Rainbow Children's Hospitals - Visakhapatnam

= Plot No.15, Health City layout,Sy. No. 21 & 27 Part of Chinagadili, GVMC Limits. Govt General Hospital Kda
Raintow’ @ Vishakhapatnam ,Andhra Pradesh, INDIA 530040.
Hospital il TEL NO :891-3501601

WEB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details : 000 AR RN T

Admission No : IP22-00023444 Admit Date : 30-Jun-2026 Admit Time :03:23 PM UHID : HCV-00035090

Patient Details :

Patient Name : Baby AGASTIYA NANDAN GANDI Age :3Y6M20D

Guardian : DOB : 10-12-2022

Gender : Male Religion

Occupation : Martial Status

Address (H) - murali nagar Gopala Patnam Phone No : 8019545797
Vishakhapatnam Andhra Pradesh INDIA E-mail ) i
530027 -ma : no@gmail.com

o_ o

Admission Details :

Bed Type : GENERAL WARD Bed No :GW 326 . Ward Name :3F-THIRD FLOOR

Room No : GW 326 Admission Type : First Visit

Contact Details :

Name : Relationship

Contact Address Phone No

|
|
|
|

Y punr” ;AL#A

Signature

1 Doctor Details :

Doctor Name : Dr. Kandula RadhaKrishna / Dr. Raju Specialisation : GENERAL PEDIATRICS
Kakarlapudi
Referral Doctor : Self Phone No

Co-Consultant

Payment Details : Deposit Amount  :0.00

Payment Mode :Cash Payor Name : EASTERN NAVAL COMMAND

Printed Date / Time : 30/06/2026 15:28 Printed By : 011130 Page 1 of 2
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Children’s ® BirthRight
Hospital . BY RAINBOW HOSPITALS
ACTIVITY RECORD FOR BILLING It takes a lot to treat the fitte. Your Right to a Safe Delivery
Name:----------- - :f:;T:f:;:rA NAND;:R;::;T““
10-12-2022 3YyémMa0 (M)
UHID No -.......... Or. Kandula RadhaKrishna / Dr. JEONSURENT S venissmmsmmmenmans Depl.........oscisissaisise
Date of Admiissic " | |I|| I|II|”| Illl”'"‘l .....Date of Discharge..................... Time:
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MEDICAL EQUIPMENT (WARD & ICU

Name of C cti Di cti :
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INVESTIGATIONS

Date Investigations Order No. Signature
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PROCEDURE

Date Procedure Quantity Order No. M"e
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Date: V))\B(\\go Time: \'\QJ/\/

Prepared By:

\/
Staff Nurse Shift / Ward

Billing Assistant

Billing Supervisor
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It takes a lot to treat the little.

" ( PEDIATRIC IN-PATIENT
MEDICAL RECORD

Patient Name : HCV-000380 90 1P22-00023444

" Baby AGASTIYA NANDAN GANDI
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HCV-00038000 IP.
22
Baby AGABTIYA NANDAN G::I:lzw

10-12-2022
O Kandula Radharn 100 M) :|

Ui

Padiatric Multiorgan History & Physical Examination

Name :

Age/Sex

Information given by:

Reliability

Chief Presenting Complaints & Duration ( Chronologically):

o pain abdormon X ﬁ“daLJLg

History of present iliness:
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HCV-00036000 |P22-00023444
Baby AGASTIYA NANDAN GANDI
1o-1mm 3Y8M200 (M)

i

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

Birth & Neonatal History

Family Chart

re‘aﬂm\%tul ll\lf‘) NUD D*T‘O ANC M

At U " !
Birth & Socio Economic History: /1\ 4
About Father:

=

-

About Mother:

Any additional Information:

velo | Hi i

A pe aaf

Immunization History:
Q) Fm NP

Anthropometry:

Head Circum (cms) (Centile ) Height (cms) (Centile)

Weight (kgs) 6 tﬁ (Centile )

On Examination:

Temperature: m Pulse Rate : B.P. SPO2 q)%,) S

o

Resp. rate and type of breathing :

Rash___ ™

Lymphadenopathy.

Qedema:

Allergies (if any):




HCV-00038000 1P22-000,
23444
Baby AGASTIYA NANDAN GANDI

10-12-2022 QYCMIGD (M)
Dr. Kandula RadhaKr|

T

Respiratory System: @

Inspection (any s/o distress):

Air entry & breath sound : gl C “P@r Ch

Any Addes sounds :

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

Cardiovascular System:

Inspection of procordium : @

Heart Sounds : \g’q—g l@

Any murmur:

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

Per Abdomen:

Inspection : ( @
s

Palpation : RO %J_ 1 AL “*‘II‘QI’\ALLMM in
Ausculation :__JAS @ DQ,L) omb U (9 ﬁ
Spine : External Genitelia : Kaﬂjbh

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

Central Nervous System:
Level of Consciousness : AVPU / GCS Score:

Cranial Nerves :

Motor System:
Nutrition : @

Tone: Power

Co-ordinator :

Posture:

Involuntary Movements :




HCV-00035000 1P22-000
23444

Baby AGABTIYA NANDAN GANDI

10-12-2022 avm:on

' Dr. Kandula RadhaKrishna

il lﬂlllllllllllllllllllﬂlllll

Reflexes:
DTR Superficials:

Plantars

Bladder / Bowel:
Clinical Summary & Diagnostic:

Pon Aldmom ¥ v aton

Tramment hebumusaphon
Probialls  Tideiic e

Pediatric Multiorgan History & Physical Examination

Preventive aspects of the treatment:

Desired goals of the of the treatment:

Planned Labs: Planned Management:
s 0SG Hbdomen o/
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Signature of the Doctor JQ/ Signature of the Consultant: )&/ '

Ko

Name of the Doctor : (\J Proamg Name of the Consultant :_ D¢ . Yl ka

9o | ;’[E[
Date & Time : o) 0%\25 Date & Time : o 6H P
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- HCV-00035000 1P22-00023444

Baby AGABTIYA NANDAN GANDI
10-12:2022 3Y8M20D (™)
Dr. Kandula RadhaKrishna / Dr, Raj ]

Il IIINIIIIIIIIIIlIIIIIIIIII!I DISCHARGE PLAINING FORM

Note: * To be completed by a Doctor within (24) hours of admission

1 Anticipated Date of Discharge :
2, Destnation Post Discharge : [0 Home
Family Members Notified (Person Contacted_
[ Transfer
Hospital Facility Notified (Person Contacted)
3. Discharge Status: [ Self Care [ Family Home Care [] Home Professional Assistance
[CJNeeds Assistance In: Remarks
[ Medication [ Yes OO No
[ Bathing [ Yes [ No
[ Eating [ Yes [JNo
[J walking [ Yes COINo
[] Dressing ] Yes [ No
[ Toileting [ Yes [] No
4. Nutritional Plan:

[ Ditary Instruction Discussed with the:

[ Patient [ Family Member OO iiisisivgsihs
5. Discharge Planning Discussed with the:

OPatient CJFamily Member Cother:...
6. Patient / Family Education Plan:

[J Education Topic /s :......

[ Patient's Educational Topic/s discussed with the:

[ Patient [J Family Member Oother....

Doctor Signature:

Name of the Doctor :

Date & Time :
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CIN : U85110 TG1998 PTC029914

www.rainbowhospitals.in
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Ghildrer's | \B)ELIILL | (USE BALL POINT PEN ONLY) R o |

Ref. No. * F/ HW / DN 11MDR /15
3444
HCV-00035090 {P22-0002
Baby AGASTIYA NANDAN GANDI

3YE6M20D 4. R S

BhEce i (r“ 10-12:2022
PROGRESS NO ES andula RadhaKrishna / Dr. Raju

Your Right t2 a Safe Delivery

DATE TIME
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Ref No.:F/HW/RS/INPR /17
HCV-00035090 1P22-00023444
Baby AGABTIVA NANDAN GAN
Patient o.12.2022 IYEM20D > ™)

® girthright| RESULT SHEET ° "I"”'l'lm’ll"l‘lﬁ"mi"lﬁmm [ E—
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Rain b‘ow'
Children’s
Hospital

1t o v it trast B B0

Y RAUNBOW HOSPITALS

s o

Date

Time

Hb

PCV

RBC

WBC

N/L

Platelets

CRP

ESR

o PCT

RBS

Na

K

cl

Ca/Mg
Phosphate
Urea
Creatinine
ALP

SGPT

SGOT
T.Bill/Conj
™ T.Protein
S.Albumin
S.Globulin
A/G Ratio
Uric Acid
S.Amylase
Sr.Lipase
Blood Lactate
S.Cholesterol |
PT/INR |
APTT

CSF Protein/Sugar
Cells

N/L

Doctor's Signature

CIN : U85110 TG1998 PTC029914 www.rainbowhaspitals.in




Date a, |6 |26

Time

CUE-Alb |Proyeon | §%)

CUE - Sugar N

CUE - Ketones NeQative
CUE - PUS Cells )

CUE - RBC Cells o

Stool Pus Cell
OVA / Cyst
Occult Blood

Doctor's Signature
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.........................................................................................................................................................................................

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

Radiology : USG:
X-Ray : .........
BRI 2 sssmmneguanoamsens
CT:
MRI

Dtheis (BCG; CONtrast SIOMIEB BE..) . iiusewcicisusimiisuisuisssvoniasssissiomssaionsbssianisaiasionsaionssboss asusisssiscsssiustis

CIN : U85110 AP1998 PTC029914 www.rainbowhospitals.in



Ref. No. : F/HW /DC/ INPR /05

z

Rainbow®
Children’s
Hospital

Tt takes 2 iot to treat the itte.

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Patient Name : .........ccccocvvvveiennnn. HCV-00038090

Baby AGABTIYA NANDAN GANDI
Gender OM O F - Hospital No. 10-12-2022 avm:on
Dr. Kandula RadhakKri

CONSUG ..o [l !llllﬂllllﬂﬂllHllllHlllIl

Date of AdMISSION : ...oooveeriie e vesmen

Ano -
1P22-00023444

DRUG ALLERGIES :

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 instiuctions.
- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
- Discontinue a drug by drawing a line Ithrough 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
pRUG :{4P (Y LLOPAM [Ty
Dose Frequency | Start Dt. '
Tol Pl 808 ‘
: ] ~
Doctof's Signature |Valid Period| Pharm. .f}
Ca il
\additfonal Instructions
Datelp
DRUG : =
Dose Route | Frequency | Start Dt.
Doctor's Signature |Valid Period| Pharm.
Additional Instructions
Datel¢
DRUG : ==
Dose Route |Frequency| StartDt. |
Doctor's Signature |Valid Period| Pharm.

Additional Instructions




HCV-00035000 1P22-00023444
Baby AGASTIYA NANDAN GANDI
10-12:2022 3Y8M20D (M)

l\\

e i

RadhaKrishna / Or. Raju

Sheet No.

Wards

Weight (kg)
16 |

T P o

..... ~AR PRESCRIPTIONS

d

DRUG: ) (€ FTRMXONE = n[h\i[ XX
Dose Route |Frequency| StartDt. q' \/ o
@oo™] W [1rnly[30lot BaTA
Name & Signature of the Doctor
starting {he Drugs:
D N N e o
Additional Instructions: J Lt W1
N o ODed AIC P& N
pver Ih 74

Daily Doctor's Endorsement by a Sign.

DRUG:TY) EXOROEP R[S

h 4
Date}

Time

Dose Route | Frequency | Start Dt.

b )\ a.a
1SA [\ muktq 20 (04 AN W/
Name & Signature of the Doctor &l
starting the Drugs:
. —HAIFBNS
Additional Instructions:
Daily Doctor's Endorsement by a Sign.
v
Datelp
DRUG : =
Dose Route | Frequency| Start Dt.
Name & Signature of the Doctor
starting the Drugs:
IO
Additional Instructions:
Daily Doctor's Endorsement by a Sign.
D! L
ately
DRUG : e

Dose Route | Frequency| Start Dt.

Name & Signature of the Doctor
starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign.
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Date ﬂ
VARIABLE DOSE Time | | Nurse Sig. | Nurse Sig. | Nurse Sig. | Nurse Sig.

Dose Dose Dose Dose
DRUG : Dr Sign. Dr Sign. Dr Sign. Dr Sign.

Route Start Date o fose s Dese

Dr Sign. Dr Sign. Dr?lnT

Name & Signature of the Doctor Does Hose Dose
Dr Sign. Dr Sign. Dr Sign,

Additional Instructions . oy o
Dr_glun Dr Sign. Dr Sign.

YARIABLE DOSe | Nurse Sig. | Nurse Sig. | Nurse Sig. | Nurse Sig.

Dose Dose Dose
DRUG : Dr Sign, Dr ﬁgn. Drﬁnn.

Route Start Date oo e e I""“
Dr Sign. Dr Sign. ‘Pr Sign, Dr Sign.

Name & Signature of the Doctor s Ll Dose oS
Dr Sign. Dr Sign. Dr Sign. Dr Sign,

Additional Instructions pove L = o
Dr Sign. DOr Sign. nTﬁun. Dr Sign.

STAT / ONCE ONLY DRUGS
DOSAGE & OTHER
DATE TIME MEDICATION INSTRUCTIONS ROUTE SIGNATURE | NURSES
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