRESCRIPTION DETAILS (Tick only one of the followirig) ‘

S.No Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mcg/MI
2. | Morphine Sulphate Inj. 15mg/MI o
3. | Remifentanil Hydrochloride Inj. 2MG
4. | Remifentanil Hydrochloride inj. 1MG .f' /
Doctor Name: Z S Doctor Registration No:
Signature:
-
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)
IP Registration No: ................ -5 S seite ety b 3] IR S e R

Aadhaar No. of the Patient (Optional): ..........coooiviiiiiiiie i et ee s eneee e

1. | Name: Remarks
2. | Complete postal address (with contact number, if any)
3. Briéf description of the illness
4 Wh{elher registered with any other registered medical practioner /

" | recognized medical institution ( If yes, details of the recorded)
5. | Details of essential Narcotic drug dispensed _

Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
Patient Attender

Prenensed by (Al & D NOJ: v iinb st b SIORBRRE: .. .. fo P sonissiniibimanss
Received by (Name'&\DNa):. .......... ERTT pomee &5, FEES AT SIGNEING. ..L.oic3h. o icisesnctyieasians

Docu. No: RCH! FRM | CLINICAL 1133

—
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