Rainbow Children's Hospitals - Visakhapatnam

% Plot No.15, Health City layout,Sy. No. 21 & 27, Part of Chinagadili, GVMC Limits, Govt General Hospital Kda
Rainbow” @ \Vishakhapatnam ,Andhra Pradesh, INDIA ,530040.
Ghildren's. \@)siciion TEL NO :891-3501601

WERB : https://rainbowhospitals.in

ADMISSION SHEET
- . . (RN (R E L LR L
Registration Details :
Admission No : IP22-00023438 Admit Date :29-Jun-2026 Admit Time :11:30 PM UHID : HCV-00041199
Patient Details :
Patient Name : Mrs T.ROJA Age :33Y2M12D
Guardian : JAI KRISHNA DOB : 17-04-1993
Gender : Female Religion
Occupation : Martial Status
Address (H) - naiduthota Vepagunta Visakhapatnam Phone No . 8887915929
Andhra Pradesh INDIA 530047 : , !
o E-mail . no@gmail.com
Admission Details :
Bed Type : MICU Bed No : MICU 207 Ward Name :2F-SECOND FLOOR
Room No : MICU 207 Admission Type : First Visit
Contact Details :
Name : JAI KRISHNA Relationship : Husband

Contact Address : naiduthota Vepagunta Visakhapatnam Andhra Phone No
Pradesh INDIA 530047

h a0
- \‘—..
Doctor Details : =<
Doctor Name :Dr. MV R SHAILAJA Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor : SELF Phone No
Co-Consultant
Payment Details : Deposit Amount ;0,00
Payment Mode : Cash Payor Name . SELFPAY

Printed Date / Time : 29/06/2026 23:31 Printed By : 018561 Page 1 of 2
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ACTIVITY RECORD FOR BILLING Il:Hulgas ugi.tf..!m 3:-.::3??: :a?f ;rgr:::
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UHID No IP :l;m“m mwz;‘u litant ......................... DOPE Lucicsisisninnnnnas
Date of Admission :........ T:o::;? pyzminn @ e of Discharge................... TiM@!...c..ccueuue

: £ MV R SHAILAJA . :
Room/Bed No :............. o “'i‘\‘i\i‘\“\\“\\\“““““\“\““\\ jgested Billable bed type:..........cccccceevevnnne
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Date Time From To Signature of Nurse
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MEDICAL EQUIPMENT (WARD & ICU
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INVESTIGATIONS

Date Investigations Order No. Signature
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PROCEDURE

Date Procedure Quantity Order No. Si?nature
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ANY OTHER INFORMATION

Date:; ‘(}ol {9) )/6 Time: 4 Am

Prepared By: aﬁd‘*{

Staff Nurse

&ﬁ‘dﬁ‘/i

Shift / Ward

mI(v

Billing Assistant

Billing Supervisor
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MENSTRUAL HISTORY OBSTETRIC HISTORY
| Year of Marriage : | byyes- Parity: Cy Potyhy
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Mrs T.ROUA IP22-00023438
Patient Sticke ;7'“"'”3 BY2M13D (g
MV R BHAILAJA
eaywstorv: | 1IN MEDICATION HISTORY:
il gtoun puat ULV Vo

- INITIAL ASSESSMENT:
Date_34lg19¢ Breasts Local / Speculum Examination
B seen Lom'\fn' Fmoy b 0g
BP_ 120 %y mm e
Pallor_C) . Bimanual Pelvic Examination
cvR_ 8.0 Abdominal Examination @
Respiratory System@] veLiculy PN whowy pRBweek
Thyroid__yJo rons i i Wkor o achiy
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PROVISIONAL DIAGNOSIS : G Pots | 200cck Pot[ Pseu-amun's | Sinewtdable Abort
- INVESTIGATIONS ORDERED PLAN OF MANAGEMENT
niaee M D) detevlen.
/
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3) wlt akrwn actor
4) WovBhor yihl

5) Suform £-0-4-
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't‘i'n :

Name of the Doctor:_ [ - Ro4na vall,-

Signature of Doctgr_ﬁé_:“’

Date & Time :_2al6lae , 11:E0pm,,
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Mre T.ROJA P20 UM "%
17041903 332 Rainbow’ . .
o uvkmaia Rainbows | @ BirthRight
00O 1 Hospital _ | @ 2mics
It tokes a lot 1o treat the litle. \‘mrﬁmh!wnmmlm
OBSTETRIC TRIAGE ASSESSMENT FORM
Date: ...lfllé.)lé ....................... Time of Arrival: ........10..-'...5.@@“. Time Seen by Nurse: e DS 0R e
1) Level of Consciousness: Wus ) Semi-Conscious () UnConscious
2) Chief Complaint (Reason for Visit): (Circle the item as appropriate)
a;/Sta:eré'gain / Moderate Pain 1 Preterm rupture of Membranes / Leaking Water PV
#Bleeding PV: Slight / Heavy 7Preterm Labor/ Labor
] Decreased Fetal Movement ] Spontaneous Rupture of Membrane / Leaking Water PV
ﬁ 1 No Fetal Movement o R S

AR

3) Vital Signs:  Temperature: C{Bg Pulse: BWLL RR: 9&:{\ Sp0;: ..[D.QZ‘BP: .l.Qﬁl’.l}uiMeight: hk«v

4) Gestational Criteria:

........................... 23 klogky.....
Uterine Contraction \[./‘:/?es hj No | ©J NA | Onset Time Frequency: 1
Membrane Rupture [ Yes | QMO | CJNA Onset Time' Fluid Color:
Vaginal bleeding Yf‘;’e? “1No | CJNA | Onset Time Amount:
Pre Eclampsia Symptoms | [ Yes | O N6 | T NA g;ﬁ%i%?&ﬁ?g;%: g/ Visual Symptoms /
\;ood fetal Movement O] Yes 5?6 o N | N specify:

5) Pain Screening: Numerical Pain Scale (NPS)
| | | | | | | | | | 1
. | I ! 1 I l I | 1 |
0 1 2 3 4 5 6 7 8 9 10
No Pain Worst
. . possible pain
o Location: ..ccoeaene MAL;@QB:WLPMIMPM .......................
« Duration: ?.5(1612(; ........ @....@.{).m.,"ﬁys / Weeks/ Months (Strike out which is not applicable)
« Character: ............ C"W NS T V. Y S w—
. Frequency:.ID.ulu.b@.L«LQ..—...‘:tS...Sac«..............................
o IErVentionS: .....eoveersernessees %GBM
6) Past History: W
a)  SUrGries: ...t ST ———— L
b)  Medical .....ooonoo- MD
Docu. No. : RCH /FRM / CLINICAL / 098 (PT0)
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7)  Allergy: s O et
8) Current Medications: Prenatal Vitamin [ (ore’

iPzz-ooozma

I e

9)  Prenatal Medical History:

AN

~ Chronic Hypertension
! Gestational Hypertension

U1 Diabetes

] Gestational Diabetes
" Low placenta
! Others if yes, specify

Triage Category: (Please tick on the category)

Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)

"/C’éte ry I: Resuscitative (Time to Physician:

OBCU Obstetrical Triage Acuity Scale (OTAS)

Level 3
0TAS (Urgent)
Mﬁﬂ Lowii < 30 minutes
Re-Assessment Every 15 Minutes
o [T Suspected Pre-term Signs of Active Labour Signs of Early Labour/ Discomforts of
Labour / Flujd | Imminent Birth Labour/ PPROM < 37 | = 37 weeks SROM > 37 weeks Pregnancy
: Weeks
y Active Vaginal bleeding Bleeding associated with Bleeding associated Spotting
Bieeding with/ without abdominal cramping (<spotting) with cramping
: pain <37 weeks (>spotting) >37
weeks
Mild hypertension
= o ) . Hypertension > 160/110 fhh
Hypertension Seizure activity and / or headache, visual ;;ggggdmna?am
disturbance, RUQ pain symptoms
: Atypical FHR tracing,
» TR Abnormal FHR tracing
Fetal nt abnormal dopplers
Assessment | Non-Fta Movement Diseased fetal movement
Others « Acute onsite severe = Major trauma = Abdominal/back pain « Ongoing assessment « Anything that does not
abdomninal pain = Shortness of breath Oreater than expected in from out patient clinic Seem to pose threat to
* Altered level of * Unplanned and pregnancy (for hypertension, blood|  mother or fetus
consciousness unattended birth * Flank pain / hematuria work) + Cervical ripening
* Cord prolapse + Nausea /vomiting and | . Minor trauma (minor | « Qut patient placenta
= Severe respiratory for diarrhea with MVC/fall) previa protocols
distress ) Suspected dehydration | . Nausea/Vomiting and | « Pre-booked visits (ie
* Suspected sepsis Jor diarrhea Rh and progesterong
+ Signs of infection (i injections, NST
dysuria .cough, fever, | . Assessment for versian
chills) * Rashes
]
Time seen by Doctor: “c@QPV\
L)SZ\Q\ Nurse Signature: % ............................

Nurse Name : ... .
Date: ........ 12-_‘\,“{,[‘2‘6 Tim

8; ... ..1....&0.35% W\ "
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Ref. No.: F/HW /DC/INPR /05

PatientName . oo R s s R AQE v
HCV-00041180 IP22-00023438
) Gender O M "'; I:‘::;! N
Rainb;-aw. . . . oy~ T 3?2"13D {F)
Children’s | @ B|rthR;ght Consultant : .. I
ital - | () ermmoviosns T
Hospital | \gameoniose | e oraame NN

DRUG ALLERGIES : N O

FOR THE SAFETY OF THE PATIENT

GENERAL Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.
Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
Discontinue a drug by drawing a line Ithmugh it and a similar line through subsequent recording panels.
The date and time of stopping the drug along with the doctors name and sign must be mentioned.
Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this drug
sheet folder.
NURSES Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient ~ 2) Right Drug 3) Right Dosage  4) Right Route 5) Right Time
AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.
SOS / PRN (As Required Medication)
Datelp
DRUG : =
Dose Route  Frequency | Start Dt.
Doctor's Signature |Valid Period] Pharm.
Additional Instructions
Dately
DRUG : s
Dose Route |Frequency| StartDt. | *
Doctor's Signature |Valid Period]| Pharm.
Additional Instructions
Date
DRUG : Timo
Dose Route |Frequency| StartDt. |
Doctor's Signature |Valid Period| Pharm.
Additional Instructions
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Mrs T.ROJA
17-04-1993 33Y2M13D {F)

Dr. MV R BHAILAJA

I.P. No.

Sheet No.

Wards

Weight (kg)

AT

y REGULAR PRESCRIPTIONS

DRUG: JSwv T Mowo(eF

Date}p
Time |

Dose Route | Frequency| StartDt.

qoomy | P

R ALY

BL 5

Name & Signature of the Doctor

starting the Drugs: ]

Additional Instructions:

Daily Doctor's Endorsement by a Sign.

.
Datelp
DRUG: T PANTOP —

Dose Route |Frequency| Start Dt. 1 1 dap
Uony | plo  putthly |30lel sk
Name & Signature of the Doctor
starting the Drugs:

Additional Instructions:
Daily Doctor's Endorsement by a Sign.
Datelp
DRUG: "1 -ACeCto piS e 3!5

Dose Route | Frequency | Start Dt. B

= WLy =

Soory | flo R | 3 ¢)o, ™!
Name & Signature of the Doctor
starting the Drugs:

L lf_', ——B 20
Additional Instructions:
Daily Doctor's Endorsement by a Sign.
D!
telp
DRUG : =
Dose Route |Frequency| StartDt. | ~

Name & Signature of the Doctor
starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign.
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Date B
VARIABLE DOSE Time | | Nurse Sig. | Nurse Sig. | Nurse Sig. | Nurs_:_sm,
Dose Dose Dose Dose
DRUG : Dr Sign. Dr Sign. Dr Sign. Dr Sign.
Route Start Date Hoes Pise o oo
Er Sign. Dr Sign. Dr §h:|n Dr §un.
Name & Signature of the Doctor e = [Pose [Pose
Or Sign. Dr Sign. Dr Sign Dr Sign.
Additional Instructions oo Vo [Pose Cose
Dr Sign. Dr Sign. Dr Sign Dr Sign.
Date B¢
VARIABLE DOSE Time | | Nurse Sig. | Nurs:_Sig. | Nurse Sig. | Nurse Sig.
Dose Dose Dose Dose
DRUG : Dr Sign Dr Sign, Dr §un. Dr S-Iun.
HOUte Start DaTﬁ Dose Dose Dose '5058
Dr Sign Dr Sign, Dr Sign Dr Sign.
Name & Signature of the Doctor Dose Dose Bose Dose
Dr Sign Dr Sign. Dr Sign Dr Sign.
Additional Instructions e vom proas e
Dr Sign Dr Sign. Dr Sign Dr Sign.
STAT / ONCE ONLY DRUGS
DATE TIME MEDICATION it ROUTE | SIGNATURE | NURSES
Salele | WO T w1 SoPpormy @ omg ple | Hldeo
Caltang |
solelre | T CPBERGOLING O+ By Plo L e
Celudarns |
;
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—— Mrs T.ROJA
Pati 17.08-1003 a3ya2m13D  (F)
I.P. No. Sheet No. Wards | Weight (kg)

— T

I.V. FLUIDS CHART
DATE | TIME Composition of I.V. F Flow
LUID ROUTE | Rate Doctor | Nurse | Date of | Doctor | Nurse

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

(mi/hr) Sign. Sign. |Stopping| Sign. Sign.
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