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Rainbow Children's Hospitals - Visakhapatnam

* Plot No.15, Health City layout,Sy. No. 21 & 27,Part of Chinagadili, GVMC Limits. Govt General Hospital Kda

,Vishakhapatnam ,Andhra Pradesh, INDIA ,530040.
TEL NO :891-3501601
WEB : https://rainbowhospitals.in

ADMISSION SHEET
. . . TN

Registration Details :

Admission No : IP22-00023421 Admit Date : 28-Jun-2026 Admit Time :12:54 PM UHID : LBH-00048320

Patient Details :

Patient Name : Mrs GUTTALA RAJESHWARI Age :36YOM4D

Guardian : Mr MR. DURGA RAMAKANTH G DOB : 24-06-1990

Gender : Female Religion . Hindu

Occupation Martial Status : Married

Address (H) - H. NO 8-4-SR0008,PLOT NO 82,STREET NO 4, Phone No : 9000367490/ 9160461833
GADDAM ENCLAVE PHASE 3, GURRAMGUDA Eumali  ad binrili "
Hyderabad Hyderabad Telangana INDIA “mal + gd.ramakanth@gmail.com

™ 500001

Admission Details :

Bed Type : PRIVATE ROOM Bed No : PRI 303 Ward Name : 3F-THIRD FLOOR

Rocm No : PRI 303 Admission Type : First Visit

Contact Details :

Narme : Mr MR. DURGA RAMAKANTH G Relationship : W/O

Contact Address : H. NO 8-4-SR0008,PLOT NO 82,STREET NO Phone No
4, GADDAM ENCLAVE,PHASE 3, V)
GURRAMGUDA Hyderabad Hyderabad T .
Telangana INDIA 500001 . Kew~e

Signature

M

Dactor Details :

Doctor Name : Dr. CHUPPANA RAGA SUDHA

Reierral Doctor : Self

Co-Consultant

Specialisation : OBSTETRICS AND GYNECOLOGY

Phone No

Payment Details : Deposit Amount  : 5000.00
Payment Mode : Cash Payor Name : MEDI ASSIST INSURANCE TPA PVT
LTD
Printed Date / Time : 28/06/2026 12:55 Printed By : 017565 Page 1 of 2
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ACTIVITY RECORD FOR BILLING It takes 2 lot to treat the litte. | Your Right to a Safe Delivery
LBH-00048320 1P22-00023421
Name:-========- - Mrs GUTTALA RAJESHWARI
24-08-1990 IBYOMAD (F)
UHID No :......... T T L.Consultant @i Depl. i
1L LT
Date of Admissi ate of Discharge:.................... 177~ oo
Room /Bed NO :.......cceevennnnee Ward ..o, Suggested Billable bed type:..........ccccceoineenin.
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MEDICAL EQUIPMENT (WARD & ICU

Name of Connecting | Disconnecting ;
Date Equipment Time Time Order No. Signature
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INVESTIGATIONS

Date

Investigations

Order No.

Signature




PROCEEDURE

Date Proceedure Quantity Order No. Signature
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ANY OTHER INFORMATION

Date: }C" lé [16 Time: @ (0 q Prepared By:
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Rainbow® p ol
Children’s @ BirthRight
Hospita] . BY RAINBOW HOSPITALS
Y ok o et th e Your ight 12 a Safe Dlivery

.. Time of AdMISSION oeveerreeeremirrensmssnssnnns

. [ Not know any drug allergies

------- PRESENTING COMPLAINTS :

(ot g 2
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YearofMarriage: QO |5 Paity: (3P, LD
Previo;ls Periods : WA\M) 'MQ [ 3D&ﬂj Mode of Delivery: L $C8 - *P¥b
R il ~202¢
LMP: 99|01 |2024 Last Child Birth: )
Contraception : BHM‘
PAST MEDICAL HISTORY PAST SURGICAL HISTORY
Pean/
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puloate

Docu. No. RCHBH / FRM/CLINICAL / 086

(P.T.0)




Patient Sticker

FAMILY HISTORY:

fudbw
HIN -

modaan . HITN

MEDICATION HISTORY:

©

- INITIAL ASSESSMENT:

Date 2& | b [7’0%

H__ LS owmwt_FHa 11
BMI 20-18 e 2
BP__ 106 [6 MLL.ML o
Pallor &

Breasts

Local / Speculum Examination

W ®

Bimanual Pelvic Examination

,

CVR_ ¢ c. (%) ) Abdominal Examination é)
§ M?WV—“ vas A
Respiratory Systeml o), Uldins "“Pla 20 s feefep
Thy:oid_ud;u_&hﬁ&,l_ g‘&‘ ‘
5
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Signature of Doctor

Date & Time : Dy _5_1_13%




LBH-00048320 1P22-00023421

Mrs GUTTALA RAJESHWARI
u-os-mo swomn (F)
GA BUDHA
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Rainbow” : S g
Children's | @ Birth Right
Hospital . BY RAINBOW HOSPITALS
1t takes a kot to treat the Nite. Your Right to a Safe Delivery

OBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

¢(26. (@ NiysP

a$S(Jurc.=: of Information:

__dfient [ Family [ Others, specify

Date of Admission: <=2

Baseline Information:

Admission From: [ ER [J OPD [ Admission Desk [ Others, specify ............. "ﬁ«ﬂ-&‘
Primary Language: o Telugu [ ' English 7 Hindi | OthErs, SPECIY ...ov.evererrererseeereeessseressesessesees
Do you require aninterpreter? [ Yes e\ YOS SRV «.ovvsisiisiistloms i i v b i s s rma s G+ B S T S R O e

| Allergies: [ Yes ZMNo [ Medications [~ Blood Transfusion " Food OGE coccissinppisssbonmiioniiing
T (0[] SO OO O PO PP U DT POO SO P PP
CRIBE COMPIAINIS: .............occneesassnseonsraensrosasssossasassmnsivsntossbonssssissasdassnssansia Doctor Notified on Admission;_L-o¥es [ No
...................................................... et rees e esiesesssssesessisssiseenensnnenen . Name of the Doctor: DR ) M/"&QQ.
................................................................................................................... Time Notified: .........[ 2.2 S0 LMoo
Past Medical History: Obtained From /’ﬁatient "I Family Member [ Medical Record ("] Other (specify) ..................

Past Medical History Past Surgical History

Previous Hospital Admission

NS Yeb

Yo) -

Gynecology Assessment: " Not Applicable | Gynecology Surgical History:

Gynecological History:

Q/Ienstrual History: B&Njé .......... Caesarean Section: -D@E es Contraceptives: «—No [ Yes
................................................................. Cervical Cerclage: _~MNo [ Yes Vaginal Discharge: =No [ Yes
Onset of Menarche: .. [ nggm&d. Ectopic Pregnancy:~~TNo [ Yes Post-Coital Bleeding: .+®o | Yes
Menstrual CyclMegular I Irregular | Myomectomy: ,'/r‘N/n | Yes Infertility: _}No’ 1 Yes
Last Menstrual Period: 20[ f , 2..@ ......... Others: If Yes Type: (] Primary [] Secondary
Obstetric History: G ..X...cooooiinnns P L ‘ ...................... A i D ]

Previous LSCS: . ‘feb e R R SR AR
Current Medication: _~7 None | Yes, If Yes, Fill the reconciliation form
Family History: | ' No Abnormalities Detected Cfﬁ’{—t&(,

[ Heart Disease "1 Hypertension _Diabetes [ Stroke 1 Seizures | Kidney disease

1 Liver disease (S]] SRR A
Vital Signs / Measurements: Temp: ({ﬁ-’(g\k@ HR: q\cg,lm RR: 2'-‘-'51!"),

gp: 103116.... Weight: -..rve.v... Height: ...oceere..e. BMI: oo
Pain Assessment:  Pain: Yes: . I\,No/ (If Yes, complete the Pain Assessment / Reassessment Form)
Docu. No. : RCH /FRM / CLINICAL / 151 (PT.0.)




LBH-000 |P22-00023421
Mrs GUTTALA RAJESHWAR! F
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PHYSICAL ASSESSMENT

General Appearance: jﬂeaﬂhy C1ill looking ["] Anxious ["] Agitated E1OMers: o issoamen poree

Fall Assessment: _+Yes "I No Score s (complete the Morse Fall Risk Assessment Sheet)

HiskofPrassureSore:)\‘es' “INo Score.. 2. (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: Ifa patient needs assistance with any of the following inform consultant

~ Mobility problem "' Walking Problem ;’ﬁaﬁmormalﬂy Detected
~' Developmental Delay " Musculoskeletal Congenital Abnormality
Inform consultant for positive criteria
NUTRITIONAL SCREENING: "o Abnormality Detected
1 Overweight ! Poor Appetite > 3 Days C Needs Therapeutic Diet.
L Under Weight LI Diabetes Mellitus L] Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
_~"Calm & Cooperative [ Restless " Depressed I Agitated L] Confused

Inform consultant for positive criteria

SOCIAL SCREENING:
1. Marital Status: [Single = _~“Married [ Divorced [ Widow

Social History: Lives With ... TTUSBAND, .

i
2. Special Habits: Smoker: [ Yes £7No Alcohol Abuse: [ Yes | (No/ Drug Abuse: [ Yes =7No

Orientation has been given regarding the following aspects:
Call Bell in Reach : _/zYES 1 No Waste Disposal Explained: /Wes TINo
Infusion Pump : I'Yes ')Lo/ Hand Hygiene Explained: #TYes [ | No | Others

Above information given to .. qu:m.b .....................................
Name of Person Orientation was given to: 0\9% Cl Q&HQ&.M?LL ............

Orientation NOtGIVEN RBASON: .....vvvvveivisreereieeeseeieseeseeseeesseseeesusesesesssessessessesssssssnnes
Nurse Signature: ........... @\ ...............................

Nurse Name: ............ ZOINN '. ............................

Date & Time: ..... .‘l%@n ..... }9’"&}9’)




Ref. No. : F/HW /PGN / INPR /15

LBH-00048320 1P22-00023421
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CIN : UB5110 TG1998 PTC029914 www.rainbowhospitals.in
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Ref. No.: F/HW/PGN/INPR/15 -
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Ref. No.: F/HW /DC/INPR /05
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Rainbow®

Hospital

It takes a iot o treat the |Rtle.

Dr. CHUPPANA RAGA SUDHA

BY RAINBOW HOSPITALS

| Gender O
B b, i ‘Bmhmghf T B —

Your Right to a Safe Delivery Date Of AAMUSSION & oo.eeeeieiirieeseeeseserssesssseessesraneenseeneesesessaesbanesssessanerrnesansessnnan

, LBH-00048320 1P22-00023421 .
Patient Name : ....... Mrs GUTTALA RAJESHWARI ~ wooeeeess Age: ..
24-08-1800 36YOMAD (F)

DRUG ALLERGIES : \ )

FOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR

Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
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 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 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)

DRUG :

q.

Date}p

ﬂ(‘eCL U'PL’UJ Time

Dose

Route  Frequency | Start Dt.

0% Plo gy |29]4

v

Doctor‘%Signaiura Valid Pedod| Pharm.

Additfonal Instructions

Datelp
DRUG : ==
Dose Route | Frequency| StartDt. | *

Doctor's Signature |Valid Period| Pharm.

Additional Instructions

Date)}
Time

Dose

Route |Frequency| Start Dt.

Doctor's Signature | Valid Period| Pharm.

Additional Instructions




LBH-00048320 1P22-00023421
Mrs GUTTALA RAJESHWARI

24-08-1990 BYOMSD

LT pl Dl Ml s
% REGULAR PRESCRIPTIONS
Date
DRUG: q- pALACA N Time f\,\H
Dose Route | Frequency | StartDt. Vé
oy [ Plo | sl |24 [FTecd
Name & Signature of the Doctor
tarting the Drugs:
starting rvg -
-()t'f‘
Additional Instructions: )
\V
Anr'rl
& o
Daily Doctor's Endorsement by a Sign. = \
D' )
ate
DRUG: . PANTO P .
Dose Route | Frequency| Start Dt.
e BAED Lu, 24 [t [pal¥
Name & Signature of the Doctor ¢
starting the Drugs:
Additional Instructions:
Daily Doctor's Endorsement by a Sign. ,&
v
Dately
DRUG: T -
Dose Route | Frequency| Start Dt.
Name & Signature of the Doctor
starting the Drugs:
Additional Instructions:
Daily Doctor's Endorsement by a Sign.
Datal
atelp
DRUG : —
Dose Route |Frequency| StartDt. |
Name & Signature of the Doctor
starting the Drugs:
Additional Instructions:
Daily Doctor's Endorsement by a Sign.




Date B
VARIABLE DOSE Time | | Nurse Sig. | Nurse Sig. | Nurg:_Slg. | Nurse Sig.
Dose Dose Dose Dose
DRUG : Dr Sign Dr Sign. Dr Sign. Dr Sign.
Route Start Date P e = i
m. Dr Sign. ngiﬂT Drs_lﬁ
Name & Signature of the Doctor Doss — oo Dot Dose
Dr Sign. Dr Sign. Dr Sign. Dr Sign.
Additional Instructions [ose o o o
Dr Sign. Dr Sign. Dr Sign, Dr Sign.
VARIABLE DOSE Dk Ny
Time | | Nurse Sig. | Nurse Sig. | Nurg_Sig. | Nurse Sig.
Dose Dose Dose Dose
DRUG : Dr Sign. Dr Sign. Dr Sign. Dr Sign.
Route Start Date = Dase Dosé [e=s
Dr Sign. Dr Sign. Dr Sign Dr Sign.
Name & Signature of the Doctor Do Dass [ose Dose
Dr Sign. Dr Sign, Dr Sign. Dr Sign.
Additional Instructions voss o pose o
Dr Sign Dr Sign. Dr Sign. Dr an.
STAT / ONCE ONLY DRUGS
DATE TIME MEDICATION D ROUTE | SIGNATURE | NURSES
. p{"l)\a@:t
y\6l2% P\ | T 1o feST|  @6v g Y MQA &l
] S
MWT%})W 7 poLo 650 3 PO | [eaep
! {Qiouefg |
L d
'f,\; % o |
2 \ A120fm.| PoLo Firo ) ﬂp. L ot
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D N N ey L Dt Y L
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=
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9 [dz& 3 T- 18 00REBSTOL 40\9 g P/R __“_“‘::_ GM@&M
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Patient Name : I.P. No. Sheet No. Wards Weight (kg)
I.V. FLUIDS CHART
Flow
C ition of I.V. FLUID Doctor | Nurse | Date of | Doctor | Nurse
D et AR £ T L e Aéﬂfl =
10 PL 20V '
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Ref. No. : F/HW/PTF/INPR/14

Rainbow: | @ oo PATIENT TRANSFER FORM

Children’s g
Hospital BY RAINBOW HOSPITALS

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

o

Patient Name / I.P. No Date & Time of Admission Date & Time of Transfer Order
e | lohe ot 1205y B, wlshs at S 30 AL
TP NO:0002342| 28 (612 S .30

Treating Consultant Transfer ordered by Reason for Transfer
D\b M J:’L‘UL‘P ‘ /’égl ‘ Xm‘-a_ﬂ:].@n

From Bed / Ward / Hospital To Bed / Ward / Hospital Informatiopto attendant

Yes No D
M 30

Number of Sheets in clinical file Number of Imaging films Personal belongings including
clinical documents. If any handed
overto attendant
@ o Yes[ ] No []
' If yes, What ?

Medications / Consumables / Surgicals / Hand over
SlI.No. ltem Name Quantity 2

2: iy Sl "@ Tab &hﬁ?{;\ (s

* —[Gb ; M ?mm@

tab: Acle  —(io)

Shifting Summary / Notes written by Doctor:

Dl kowpakihike

Name and Signature of Person| Name of person ordering transfer | Name & Signature of Nurse | Referral note & referral Doctor
filling this part Supervisor Name:

(Vo N foutpatidits

Patient & Clinical records received by:
S
O X ar .MES’\ \:(b
b
Signature with Date & Time ' S
&Y
If the transfer order time & Completion time is more than 30 minutes, please tick the reason mentioned below:

Unavailable bed [_] Nurse not available [] Available bed not ready
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Rainbow®

Childrens | ‘BirthRight"

Hospital
"t LBH-00048320 1P22-00023421
|_ Mre GUTTALA RAJESHWARI

Dr. CHUPPANA RAGA SUDHA

AT

24-08-1090 YOMSD (F)

Ref. No. : FFHW/PTF/INPR/14

PATIENT TRANSFER FORM

BY RAINBOW HOSPITALS

Treating Consultant

N Qo_uéw\ Qudha

1 Delive
i Date & Time of Admission Date & Time of Transfer Order
22 |08 (J¢. 99 loc\0g
(LT e
Transfer ordered by Reason for Transfer

s - {\_;‘!mdl{d\ S &N

From Bed / Ward / Hospital To Bed / Ward / Hospital Information to attendant
” Yes [ G- Mo []
Bo | M\C o
Number of Sheets in clinical file Number of Imaging fims Personal belongings including
clinical documents. If any handed
over to attendant
) Yes No []
If yes, What ?

Medications / Consumables / Surgicals / Hand over

Sl.No. ltem Name

Quantity

—

RL~ (1)
\f§'t1~(/'

Uﬂdtf\ Pﬁd@'

o

Shifting Summary / Notes written by Doctor:

filling this part

Name and Signature of Person| Name of person ordering transfer | Name & Signature of Nurse Referral note & referral Doctor
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Supervisor Name:

Patient & Clinical records received by:

Lo pis

Signature with Date & Time
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If the transfer order time & Completion time is more than 30 minutes, please tick the reason mentioned below:

Unavailable bed

[] Nurse not available [] Available bed not ready
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Ref. No. : F/HW/PTF/INPR/14

Rainbow” | @ BirthRight PATIENT TRANSFER FORM

Children’s
Hospital . BY RAINBOW HOSPITALS

It takes & lot to treat the little. Your Right to a :‘»ale Delivery

Patient Name / I.P. No Date & Time of Admission Date & Time of Transfer Order
MAS - o) - '
o] cwas o3 \4 106 @ Dlthe &
Treating Consultant Transfer ordered by Reason for Transfer
D4 ofhgnsulia. D, | (kbithe Obteshisn
From Bed /Nard / Hospital To Bed / Ward / Hospital Information to attendant

Yes‘,g” Nol:]
Mlw .

Number of Sheets in clinical file Number of Imaging films Personal belongings including
clinical documents. If any handed

over to attendant
& : A~

If yes, What ?

Medications / Consumables / Surgicals / Hand over

Sl.No. Item Name Quantity

1,

Shifting Summary / Notes written by Doctor:

Name and Signature of Person| Name of person ordering transfer | Name & Signatgre of Nurse Referral note & referral Doctor
filing this part PN Supervis Name;

e | WG @

Patient & Clinical records received by:

Signature with Date & Time Gf)gz\k’g;\@}

If the transfer order time & Completion time is more than 30 minutes, please tick the reason mentioned below:
Unavailable bed (L] Nurse not available [C] Available bed not ready




