Rainbow Children's Hospitals - Visakhapatnam

% Plot No.15, Health City layout,Sy. No. 21 & 27,Part of Chinagadili, GVMC Limits. Govt General Hospital Kds
Rainbow' @ Vishakhapatnam ,Andhra Pradesh, INDIA ,530040.
Hospital . @ Birthior] TEL NO :891-3501601

WERB : https://rainbowhospitals.in

N

ADMISSION SHEET [
am
. . , R AT CVIOERIT R R 1
Registration Details :
Admission No : IP22-00023426 Admit Date :29-Jun-2026 Admit Time :05:53 AM UHID : HCV-00041162
Patient Details :
Patient Name : Baby B/O PRAVALIKA BODDU Age :0D
Guardian : Mr PERLA karthik DOB : 29-06-2026 05:09 AM
Gender : Male Religion
Occupation Martial Status
Address (H) . Tagrapuvalasa Chitti Valasa Vishakhapatnam Phone No . 8555090209/ 7799499747
A ————

Andhra Pradesh INDIA 531162

E-mail . perla karthik@gmail.com

Admission Details :
Bed Type : BASINET

Room No : CRDL-SPV-316-1

Bed No : CRDL-SPV-316-1 Ward Name : 3F-THIRD FLOOR
Admission Type : First Visit

Contact Details :

Name : Mr PERLA karthik Relationship : Father
Contact Address Phone No . 8555090209
vt
- .ﬁ'-r_r‘
J
Signatuire
ST —

Doctor Details :

Doctor Name - Dr. R HARIHARAN Specialisation : NEONATOLOGY

Referral Doctor : Self

Co-Consultant

Phone No

Payment Details :

Payment Mode : Cash

Deposit Amount  : 0.00
Payor Name : SELFPAY

-~

rinted Daie : Time : 29/06/2026 05:53

0PV done. © 1N~ 29/ l2¢
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Rainbow® . C
Children’s B BirthRight
Hos pita| . BY RAINBOW HOSPITALS
ACTIVITY RECORD FOR BILLING It takes a lot to treat the littie. Your Right to a Safe Delivery
Name: :f;?:f‘:‘;:i 1P22-00023426
G o o tonoy |
B [ [ —— IP NO :..or. R HARIHARAN M) e Dept.iooiieeeiiiiinens
Date of Admission :................ m ”, “ "" "llm”” ” ”””I l"" NSCNANG:.....ouncrvnsarenses TIMe:.covsecrereres
Room /Bed No :.......cceceuunnne Ward :...ooveeiiienne Suggesied Billable bed type:............cccceeiiiiiins
WARD TRANSFERS
Date Time From To Signature of Nurse
29626 | 92001 (D2 b (5800 »
Cross Consultation Visit
Doctors Name Date Order No. Signature
1 e

2 /
/

10.




MEDICAL EQUIPMENT (WARD & ICU

Name of Connecting | Disconnecting ;
Date Equipmient Time Time Order No. Signature
Ve
/
z

e

e e
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PROCEEDURE

Date Proceedure

Quantity

Order No.

Signature

ANY OTHER INFORMATION

Date:g 0\)"\% Time: \\\ ) ‘jf;bh |

Prepared By:

Staff Nurse Shift / wa(

Billing Assistant

Billing Supervisor




2z

. R . b:-
Patient Sticker | cﬂ%?dr%\gis Blrtthght
Hospital _ | ) maswonormus
NURSING DEPARTMENT
NEWBORN - NURSING ASSESSMENT FORM
(Select and 'fick mark'[ v ] the boxes as applicable)
Baby's Name: BJ&PWMJ]M Mother's Name: Bﬁﬂmﬂlkdx
Date of Birth: au‘{fﬁfﬂ-b Time of Birth: Sf@‘?@rm Gender: (vm(; Female
Birth Weight: &,%i’b Kas HG: cociiniaa wessazsviamess CITH Lenght: .......ccccvmreemnueinene. T

MP%&““O“ CiYes  [No™ Crieaétsirm Cl¥es™ |
/ Pre-term / Post-term: TQJLN\

Resuscitated: V Blood Group: Mother: ......(P.. N%fl'\f VEBaby: ...
Feeding: gast Feeding [l Formula [ Both First Feed Time: . Qz Q0. A_\,,\

Mode of Delivery: Eﬂorm( [JLSCS - Emergency/ Elective [ Instrumental O AVD
Indication: . R R

Physical Assessmenl of New Born:

Temp: O(‘ir-fa °C  HR: “.{_e& Min RR: B Min BP: . SpO; LBD..
Pain Score: ( Follow N Pass) .

Fall Risk Assessment: /ﬁ:; ETK- ) Score: H (Fill the Humpty Dumpty Sheet)

Risk in Pressure Sore: [0 Yes [ No/ (Braden Q Score)  (Fill the Braden Q Sheet)
Behaviour Status on admission: (] Sleeping Dcam [J Calm ] Drowsy

Findings:
General Appearance: Posture : [J Weli-Flexed [ Asymmetry

Skin: ink ElMeconlumStaln L1.0Hhers, SPBOHY: ..o insissnseserssiesisiirnssstisesssrssessassrorsssesssyesssammsses
Nursing Managemenf: ( Please strike through If noW e.g.Yes /Ne- )

Vitamin K 1 mg /I‘M Administered: Yes / No

Routine Care Provided: Yes / No
Capillary Blood Glucose Monitoring Done: Yes /

Neonatal Screening Done: Yes / No

1. Nutritional Screening: Feeding Problem Yes / No i

2. Functional Screening: sculoskeletal Congenital Abnormality Yes / 7(
3. Socio History:  Siblings Yes- / No

All information obtained from C‘"g/o_t_her [IFather  ZJ Other Family Member

Newborn Screening Discussed: Yes / No

Nurse Name: M‘L Signature: w..m. Date &Time: %@/Z@.S»%}V

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




Ref. No.: F/ NICU / IPMR / 03
1CV-000411 P22:00023426

Ry OLC NEONATAL IN-PATIENT

10-03-2020 : ht"

X A 2. MEDICAL RECORD

Delivery

ADMISSION INFORMATION i

Mother's Name : ...... L aav Al ns.. AGE sgsisivees FEAPORE NBING T cissiassiaisviasviasommmisiiavanisssio I Sinoiasisstsnss

Date of Birth : i daness Daterof AAMISSION T isuniaisinaminmiiiaiig .. L.P. No.:

NICU Consultant : B{ HCW‘ AWM.t Referring Consultant : pf lﬁ-?ﬁ\ W

Transferring Unit: [ OT \B{abourﬂoom Oer 0O Ward

Transported ? O YesL¥No - Ifyes: OLong (> 30 kms) DO Short (< 30 kms)

BIRTH INFORMATION :
Name : ‘O PT"’"\'(‘““L‘"’ corsemneenens | Mother's Blood Group : O il 5. R
) Gender : E/ OF Blood Group: . Bﬂ— VQ Birth Weight (gms) : & 3"“ "’)) Lenght (cms) :

pate of Binth : .. 2161 Yo Time of Binth : S U‘MNI OFC (BM18) © wovrvcrseresesssssssaessssesmssss st sesessssss s
Place of Birth : QCHW&%% Estimated Gesth Age : .....of Wt ks

Current Obstetric History : (Booked / Unbooked Case)

Maternal AGe : ......ocvevemreves HE S oveneceeneens WE D i BME i, Married Life © o LMP 2 i EDD 2

Conception : SPONANEOUS OF WIT BRX.. 1 1 iiiiuiiiiuiaiuiuiansiiusisissiinionssvsensimmassseisiossisesinssssissseanss st o oesssssosiad ovs 190024 0 a1t aeibaasdSefbmsantin s dnbbaiiabinasnidins

Booked at what GA. : .. AN Steroids Drugs / Doses : e

Last Scans Detalils : C&Ph"\‘o s PD‘*I’ P\A H,ML%, 559 W I P Er"‘:’ 7'53;)— W - SRS

Dq’) Lu-;@;qc@( £t v\ 27T immunization and Iron / Folic Acid : o O, 3—9)
MATERNAL RISK FACTORS

Age: O<18yrs [> 35yrs H/o GDM/ pre GDM/ on diet or insulin

Consanguinity : O Yes DONo Controlled or not, recent values, HbA1 values :

& If yes, degree of consanguinity : 01 02 O3 QDIV) ) AW dewm er SR 576'0

H/o PIH (after 20 weeks) / PE TV~ MQL ;\6 Compliance with Rx : BD

How many Drugs / Doses / Since how long : . Scans : LGA, TIFFA, Fetal ECNO : ..oooceveesiiresineseniessnsssnsesssanens
Aﬂﬁ D ‘a")vf-w H/o Hypothyroidism : when diagnosed ? Medication?

H/o value of recent BP recording, proteinuria, edema,

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

JUGR - WHeN deteCtEd © ...oovveeeeereireesiessesiassienssmssmesessessssnsseassasssssees ( Anemia, SLE, Jaundice, CHD, Heart Disease )

Doppler (Increased Resistance / ADEF / RDDF / Infection : H/O, Fever

Redistribution in MCA) / DUCtUS VENOSUS : ...c.oveeeeremviemreenmresenenns (OMalaria OUTI OTORCH OTB OHIV OHBY)

AFL © et UTE - When e ANY CURUPE © i

PPROM : Duration : .........ccooveeeeneee. [JUterine Tenderness  [1Foul Smelling Liquor  CJHVS (if taken) - Results ..o

Medication during Pregnancy : ... ossssessessessess DUTHON & i

CIN: U85110TG1998 PTC029914 www.rainbowhospitals.in




RIC HISTORY
it

| e ‘ ..............

SI. No. Age

Significant Details

PERINATAL HISTORY

Treating Obstetrician : W‘Iﬁfv.dU\ﬁu

ceveissennnnns. Hospital @ Rui\/\%ﬁ_}( .........

Mutborn

Duration of Labour

First stage (> 18 hours sig) NV D
Second stage ( > 2 hours after dilation)

LSCS : [0 Elective [0 Emergency Indication : ...........cccccvmriaunnnens

O DEOIY T POBEIIY M iucrusimausaninss sgasi s onsus i raHu TSR LS 34

Augmentation of Labour : [ Induced [J Assisted Vaginal

CTG: O Normal [ Suspicious [IPathological

Resuscitation : O] Yes [ No
GOrd ABG 1o s i s e s s v ssos v
Placenta : (weight, surface, No. of cotyledons, calcifications,

MAOIMAtons, CIOMS BID ¥ i wiiimmisiiiimmisiveisismiriiissaisiis

L
NEONATAL RESUSCITATION DETAILS
APGAR SCORE Gestational Age : ...cccceerverrcrreree WBEKS T v
SIGN 0 1 2 1 Minute 5 Minutes 10 Minutes
COLOUR Blue or Pale | Acrocyanotic | Completely Pink \ !
HEART RATE Absent <100/ Minute | > 100/ Minute ’_'): b=
: Tty or Active 2
[REFLEX RRITABILTY No Response Grimace Withdrawal . [y
MUSCLE TONE Limp Some Flexion | Active Motion 1 v
Weak Cry: 2
RESPIRATION|  Absent | wypoventiation | Good Crying
TOTAL 4 9
Resuscitation Comments :
Minutes 1 5 0
Oxygen (o
PPV / NCPAP
ETT
Chest Compressions|
Epinephrine

POSTNATAL / HISTORY OF PRESENT ILLNESS

Chief Complaints :
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Investigation details in previous Hospital :

Feeding History :




Past History :

Family History :

Socio Economic History :

GENERAL EXAMINATION ON ADMISSION

General Description :

f,“a Lot | o\c,t"m‘u]k orev d

VITALS : Temperature : 34’%0 HR : 55"]’”‘7 AR : 511';[,14:,-) NIBP & oviissisussinmsinis G 43%

Colour of the extremities MWOW :

JAUNGICE : .oocorricrinrinessssssssns Tomssssssisess PAIOE Tt ssses s SPO2 - q_&,\bﬂl@
1© pn,

Anthropometry : Birth Weight : &‘S_Q'L,Lﬁh LeNGth © covvvernseeasissmssiannss HO 2 ssrssrsissssssssssssissonsiss PTESOIEWOIGNE : oovccivunesmsmseneensens

Ponderal INGeX : oo AGA ¢ \/ ............ SGA oo LGA -




IR =

HEAD TO TOE EXAMINATION

HEAD : Fontanelles :
Sutures A C‘Tl ek
Shape / Moulding : f P 0(’
Edema / Bruising : et l%q,l
Size - (H.C.) :
Facies :
(Any Facial @
Dysmorphism)
NECK and Range of Motion : @
CLAVICLES : Asymmetry :
Masses :
EYES : Symmetry :
Red Reflex: ~—3 To be Ckadu.o]
m Discharge :
EARS, NOSE Ear set / Shape :
MOUTH and Preauricular Pits / Tags :
Lk Nasal shape / Patency :
Palate : @
Gums :
Lips :
Tongue :
THORAX and Shape of Thorax :
BREASTS : Position of Nipples and Number : ®
ABDOMEN and Shape :
UMBILICUS : Organomegaly :
L
Bowel Sounds :
) Umbilical Stump: = Q& 41V
Discharge :
GENITILIA : Labia/Hymen: aaaly e temal 9(‘”"‘ bl
Testicles/penis :
Anus : R\ tety, d..b’)(.b\,«.d-l—%
HERNIAL ORIFICES @
TRUNK and SPINE : ®
SKIN LESIONS : @
EXTREMETIES : Fingers / Toes :
Arms / Legs :
Deformities :
Mobility :

Hip Joint Examination :




SYSTEMIC EXAMINATION

Respiratory System :

Breathing Pattern : [J Regular l;lfPE-riodic OShallow [Gasping

Mention If baby has Respiratory distress : RR : SH)MU:"’ éCH [ICR/ Sea = Saw BISEUNGS «oumsmsrammmmmraimaeonmmmrassiing
Scoring of respiratory distress if present (SIVEIMaNn OF DOWNE'S) :© ... esssisssesisnessestsansesssssssssssssssbsisssssssasasssisessas
Mention if baby is on : O Hoodbox O cPaP O Ventilator

TGS a5 T van et i s e s anssnessansssanasensnsssepessmeys snpasnsagesessesesse s messapsapomsshasaaretss

Spo2 : ... AUsCUation :...ccieiicieiiicienee.... Breath Sounds : blL‘&f_@ Added SoUNdS : ...ccoeerrrerrireniesienens

Cardiovascular System :

HR : ”’O'Qm = - o = 1Y Y YA

L.
Femoral Pulses : 4&.0.1" MUITIUES © i et st sas b et sn s e ams s st srna s

Other Peripheral PUISES & ......cvevveecrerersns S sasee e seses st s Signs of Cardiac Failre & . uumimsimiiiisii i aiii

Abdomen : Hernial orifice : .......cccocninviimisierinianins
Shape'l Luisunimsimaisisauimiinnsai e AL Patency-s..... {Gx‘f(’/hl'
Palpation : AD"‘,{-—" Umbilical Cord : .. oo A UM

Palpable Masses : ... ISt Uring passed : ...... .. P

Abdominal ginth @ .........ccccommmirerrerrieemerseniessisee e MECONIUM Passed | ... v, '+PM4

Nervous System : Higher intellectual fUnCtions (SENSOMIUM) © ..ucuiiiiriismsriinismmisssimnssissesssenssssnsssssssesiansessestss stsbatasmsssstisnsensesssssaress eises

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

Prechtle Score : @

Cranial Nerves :

Motor System : '

IV O TI it i0 00+ ik iasssimmnegpr mera e PR P EERS RSB DA BE AT KO 18 e S e 44 0 e e g e A ST S 4o et e oA e ot bbb et

Active Tone :

INBONALAI REABXES : ...ttt et b st ee s s s et s s aes s s et e b s e bt e e e b e et ee s es e e b s et s st et st ettt ee i
Grasp: 00 Palmar [ Plantar [ Sucking [0 R0OHNG [ CroSSEd AQAUCIOT : .........vovvvecoeerereserees evessoessseseesesessseeseesesssssssssssssseeseesesessssens

MOTO'S & oo sssresseesessessensessenrssseeronse D TIR 5 vovessssssessssssess sosesssssessessesssessessessesssesessessesseses s seseesse e eesseeseeses et eesseos
ATNR = onnniisinssissssssssssssssssassissssssssssssssssssesesss OKUL AN SPING £ rrvvireirveessieseissssssessasessesssesosssssssssasseseassssesssssssessssmsesssssmns

6
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ANY CONGENIA] ANOMANES : ..cvrercrssriersssssisssssisss et ssssst s

FOOT PRINTS

Left Side :

Right Side :

ﬁ Resident Doctor :

Signature : ............. <SW‘W' ........................................ :

Consultant :

SIGNALUTE | 1..ocevariirnimsirensiisisssersssss e sssssasssans

Date & TiNe & v vimes iimiinssamss s i sisssis

PLEASE FILL UP THE FOLLOWING DETAILS

1. NAME OF the TEIEITING DOCIOT | .....cevveiiiieriamesnmssrss s8R S

2. Name Of the FEfErmiNg HOSPILAI © .........ccuuruuiumiisiii it tb bbb eSS
AATEES © ovveereveseesseesassasstssassssssnssssbesestosssassstessassssssnsassssnens st biatassssstoss esnss meesestorshesssesresesernsreassssssssss sesessisrsrsnisiesatstssentasasses
CONEACE NUMDEIS : ...voevsensesesssssseisnsesassssessssassssssssosesssssnssssiessessnssassesssss saasassasssssssesssssssrassssssssssssessssssstog tssessasasnsssssassanassenstanes

3. Contact Details Of the referring DOCION : .........c.iiiiiirueriuistssisies st LSS e
KOO NI L....c.oerorisrrmionirss Siiiaviiares T sv iR sa BTSN S PR i ETiall D) % . coreisnsnrsnsan taminsnssnpmmsnsesbisssasisnivas susssasivani
4. Name of the DOCIOr in RAINDOW TEAM & ......cuiiriiiiiieiairineses s sS4 LRSS

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

on whose name the patients is being referred.




AT THE TIME OF TRANSFER TO THE WARD

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

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

Y ORI POCTLIPEIMBITE T s uusivassiveiscarminnsinaiivaiisas s A S P e B s Eabe e st ammvasomrens

SYSIBITIC . .v.ovvvveisirrinsermessesscssensensarsssssssssessssassssssesesarsssensassassssesssesssssssssseossenssssassssss et sasssonsssss satssssessmesiesnsantssssetsmenssssessemsoneeneee

Pulse. Oxymetry Screen : R}\F[DD‘!*L}\"O\Q“RL-"'[OU\!‘LL’"Q‘Q"

New Born Screening: ...................

CIN : U85110TG1998 PTC029914 8 www.rainbowhospitals.in
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Ref. No.: F/HW /PGN/INPR /15

PatlentiNamE: .......smvamiminmnsmass
Rai."'%w.' ® BirthRight PROGRESS NOTES T Gender OM OF
ki .m!m.,oﬁm (USE BALL POINT PEN ONLY) o
DATE | TIME (SIGN ALL ENTRIES, DATE & TIME OF EACH ENTRY IS COMPULSORY)
20{blpb ptale, bre diothwreon | or. Boloy
— —_—
D ”fem\ pepl o | @hve | pad
L A P 2gmonsy
e )
o
{psrcdnuey) %56 %, e leome. \ oty A G |
poutd D b‘)ﬂ'\}f unhwe
L S | feied
[urfot 2 B ) Cading o oae

NOTE : DO NOT WRITE OUTSIDE THE MARGINS

CIN : UB5110 TG1998 PTC029914
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Ref. No. : FFHW/PTF/INPR/14

Rainbow” | @ . it piche PATIENT TRANSFER FORM

Children’s
Hos pita| .av RAINBOW HOSPITALS

ow Binki in = Cate Delivery
—HCV-00041162 1P22-00023426 —
Baby B/O PRAVALIKA BODDU Date & Time of Admission Date & Time of Transfer Order

o Ry o Je (26 @@/é/&é
RLCTERT 4 536 — D6

\

| roauny vunsunart Transfer ordered by Reason for Transfer
D [Jal i1 Hakon | ©~ -Pakl W ARa» Horirodrem
From Bed / Ward / Hospital To Bed / Ward / Hospital Information to attendant
e Yes [}—No [ ]
L &fE 2|6
Number of Sheets in clinical file Number of Imaging films Personal belongings including
A clinical documents. If any handed
over to attendant
Yes No
@ il & O
If yes, What ?
Medications / Consumables / Surgicals / Hand over
Sl:No. ltem Name Quantity
1.
2.
3.
4,
H
5.

Shifting Summary / Notes written by Doctor:

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

(S0 A p R R PSS

Patient & Clinical records received by:

G\ -
S &

A . 4 il N
. » % = L
Signature with Date & Time kL (-{'Nb X

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




