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.aurth g! |

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
WERB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details :

I
Admission No : 1P22-00023401 Admit Date : 26-Jun-2026 Admit Time : 11:38 PM UHID : HCV-00041105 [ |
!
Patient Details : H
!
Patient Name : Baby B/O TULASI BANDARU Age :0D ‘
Guardian : Mr CHANDRA MOULI DOB : 26-06-2026 09:28 PM ;
Gender : Female Religion i
Occupation Martial Status
Address (H) - Visakhapatnam Parvada Vizianagaram Phone No : 9591081798/ 79956571115 '
Andhra Pradesh INDIA531021 E-mail . tulasibandaru404@gmail.com

Y
Admission Details :

'
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Bed Type : BASINET Bed No : CRDL-PVT-101-1 Ward Name : 1F-FIRST FLOOR |
Room No : CRDL-PVT-101-1 Admission Type : First Visit |
. |
Contact Details :
¢
Namie - Mr CHANDRA MOULI Relationship : Father P
Contact Address Phone No ; I
I
X Eég. |
Signature { ‘
. ; P
Joctor Details : |
f
Doctor Name : Dr. R HARIHARAN Specialisation : NEONATOLOGY i |
i
Refurcal Doctor @ SELF Phone No sf ‘
* Co-Consultant i
Payment Details : Deposit Amount . 0.00 ]
i
Payment Mode :Cash Payor Name . SELFPAY :
I
0Py dore— &9 (6 e
wcmﬂmda\ﬁ 07[61%6 m.@@(ajul
fod Qof Lo dona 071625
Printed Date / Time : 26/06/2026 23:38 Printed By : 018613 Page 1 of 2




ACTIVITY RECORD FOR BILLING

Name:

Date of Admission :.......

HCV-00041105
Baby B/O TULASI BANDARU

""""""" IP 28-08-2026 OYOMOD2H (F)

|
e I

\

1P22-0002340

Dr. R HARIHARAN

gl

Rainbow® : g
Children’s o BirthRight
Hos pita| . BY RAINBOW HOSPITALS
It takes a lot to treat the litle. Your Right to a Safe Delivery
BB ..o eeseressinsmisssasas s IDOP L sscisamsissisisasinss

te of Discharge..................... Tim@:..............

Room/Bed No ............ . ....— —Jgested Billable bed type:...........ccccceiinienns
WARD TRANSFERS
Date Time From To Signature of Nurse
22626 | X He o0 ol M
Cross Consultation Visit
Doctors Name Date Order No. Signature
1.
2 e —
3. =T
4, -
5.
6. .
.| /
=
8.
9.
10.




MEDICAL EQUIPMENT (WARD & ICU

Name of C ti Di cti :
Date Equiniriect O'JILI";‘;'”Q "S‘:EI’_'EH'I"; NG Order No. Signature
IR | BT | =
Q|66 SSPL 12:15p " 10 pan | 196Y T VYO




INVESTIGATIONS

Date Investigations Order No. 4 Signature
A
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PROCEDURE

Date Procedure Quantity Order No. Signature

ANY OTHER INFORMATION

Date: Qﬁ)té l?,b Time: Q A (Y) Prepared By: (m
A\//
Staff Nurse Shift / Ward Billing Assistant Billing Supervisor

LM
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TN TG Hospital | () smeonosns

NURSING DEPARTMENT
NEWBORN - NURSING ASSESSMENT FORM

(Select and 'tick mark'[ v ] the boxes as applicable)

Baby's Name: 5[07‘«1[9%33 Mother's Name: . rm;..,.imLo.w ..... bmd&w

pate of Birth: .. 266126 ... Time of Birth:..... 14 22 Pﬂ) Gender: (1Male [
Birth Weight: ... .5 12..... Kgs HC: . i .em SO
Meconium in Liquor: [1Yes /'Nﬂ/ Cried at Birth: ']
Term / Pre-term / Post-term: .. 1 2X7\......
AV L .

Resuscitated: [JYes PNO/ Blood Group: Mother: T s BRR e
Feeding: E,Bfﬁast Feeding [0 Formula ] Both First Feed TiMe: ...ocoveeeuerecereenensnnns

KMv-00014028 IP22-00023388

Mrs TULASI BANDARU

18-05-1982 34Y1M11D F)

Cr. CHUPPANA RAGA SUDHA
il IllIIIIIIIIIIIIIHIHIIIIIII
Mode of Delivery: DNormal [ L8CS - Emergency/ Elective [ Instrummsma
Indication: ....... A0 ﬁ@ r

Physical Assessment of Ne Born

Temp: bb‘ﬂ“n Hﬂlcébl(m:n Rﬂng i BP s | SPOS 00t

Pain Score: ..................... ( Follow N Pass)

Fall Risk Assessment: [JYes [JNo Score: ” (Fill the Humpty Dumpty Sheet)
Risk in Pressure Sore: [ Yes [ No  (Braden Q Score)  (Fill the Braden Q Sheet)

Behaviour Status on admission: (] Sleeping \Wg ] Galm ] Drowsy

Findings:

General Appearance: Posture : Well-Flexed [ Asymmetry
Skin: ,Qﬁwk 3 MECONIUM StAIN L OIS, SPEOHY: crvovevevesrsveersereessesssssssssssssesssssssssssssssssssssssssssssssssssssssssssssssss

Nursing Management: ( Please strike through If not applicable e.g. Yes /-Ne- )
Vitamin K 1 mg I.M Administered: }es/;? No

Routine Care Provided: )‘9.? / No

Capillary Blood Glucose Monitoring Done: Yes / No~

Neonatal Screening Done: Yes / N~
1. Nutritional Screening: Feeding Problem Yes / No/

2. Functional Screening: Musculoskeletal Congenital Abnormality Yes / Na/
3. Socio History:  Siblings Yes / yef
All information obtained from /FhVIuther ["] Father 1 Other Family Member

Newborn Screening Discussed: Yes / )lo’
L4

Nurse Name: ..... L AN e,

Docu. No. : RCH /FRM / GLINICAL / 144

cm

s e

Signatute: QQ\W" Date &ﬁme‘%[{/%@?‘ 3; o

e




Ref. No.: F/NICU / IPMR / 03

= . NEONATAL IN-PATIENT

Rainbow : s
Children’s & BirthRight
Hospital .ev_ﬂﬂms_m

Your Right to a Safe Delivery

It takes 2 lot to treat the Iittie.

MEDICAL RECORD

ADMISSION INFORMATION

Mother's Name : T“"QJ“'BQ'QLGYLL .......... Age g"‘l\o

Date of Birth : ..... 1%'5-\ a0 Date of Admission : ..........
... Referring COnSURANE :© ... s

©OT O labourRoom CIER

NICU Consultant :

Transferring Unit : 0O Ward

FatherBINBme bbb nmnTisatbeimasinms BB care

.......................................... ERNG i s R s R R S R

Transported ? [ Yes N’No/- If yes : OLong (> 30 kms) [ Short (< 30 kms)

BIRTH INFORMATION

-

@ Name: .. I@] \\.&}*N\-{ % o AN
| Gender: OM E*F/BhodGroup ............ O\d% G_‘FIU'Q

Date of Birth : 2.(9\41 \z‘s ..... Time of Birth : °l zapm
Place of Birth : ..... 25 )... A2 ..

Mother's Blood Group : .....
Birth Weight (gms) : 2°I

Estimated Gesth Age : ........A.0.. 808y

Lenght (EMS)  .ccoivcvrenrennnninneees

Current Obstetric History : (Booked / Unbooked Case)
Maternal Age : .......ceenrenes HE: s L)

Booked at what GA. :

L2 S50l (ﬂ‘c':» ():“"c‘*‘ T |

BMI ...

MATERNAL RISK FACTORS

......... Married Life : 73«.@ LMP : 1%“1 1% EDD 25‘“:

Conception : SPONtANEOUS OF WIth BX. © ... s ssss bbb
.. AN Steroids Drugs / Doses :

Last Scans Details : .......ﬁ.L&Lsh e Q0. d‘% Ln-@r\gug, f\w_q,a— Aﬂtmm L =,

and Iron / Folic Acid

Age: O<18yrs [I> 35yrs

@™ Consanguinity : O Yes Mne~

If yes, degree of consanguinity : 01 02 O3

Hio PIH (after 20 weeks) / PE

How many Drugs / Doses / Since how 1ong © To..vve.cumuememinisierireres
H/o value of recent BP recording, proteinuria, edema,

oliguria, any investigations (LFT, platelet count) : .........ccccveeiieninns
IUGR - when detected : ...
Doppler (Increased Resistence / ADEF / RDDF /

Redistrbuion in MCA) / DUCKUS VENOSUS © ...ovrrc

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

Controlled or not, recent values, HbA1 values : .7..............
Compliance with RX : ..o

Scans : LGA, TIFFA, Fetal Echo : ......

H/o Hypothyriodism : when diagnosed 7 Medication?

Any other Chronic Medical Problems, when detected

ORUGB T ivscsiicsacisiaiavitianismnensiaaniasisssmmassvisps vosssss rosossssisiainsa i omaysss
( Anemia, SLE, Jaundice, CHD, Heart Disease )

Infection : H/O, Fever

(OMalaria OUTI OTORCH OTB OHIV OHBV)

UTI : WHEN & occiceenreneenee ANY CUHUIE T e

PPROM : Duration : .......cccceuemierienans [OUterine Tenderness [ Foul Smelling Liquor

Medication during PregNaNCY : ......ccwiermmssessssssmsssssesssinssisssss s sssssssnssssssasinsss

COHVS (if taken) - ReSUtS .o

PIUIBHION 2 ciiiisisvinioimsssiisinsiissseissssssa siss s s saaps sansots

CIN : UB5110TG1998 PTC029914

- www.rainbowhospitals.in




: PAST OBSTETRIC HISTORY

Sl. No. Age GA wks B.W Gender Significant Details
fhaha

PERINATAL HISTORY

Treating Obstemclanfbslzc}\flw& Hospsial-&cy‘\f\% @oom  Dutborn

Duration of Labour

l

CTG :,B-Normal [ Suspicious O Pathological
First stage (> 18 hours sig) MSL ! .icovnnees

Second stage ( > 2 hours after dilation) Resuscitation : [ Yes [ No

Mnetama .. X N
Augmentation of Labour : O Induced [ Assisted Vaginal

Specify the reason : .................... Placenta : (weight, surface, No. of cotyledons, calcifications,

Malformations, ClOS 10 : ..o se s s sseessssesees s

NEONATAL RESCUSTITION DETAILS

APGAR SCORE Gestational AGe : ... WEBKS ¢ ovovernnee,
SIGN 0 1 2 1 Minute 5 Minutes 10 Minutes
COLOUR Blue or Pale | Acrocyanotic |Completely Pink {

HEART RATE Absent <100/ Minute | > 100 / Minute ;

REFLEX IRRITABILITY No Responce Grimace 5 itﬁ{,,ﬁ’:’f,,}’T o

IMUSCLE TONE Limp Some Flexion | Active Motion )
RESPIRATION|  Absent | yneexce | Good Grying |

TOTAL M, 1 oo Ve
Resuscitation Comments :

Minutes 1 5 0
Oxygen
PPV / NCPAP
ETT
Chest Compressions{
Epinephrine

POSTNATAL / HISTORY OF PRESENT ILLNESS

Chief Complaints :




HOPI :

D down K| € Mo
L“ﬁ“‘

M,\N\c\. @ VWA sphack. gV A
ry |

Bosy

o wudes ek

Investigation details in previous Hospital :




Past History :

Family History :

Socio Economic History :

GENERAL EXAMINATION ON ADMISSION

General Description :

C—-f:j f'(ovnx A\Mv‘l‘:j ~ Noted,

. <
VITALS : Temperature : @ HR : /QD}V-\Y) RR: ‘rglmm .......... NIBR'% i vnsisitansn BT s iciisisivicintin

Colour of the extremities : R“D‘@Ms&

Jaundice : * R S Sp02 : ?Bi@kq

Anthropometry : Birth Weight : 20’ LONGH  coroervetrcmmmenssssssinns HO ¢ crvcrsisisiannnsansissssces PTOSONEWBRGNL S coverniiiinnssioiiini

Ponderal Index : (T R NI - - (L




il RS~

B L

-l el

O e R HERD SO B AMBRONS Lt S L

R A~ -rr..-mf- e i

HEAD : Fontanelles : H - DDA
Sutures /
Shape / Moulding :
Edema / Bruising
Size - (H.C) :
Facies :
(Any Facial
Dysmorphism) ~
NECK and Range of Motion :
CLAVICLES : ®
EYES:
EARS, NOSE Ear set/ Shape :
MOUTH and Preauricular Pits / Tags :
: Nasal shape / Patency :
Palate :
Gums : @
Lips :
Tongue : J
t
THORAX and Shape of Thorax : ] @
BREASTS : Position of Nipples and Number :
ABDOMEN and Shape :
UMBILICUS : Organomegaly :
. Bowel Sounds : @
Umbilical Stump :
Discharge :
GENITILIA : Labia / Hymen : 'j ol Evtaweal Gt
Testicles/penis :
Anus : ~ Protwik Yool [SNISN
HERNIAL ORIFICES =
TRUNK and SPINE : @
SKIN LESIONS : P
EXTREMETIES:  Fingers/Toes : '
Arms / Legs :
Deformities : @
Mobility :

Hip Joint Examination :




SYSTEMIC EXAMINATION

Respiratory System :
Breathing Pattern : egular [JPeriodic [ClShallow [IGasping

Mention If baby has Respiratory distress : RR : Hf?f PALY)....... SCR/ICR / See - SaW Dreating : .............ccoocuvuummrrerrressmeseeessssesessessesssns

Scoring of respiratory distress if present (SIVEMMAN OF DOWIE'S)  ......vuuuvveeiereesesssesssseesssssesesssssssseesessessessssesessesesesseesssesessesssssese s e eessessees

Mention if baby is on : O Hood box O CPAP O Ventilator
ST E e sy S0 e 8 S O e | L1 bt et i o e

Spo2 : Gl‘c’].!@ Auscultation : .B’.L..A&@ ...... Breath Sounds : .M. N............. Added SOUNGS  ....moceverceecnn,
R-Q&

Cardiovascular System : v
HR f‘fD{Nn - TR TR A e T
Femoral Pulses : ............. 3 N P W | LV 1 —— T g oot S,
o |
Signs of Cardiac Failure : .. .. TR et - S

Other Peripheral Pulses : .........

Abdomen : ERTNIR ONTIOB T ciaiiiii s o T e T i v soms

o, T v . Anal Paténoy : ... PN ..........

Palpation : u&dﬁ\f ...... Umbilical Cord : 2B X LY e

Palpable MABEOB  .aswsicsmssiisissnsiisisniiiisiessossssiilsmivssiaratss

ABSEIRRLEINS co s i

Nervous System : Higher intellectual fUNCHIONS (SENSOMUM) & ...u.uevuuereevsrsussressessissssssensissssssessesssmssssssessesssessessesssmsssens

State of wakefulness /@
b

Prechtle Score : .........

Cranial Nerves :

Motor System :
PasSIVE TONE © ..oooeifeiirciiiec s sessee e essssnesesesansen

Active Tone : ...

s T T S S e RS T e

Grasp : ¥ Palmar Aﬂ{la;rtar A Sucking B Rooting BI Crossed adductor : .....................

Mo D i sl DT R e e e T R R ¢

L LR TR S T | © | T S ] SR




ANY CONGONILAL ANOMANIBSE & ......viviveiioniiciiamsnssssrissssssisnsassss iéeissdossosssssisnsssessanionssssrsnsatssessobdsnasssnsnssnse orsasasms e sdesiarssstsansss i Hasssasssssst biaadeariossassiss sie

FOOT PRINTS

l Left Side : Right Side :

Resident Doctor :

Signature : ,&
Name : &Q‘L\ﬁl\“&
Date & Time : eb‘qzb\'opm Date & Time : QIGM%L

Pt g

"

PLEASE FILL UP THE FOLLOWING DETAILS

1. NAME OF thE FEIEITING DOCION © ......ov.eoeeoeesesaeesecteeeseeasssssaseeesssesessssse s s ssess s s sse st et

2. Name of the referring HOSPIAI - .......c.ovrieiiiticuit et eaeee e ee et s e ense e e es e e st s eass s s sh s s e b e sae s e n s s

¥ Lo (=T3S U OO OSSO

ORI, INUITIDIBIB = ..y erensns sesssnsarasnusnsswasssas smens PR msmnssonsPAPLLSESSS e S0 0 O RS HEEOHASE 40180100 SR04 R YR FEORAL SRS IR SRS ARSI A 28 R R0 AR e g AR 1 10200 800D

3. Contact Details of the referring DOCION : ...........i it b bbb e

Rt AR . -~ |1 | SRSSISSORSOPISIT - USSR s oo
4. Name of the Doctorin Rainbow Team : .......ccccocceinuicuenes

+ereeeeenne... ON WhOSE Name the patients is being referred.

= R ——————E e




AT THE TIME OF TRANSFER TO THE WARD

PINA DIOIOBNES ool iroviadstissuviasissssussimiiassinsisiiississsiasvassossoia s A o va o i A o A T S s aaviacd

Presantlssues .. il vinimannmn it s it ib o R e e s ke s e AR T R e e

Vitel (B MR i T BRBR G B BP S anuniitng B BPOR i

Any OXygen reqUIreMENT : ........covueerirereeneerisereennrssssssesesssssssssesssessssssess

R L ] KGR E

TG i ot s e G s S T e P e s A s T S N as o S st i S R B v s

Lo o B e P e ey e R SN S L - (o=l S

c .

PP ..
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e < b s

Plan during ward follow up :

........ 1.).......:])6',r Landd. ... }abns.p«a&g l’a Bmpj
Qg‘rs&ms ....... Ao 4 B W 1 50 e

....... 2 QQ!\D.@?.:.[ L.ou..m

Screenings done during NICU Stay :
LSV OIS CNUL ORISR ROROE e | LY (0 e e AR
BB SOTBOIIY. ... ..o eesoesasrasiintbess i i st shanmn syl S S nas s deha A e A A TS SRS AR T A LA SRS B2 AR SRR S as s aa b it DT S A A sp e mensamnsns

B s s i e R R S s S o e e e e e A T o S T e e i
T i ionawsbaodunmuanvasnsaon ns saosae oot oo Foba s s S R N S e O A N U i A S 5 0 00 e S5 S MR S0 AR S 50353

PSS ONYINBIY SOIOBI 2 v oo s iveebba s s s s S s S s o WS s B s e s sy aa s b s ds s ems s s v v
INEW BOTN SCIEENING : ....vevevererereieieteiesseseestereeseeseesasseasassssenssssassasesasssassesenssanssissesanssensesssmesaressssnsesenssesentesessassesansssssenssssonsassanis

CIN : UB5110TG1998 PTC029914 www.rainbowhospitals.in
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Ref. No.: F/HW /PGN/INPR /15

I Patient Name : .

Rainbow” | @ PROGRESS NOTES  lowewws o "0

ok .E!M”RROLQJ’! (USE BALL POINT PEN ONLY) umm“‘“"'* '::'“”“'

GVoM
Hospltal HOSNS 002m

....... i WIIIIIHIIIIHHI L —

DATE | TIME (SIGN ALL ENTRIES, DATE & TIME OF EAGR crvve. .-
\ab L ‘ \
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NOTE : DO NOT WRITE OUTSIDE THE MARGINS
CIN : UB5110 TG1998 PTC029914 www.rainbowhospitals.in
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Ref. No.: F/HW /PGN /INPR /15

1p22:00023401
Pz HCV-00041108 * 81 BANDARU

Rainbow’ & BiibidiE PROGRESS NOTES |, ';‘;’..'z‘?u” svomse 7
Hospital :q;.:m__w;.'si_‘_f (USE BALL POINT PEN ONLY) i \\\“ m\“\m\\“\\“\“\\\
DATE . TIME (SIGN ALL ENTRIES, DATE & TIME OF EACH ENTRY IS COMPULSORY)
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NOTE : DO NOT WRITE OUTSIDE THE MARGINS

CIN : Ug5110 TG1998 PTC029914 www.rainbowhospitals.in
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Rain' ow .

Children’s . BirthRight

BY RAINBOW HOSPIT&L:‘)
Your Right to a Safe Delivery

Hospital

Tt takes 3 lot to treat the litte.

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

PATIENT TRANSFER FORM

)

Al

Patient Name / 1.P. No Date & Time of Admission Date & Time of Transfer Order
2340f _
Bo. Tubasy 266 @ 1118, | 2P Tl
“Treating Consultant Transfer ordered by Reason for Transfer
R ~Hosdosen | g Ssqually, | pewo BH Cose
From Bed / Ward / Hospital To Bed / Ward / Hospital Information to attendant

(o)

Yesp/ No [T]

Number of Sheets in clinical file

Number of Imaging films

e

Personal belongings including
clinical documents. If any handed
over to attendant

Yes[] No/|2/

If yes, What ?

Medications / Consumables / Surgicals / Hand over

SI.No. ltem Name

Quantity

1.

Propetd ()
VLAY @

5.

Shifting Summary / Notes written by Doctor:

filling this part

Name and Signature of Person| Name of person ordering transfer

PR - Souval s

Supervisor

Name & Signature of Nurse

Referral note & referral Doctor
Name:

Patient & Clinical records received by:

e

Signature with Date & Time

N R

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




