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% Plot No.15, Health City layout,Sy. No. 21 & 27,
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Rainbow Children's Hospitals - Visakhapatnam

Part of Chinagadili, GVMC Limits. Govt General Hospital Kda
Andhra Pradesh, INDIA ,530040.

TEL NO :891-3501601

WEB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details :

(TREARRT IR ILL CTENT CAYEY

Admission No : IP22-00023424 Admit Date : 28-Jun-2026 Admit Time :03:42 PM UHID : HCV-00041157
Patient Details :
Patient Name : Baby B/O MOULIKA B Age :0D
Guardian . Mr SATYA NARAYANA SINGH DOB : 28-06-2026 01:49 PM
Gender : Female Religion
Occupation Martial Status
Address (H) . SSV Vihar, Kommadi, Visakhapatnam Gayatri Phone No . 7675015363/ 7675015363
llege Visakh h h g . -
IESS&CSOSSS‘?S isakhapatnam Andhra Prades E-mail : moulika.buddha145@gmail.com
e
Admission Details :
Bed Type : NICU Bed No :NICU 109 Ward Name : 1F-FIRST FLOOR-NICU
Room Mo : NICU 109 Admission Type : First Visit

Contact Details :

Name : Mr SATYA NARAYANA SINGH Relationship : Baby/O
Contact Address Phone No
A wsol
Signature

-

Doctor Details :

Doctor Name : Dr. TIRUMALASETTY PARAMESH Specialisation : NEONATOLOGY

Referral Doctor - SELF Phone No
' Co-Consultant

Payment Details : Deposit Amount  :0.00

Payment Mode : Cash Payor Name : SELFPAY

itec! Date / Time : 28/06/2026 15:44
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ACTIVITY RECORD FOR BILLING ItHlag §ue1£ta:r'!|m. Your Right to a Safe Delivery
Name: : HCV-00041157 1P22-00023424
UHIDNO jisssesiisiissn IPNO spof s Mouuias Bt i DEPL. . eoeereererneenes
Date of Admission ............. urnﬁwmmﬂmﬁ ::;:::s: A >f DISChArge:..........cooovvvev Time
Room /Bed NO :......cceeeunnee ' ”””"”””” ssted Billable bed type:.........cccooniiicinnnns
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Date Time From To Signature of Nurse
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Doctors Name Date Order No. Signature
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PROCEDURE

Date

Procedure

Quantity Order No.

Signature

ANY OTHER INFORMATION

Date: \ {'—1—\‘16

Time: q'ﬁ_m

25

Prepared By: Uﬂ(q

Staff Nurse

DALY

s
Shift / Ward

Billing Assistant

Billing Supervisor




Rainboy
Childrens & BirthRight

Hospital %

GRBS MONITORING CHART

Name of the patient: Age/Gender:

UHID/IP NO: Diagnosis

Date: Time Value | Informed to Advice Remarks
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GRBS MONITORING CHART

Name of the patient: Age/Gender:
UHID/IP NO: Diagnosis

Date: Time Value | Informed to Advice

Remarks




HCV-00041157 1P22-00023424
Baby B/O MOULIKA B

28-06-2026 avouonzn ) *Z
Or. TIRUMALASETTY PARA Rainbow®

i chucyins | (RS

It take 8 lot 10 trest he lithe, Your Right 10 a Safe Delivery

NURSING INITIAL ASSESSMENT FOR NICU

b
Date of Admission:... 2|6\ L~
Source of Admission: (JOPD [C1Ward m{bnrwm LI 13T R

Reasonfor Admission:...........0 ) )C,']\Jf/ﬁ
Admission Diagnosis: ... /{ aX.r57 \ Rt ke ﬁ

Accompanied By: L.
Primary Language:

Parent  [JGUArdIan [ OthEr NAIMIB: .....ecveviesesiserere et esesas e esestsaearaesse st essesassesessnsesbessesesansetesessesassens
elugu LI English L] Hindi ) OB SPRCHY i e R

Doyourequire aninterpreter? [1Yes [ No

Allergies: [ Yes

No [ Medications ] Blood Transfusion L1rond! . D OB e te s st asstenessons

o 1 L e e A A
Source of Information : ﬁ;ﬂy [T OUNEES, SPECITY ...vveeeverreeeeeeeeieeeessseeres e ssseeeeseeeessesseesssessassssesessesessssesmseesseees

Past Medical History Past Surgical History Last Hospital Admission
Significant BRI HISIONY. - covisninammissimssioris issios seiosiiksaeass i baanis s 0 s s Tasvios va s oo s b 4o SRS S m e e To b S e
L OO
Has the child or close family member had recent contact with a communicable disease? [Yes TINo
If yes please list, ..

Was the child's birthnormal? [J Yes [JNo  IfNo, please describe problems: ..........covcvevevirinrinricnecreecsnie e

Current

Taking Medications? [JYes [JNo
If yes, Fill the reconciliation form

Feeding:

Risk Factors:

Medications A,
Medicine broughttothe hospital? [1Yes  [INo
Observations:
Birth Weight: Z“ir}ék‘/ kgs  Head Circumference: .........ccooevrmncns cm Length:.......ccoccrvverree. €M
""" Term ! Pre-Term L] Past-Term
Blood Group: Mother: .. Baby:

Maternal Details: Age: ...............years, PARA:.......... Gestation: 3..%.....‘«?9&1(5, ...,Z,m......Days
[.] PROM L] Fetal Distress || Diabetes Mellitus / Gestational Diabetes

[1 PH/ Pre Eclampsia [ OHRers, SPBOHVE it et e s asiaiim s
Mode of Delivery:
INICAHON: ...

‘ﬁmula [ Both

[¢Normal [] LSCS-Emergency/ Elective [ Instrumental [.] AVD

Doc. No. : RCH/ FRM / CLINICAL / 096 Page: 1/3 (PT.0)




Newborn Assessment:
Tomp:. bl HR..J280..../Min RR,G.5..../Min BP o SRR
PAINSCON e (Follow N Pass and Document)

Fall Risk Intervention Done: |4 Yes
Risk of Pressure Sore: 7@ LI No (FillBraden Q Sheet)
General Appearance: [ | Posture [+ Well-Fixed [~ Asymmetry

-BehavityLStatus on Admission :

I Sleeping Crying "I Calm [ Drowsy
Skin: i’Z/F’ink 1 Meconium Stain 3 OHBrS, SPBCHY.-..coivsidncnmivpsvasetiviiiavisssmnsss rn

Functional Screening: Ifa patient needs assistance with any of the following inform consultant

! Developmental Delay {1 Musculoskeletal Congenital Abnormality | No Abnormalities Detected

Inform Consultant for Positive Criteria

Nutritional Screening:
.l Underweight Overweight L' Special Feeding Method
(.. Feeding Problem Special Diet |- No Abnormalities Detected

Inform Consultant for Positive Criteria

Social History: LiveSWIith .......c.ocvorviiieie e
Siblingsinhousehold "1Yes [INo (ifyesHowMany?) ......

AllInformation Obtained From [ Patient [~ Mother E‘lfather [ Other Family Member

Orientation has been given regarding the following aspects:

[ /}Band insitu
] side safety explained

i ﬁ;du Routine: Doctor's rounds/Medication time
L7 Visiting policy explaine
Orientation given to: If.j!é:nily | Others
Name of Person Orientation was given to: {W%#ﬂamwm

Orientation not given Reason: ...................

DISCHARGE PLAN
Source of Information: [l Family [ Friend
Will patient require transportation arrangements to go home: CYes [CINo

Will Physiotherapy require athome: [1Yes L1No

Is home medical equipment anticipated: []Yes [CJNo
Is home oxygen therapy anticipated: [] Yes CJNo
Breastfeeding ] Yes 1 No
Formula Feed L] Yes I No
Are dressing needs at home anticipated: L] Yes I No

Any other needs anticipated: 1 Yes CINO| - BYOSSPEGIY-..onnmnsmsinsmriro s aisiss

Page: 2/3



iy Chidars | Q0 BrthRight

Your Right to a Safe Delivery

IP22-00023424
B

™

NEONATAL IN-PATIENT MEDICAL RECURD
Sl e o=t ADMISSION INFORMATION =
Mother's Name : ... MDLLL[(“ 8 .. Age: 5\J%thers Name : . evesmsssssssmsssnsssnssssosssss AGE & snenecrin
Date of Birth : s Date Of Admission ST ARSIV || |0 1]\ [s e o e oo

NICU CONSURANE : w.vvvsvecevrsnesssssssssssssmsnsssssssmsssssismsssssnessnneens REFEFANG ConSultant : Dﬁ;QQ#aSHO[LDL

Transferring Unit: CJOT abour Room [OER O Ward
Transported ? O Yesﬁ?’!@ - Ifyes: O Long (> 30 kms) [ Short (< 30 kms)

Gender: OM =2F  Blood Group : .. A"f\&" Birth Weight {gms):z..:.'j.‘.)é.lmength (cms) :

| Name : .. % 10 VLD L{,fikq s | Mother's Blood Group ﬁ*ué' ‘
|

|

|

Date of Bt : .. 2L .......... Tme ot Birr - ). ‘M,ﬂf’? OFC (om)
Place of Birth : . ﬂz,b ul %{1.7 wesvinenensnnnnns | EStimated Gesth Age : BJMQ&"’{' ............
Current Obstetric History : (Booked / Unbooked Casg)

Maternal Age : LA o W s B oo Merrid Lie - 202 e IO 20 L6 |

Conception :@r L |

Booked at what GA. ; . AN Steroids Drugs / Doses : .
3

120~ frpbmfc( HW f!a(fa¢ /z}ff -£a
n>
Age: O <18yrs O > 35yrs

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

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

Last Scans Details : |

Mﬂ&

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

| - Consanguinity : O Yes [J No Controlled or not, recent values, HbA1 values : ...
If yes, degree of consanguinity: 01 2 O3

H/o PIH (after 20 weeks) / PE Compliance With BX : ...c.ccoocesveseeeosesosssss s,

How many Drugs / Doses / Since how JONG L iiiiisssarmmrensssesssens Scans : LGA, TIFFA , Fetal Echo :
= i
Vjé—ﬂqﬁﬁj’pfﬁé{’kﬂ[xﬂ H/o Hypothyriodism : when diagnosed ? Medication?
b
H/o value of recent BP recording, proteinuria, edema, H,{Qmwruz‘)ﬁﬂ o &L}) ,{r)a/,k:!f)

oliguria any investigations (LFT, platelet count) : Any other Chronic Medical Problems, when detected

- 7k hedkea WIS Won e 7 | (S drugs ? "”T/l?/%/ﬁxaf‘qfdf"g/

| IUGR - when detected : ... |“7§7|. 10]. f‘Jf”J P,?/ (Anemia, SLE, Jaundice, CHD, Heart Disease ) i |
Doppler ( Increased Resistence / ADEF / REDF/ Infaction : H/O, Fever Q‘ '
Redistrbution in MCA ) / Ductus Venosus : 3., mﬁﬁ“‘fﬁ’ (OMalaria O UTI OTORCH OTB DIHIV CIHBV)
. 1 S S A W (JON =7 o d GLIX}/ UTEWHN © ovvvvvsceecsvcnneecnses ADY CURUIE ¢ oo

PPROM : Duration : ......ccooooorvennonnnns 01 Uterine Tenderpess O Foul Smelling Liquor I HVS (if taken) - ResUMs : oo

Medication during Pregnancy e DUBHOM § ooveoeesssessesssssssss oo seseeessseeoes.

Dact. No. T RCH/ FRMZ CLINICAL/ 128 Page: 1/8 (PTO,)
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A ST U

SLNo.| Age | GAwks { B.W | ;Gehder -8 _gmhcant Details
{b_;m

Treating Obstetrician ; . m p('@(m 4}'{4

~ PERINATAL HISTORY.

... Hospital ; . Qb 4. t&”?’

.. O Inborn O Outborn

Duration of Labour

First stage (> 18 hours sig)

Specify the reason : ..............eeeveereersesserns

~UD

éecond stage ( > 2 hours after dilation )

LSCS: O Elective 1 Emergency INAICAtON : w...oovoovooe

Augmentation of Labour : OJ Induced [ Assisted Vaginal

CTG : [vormal O Suspicious O Pathological

Resuscitaion : O] Yes [ No

\Cord ABG ;xﬂ}}f/):’;

Placenta : (weight, surface, No. of cotyledons, calcifications

malformations, clots etc :

APGAR SCORE

Gestational AGe : ...........ccounemnnren Weeks ...
SIGN 0 1 2 1 Minute 5 Minutes 10 Minutes
COLOUR Blug or Pale Acrocyanotic | Completely Pink ] 4
]
HEART RATE Absent <100Mingtes | > Minutes .’ -
] 3
REFLEXIRRITABLITY | No Response Grimace e ' 1
MUSCLE TONE Limp Some Flexion | Active Motion | 2
RESPIRATION Absent | Hypovensidion | Good, Crying
TOTAL l/f “0 c"{[[D
Snapee Il Score Score
Resuscitation Mean BP {mmHg) >30(0) 20-28 (9) <20(19)
Minutes 1 5 10 Lowest Temp (oF) > 56 (0) 95-95(8) | <95(15)
Pao2 / Fia2 (mmHg%) | >2.48 (0) 1-2.49 (5) 0.3-0.98 (15) |<0.3 (28)
Oxygen L o e Lowest Serum PH >=721{0) 71-7.18(7) <71 (18)
PPV / NCPAP ¢ — Multiple Seizures No (0) ‘fes (19)
= U. Dutput {(ml / kg / he) | > =1 (0) 0.1-09(5) |<0.1(18)
> Appar Score »>=7(0) <7 (18)
Chest 2 Brith Weight > = 1kg (0) | 750- 899 (10) | <750 {17)
; ! SGA > 3rd percentile {C1| <3rd (12)
| Epinephrine T -
i )
| Chief Complaints :

Page: 2/8
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Past History :

Family History :

Socio Economic History :

GENERAL EXAMINATION ON ADMISSION

General Description :

TR,

L E : P
VITALS : Temperature .5 2.5 & HR: '3OL’PY" AR : ao[n«w) NIBP : .o OFT £ oD ED

Colour of the extremities : B‘*‘tc‘dmom

JAUNGICE * oo Pallor - SPPORSSOE - - o » 1 C[::H._b&Pj’

Anthropometry : Birth Weight : ............cc...ccooeeecriene LENGH oo HG 2 ssniassvisyopgras PROSBALWBINE & csnsaaasiania

PONGeral INAEX : oo AEA 2] \/ ................ SGA & oo, LGA




e

i S

-

HEAD TO TOE EXAMINATION

HEAD : Fontanelles :
Sulires AF - rafmr a Gt leaw)
Shape / Moulding :
Edema / Bruising : Ca F”t- @
Size - (H.C.) :

Facies :

(Any Facial @

Dysmorphism)

NECK and Range of Motion :

CLAVICLES : Asymmetry : j" @
Masses :

nl?YES: Symmetry.:
e 3 Red Reflex: —>» To be C\'\J Dll_l—¢

Discharge :

EARS, NOSE Ear set/ Shape :

gougHTﬂnd Preauricular Pits / Tags : @

HRONE & 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: =~ QA 1 %
Discharge :

GENITILIA : Labia / Hymen : 2
Tosticloalperia~ Fewmalte ex beunnd 30\/«.4'%[4\ o
Anus :

HERNIAL ORIFICES @

TRUNK and SPINE : @

SKIN LESIONS :

©
EXTREMETIES :

Fingers / Toes :

Arms / Legs :

Deformities : @)
Mobility :

Hip Joint Examination :




SYSTEMIC EXAMINATION

Respiratory System :
Breathing Pattern : O Regular [IPeriodic [Shallow [Gasping

—

Mention If baby has Respiratory distress : RR : g’glmm SCR /ICR / 886 - SAW DIEAtING : ......vvoveeeesrsesienseeees e e sseseeoeesssisss
Scoring of respiratory distress if present (Silverman or DOWNE'S) © .coivuvuussisnsusacssssssnssssorsansansmsssesssasssesssssassessassssssesessssniessassmssonsionssnssosssismmsesies
Mention if baby is on : O Hood box O CPAP [ Ventilator

Settings :

8PO2 : ..o, AUSCURAHON : vvoooovvvoooenoo . Breath Sounds : B‘Liﬁe ..... Added Sounds : ......cooevvrreereeirnn

Cardiovascular System :

R 120 Em B brecordil T S, S
Femoral Pulses : -P—Lt T e i A

Other Peripheral PUISES : ..................mommrveoreeressssmsososseoeoe oo Signs of Cardiac Failure © .. .......5..eccooreceecreresseeneerssssessms oo,

Abdomen : HEMIEI OFIfICR : ..o eeeessn et ee s

e SO Y I T VeSO -~ o 7 7V
Palpation : A.Ol'r Umbilical Cord : ... &Q'f‘l/

Palpable: MBBBOST: ..ucisiniassesimsimamanas  Foshuine passed : ...... ')01‘?@&“,-0’
Abdominal Girth : ............cccwiiiroiermrrrcccisnseeesssnnsesssresenn. MeCORIUM passed © ...... bot—P%‘—d

Nervous System : Higher intellectual functions (Sensorium) : ....c.cviieiiiinnn

State of wakefulness : ........

()
Prechtle Score :

Cranial Nerves :

Motor System :

Passive Tone :

Active Tone :

Neonatal REfEXES © ...........coorruurmereerieeecoesseeeeeseeesee e

Grasp: O Paimar O Plantar O Sucking O Rooting  [J Crossed addUCOr : .............ovvvvoveeioeoeees oo

R P . - : - T

L I " " | e S N P
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e



B — = R —

Any Congenital AnOMAIES : .....ccoveciiieciiiiii s

FOOT PRINTS '

Left Side :

Right Side :

Resident Doctor :

SIGNAtUNe : .o s

Nameqﬁw"‘-ﬂ’\ﬂv

/ Y
Consultant :

Signature ; ......... Q'[W“’vﬂ

s B | O6J

PLEASE FILL UP THE FOLLOWING DETAILS

1. Name of the referfing DOCION : ....iuiii iiiiiiiiiiiiimisi i isvviiiiass s sisssis e s ianerssves ssasdne iveiass it eses sbaessssmssinnasninss

2. Name of the referring Hospital : ........ccccooeiminiciinnnie
DAAIRES 3z s Tossasvysiisaativs s vavs somsmmakeminssnibea s s eeasansss

(0701017 (o 1 L0 11115, = 1= AU U TP O SP O RPRSN

3. Contact Details of the referring Doctor . .........cccveevieens
MIOBHEIND . ooucvisniiasdnisuiomisvinssasssssabavsediaissisissssonsmaisnss
4. Name of the Doctor in Rainbow Team : .........cccceveeeiennnns

.................. 2y UL | DO SO U L WO oo 3. .o S0 A 1

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

seeeneneenenr. ON Whose name the patients is being referred.
7




AT THE TIME OF TRANSFER TO THE WARD

FINE] DIAGROSIE & icvicanautiviansomsiisominimmeeb i s s aieasss imsuiasinasien 53 e G 3 e S M S S A AT S SR

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

([ i 0 O —— o | S ——— - 2 E———— 2 IR S Walght': ...ccissiismsinimiass
LN @ T = o B =T (UL =T 1 T=T o | SO OO

T O v s s B S S B S S s S G AN S M A S St

................................................................................................. qqﬁBSmma’mmgs*ﬁhb?—

.................................................................................................. fgﬂmv&mnihmaf&mjmdbm ¥2. be du
Screenings done during NICU Stay : G. Cetp Mg @ a4 hre
NSG £ ettt oMoty RR . tomisrinog........

LTSRS
Pulse Oxymetry Screen : “,H
INDW BONTY SOPOBIMIG 3 v cuauonuaninssnssaumuinssnsusisonsns s iess v s s s Sorsse sos w3 i A1 oo A oo B s s s AR

CIN : UB5110TG1998 PTC029914 8 www.rainbowhospitals.in
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CIN : U85110 TG1998 PTC029914
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Rainbow® ) T
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