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ADMISSION SHEET

Registration Details :

Admission No : IP25-00020686

Admit Date : 28-May-2026

A TR L

Admit Time :11:37 AM  UHID : FDH-00046383

Patient Details :

Patient Name : Baby B/O SRAVYA YELLAPRAGADA

- Mr ashok raju linganaboina

Guardian

Gender : Female

Occupation

Address (H) . Myhome mangala, Kondapur Kondapur

Hyderabad Telangana INDIA 500084

Age :0D

DOB : 28-05-2026 10:58 AM
Religion

Martial Status

Phone No . 8919477586/ 8919477586

E-mail - sravyaysk@gmail.com

o
Adrf Mo Satails :

Bed No : CRDL MICU 4-2

Ward Name : 4F -MICU

Doctor Name
Referral Doctor

Co-Consultant

- Dr. KALYAN CHAKRAVARTHY KONDA

Bed Type : BASINET

Room No : CRDL MICU 4-2 Admission Type : First Visit

Contact Details :

Name © Mr ashok raju linganaboina Relationship  : Father

Contact Address Phone No

| 3 Rty
Signature
_,-i)octor Details :
: NEONATOLOGY

Specialisation

Phone No

Payment Details :

Payment Mode : Cash

Deposit Amount @ 0.00

Payor Name : SELFPAY

Printed Date / Time : 28/05/2026 11:38

Page 1 of 2

Printed By : 018701
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RAINBOW CHILDRENS HOSPITAL
DEPARTMENT OF PAEDIATRIC AUDIOLOGY

Hearing Screening Informed Consent Form

Hi! Congratulations on the birth of your baby!!!

Dear Parent,

It is through hearing that your child will learn to talk. Approximately 3 newborns per 1000 are born with hearing
loss. Although it is unlikely your baby will have a hearing loss, if there is one, it is important that you know
about it as soon as possible.

The first two years of your child’s life are the most important for learning speech and language. It is important
to diagnose hearing problems early because a hearing loss can prevent your baby from learning speech and
language.

The purpose of the screening is to check your baby's ability to hear and to help find those babies who need
more hearing testing. This screening test does not rule out severe and rarer forms of hearing loss.

Your baby will receive the test below.

Otoacoustic Emissions test (OAE). This test will not hurt your baby. Most babies sleep through the test. A
soft rubber earphone is placed in your baby's ear and makes a soft clicking sound. Healthy ears will “echo”
the click sound back to a tiny microphone that is inside the earphone. Both ears will be tested.

Please ask your doctor or nurse if you have any questions about the hearing screening.

Baby B/IO SRAVVA YELLAPRAGADA
CONIENT 28:05-2026 OYOMOD1OH (F)
Dr. KALYAN CHAKRAVARTHY KONDA

| authorize/request a hearing screening test for newborn, m”"lun,
MM
____.__A\fﬁ_f)a‘a\l_\aé@\ il T . .

Signature of Parent/Legal Guardian Date 29 Z 5/@@

In case if the result shows refer in one or both ears, this does not necessarily mean that your baby has a
permanent hearing loss, but without additional testing we can’t be sure. The screening results will be
provided to your baby's doctor. Please be sure you make the appointment for rescreening on

Signature of Parent/Legal Guardian Date
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ACTIVITY RECORD FOR BILLING

FDH-00046383 IP25-00020686

T Saby B/O SRAVYA YELLAPRAGADA
28-05-2026 ovomonau (F)
Dr. KALYAN CHAKRAVART

aHIpNG; lllllllllllllll!llllll“ﬂlIIHIIIIII

Date of Adiiiee.e.- .

WARD TRANSFERS

Consultant :
5 —u-;-&IMDate of Discharge : Time: <<=—=—==---

Room / Bed No : --=-=-------=-= Ward i

\

Ramctl)ow .
Children’s ” i
Hos pltal B_'r_t:'v;R'?rlt

*DH-00046383
IP25-000206
3aby B/O SRAVYA YELLAPRAGAD:B

oy
or. KALYAN CHA OM“" ‘F'

T T

————— Suggested Billable bed type : - e

Date Time From

To Signature of Nurse

959 & Yy
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teeoe AL

Llslw 10 dopm | we

M@V@ LaZL%

|85} a4 =7

Cross Consultation Visit

Doctors Name

Date Order No. Signature

8.

9.

10.

Docu. No, : RCH / FRM / GENERAL / 145




INVESTIGATIONS

Date

Investigations

Order No.

:zg,/&,/zé' B&T ZaAN rlNont
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MEDICAL EQUIPMENT ( WARD & ICU)

Date

Name of
Equipment

Connecting
Time

Disconnecting
Time

Order No.

Signature




PROCEEDURE

Date

Proceedure

Quantity

Order No.

Signature

ANY OTHER INFORMATION

Date : Q& }05/;6

Time: 1,334

Prepared By : SD'T\) an l“

Staff Nurse

GiNan

Shift / Ward

MICV

Billing Assistant

Billing Supervisor




1P25-00020686

EDH-00046383 M
3aby BIO SRAVYA YELLAPRAGADA L /:_f{'- =
— 23082028 oYOMOD3IH (® Rainbow [ )

RAVARTHY KROA Children’s .BirthRighf

R T riospial | @z

NEONATAL IN-PATIENT MEDICAL RECORD
ADMISSION INFORMATION

Mother's Name : MY-S\ST"WyA, Age: 2| Fathers NaMe § e PGB T o
DALE O BIMH 7 .coverssssonssssissssiseississsssasansassss DAL Of AMISSION = ovavrirrcrcsiemmmesessissssissnssssessssasenes UHID NOL: covesesreseieesssimsesiemsssssesssssasansssssasssnes
NICU Consultant : ’D’(K@bjm ....................................... REIEITING CONSUIANE : v
Transferring Unit: O OT O Labour Room OER _E& Ward

Transported? Ol Yes O No - If yes : O Long (> 30 kms) O Short (< 30 kms)

BIRTH INFORMATION

NAME  cevverreeeen BIOS"‘”’U@ .................................................... Mother's Blood Group : B © = .. - A
Gender: OM \Rﬁ: BI0OG GIOUD : +rerevrrresmssecsscssneees | BIFtD Weight (gms) R L WA T (010> E——
Date of Bith : . 887 05 -20Q6... Time of Birh : . | QISB M OFC (08) 1ot
Place of Birth : ........ XTI 2 0 Y— - 1L ol C DU R 31“-’{('5
Current Obstetric History : (Bocﬂé / Unbooked Case)
Matemnal AGe : .o HE s WE: o IR V11 [ EP— L 3\| 8% oo 3‘16[&9
Conception : Spontaneous or with Rx. : SPOM?‘VWUQ
Booked at what GA. : ......... 6+3V\51‘4 ..................................... AN Steroids Drugs / DOSES © ...oovvvuuuussrmcessemmmmnssissssssss s pessesssss s
Last Scans Details @l{[{/@éﬁFN-—Q{%[&g/)P(F}(H‘?av;

DN eeevsvessssesssensssenansns TT Immunization and Iron / FOC ACI & ..o

MATERNAL RISK FACTORS

Age:O<igyrs O>3ys  Pnbedsr ? nekygumushd  Hio GDM/ pre GDM/ on diet or insulin

Consanguinity : [ Yes I No f(b‘m‘a’s Controlled or not, recent values, HDAT VaIUES & ......ovvvivisinencsneness
If yes, degree of consanguinity : [ 1 02 O3 | ] st
H/o PIH (after 20 weeks) / PE COMPHANGCE WItN BX © .vvvevmuvmmssssssssssmnssssssissssmisssmsssssssssssssnsssisesss
How many Drugs / Doses / SiNce NOW I0Ng & .....couvumvunssssssssssseee Scans : LGA, TIFFA , Fetal EChO & oo

H/o Hypothyriodism : when diagnosed ? Medication?

H/o value of recent BP recording, proteinuria, edema, | | e
oliguria, any investigations (LFT, platelet count) @ ...ocoveeivniininnens Any other Chronic Medical Problems, when detected

1Tl - —————RR AR
IUGR - When detected : ... s ( Anemia, SLE, Jaundice, CHD, Heart Disease ) A‘W
Doppler ( Increased Resistence / ADEF / REDF / Infection : H/O, Fever
Redistrbution in MCA ) / DUCtUS VENOSUS : ...cvummmreniismissuassnssanenss (O Malaria O UTI O TORCH OTB OHV OHBY)
1= T RS UTH: when e ANY CURUIE & oveieerssrirescsssnisiseaaes
PPROM : DUALION © covvecvvvansnennennnn 3 ULETINE Tendemess [ Foul Smelling Liquor 01 HVS (if taken) - RESUS : ooveieecernmnaeas
Medication during PrEGNANCY : .......ccwwrwsssssmssmmmmsssssssssssssssssssssss s DUFAHON T cvreeeeerersrssensssresseemseasssmsmaresssenssssssiassassssssssasansnananss

Docu. No.: RCH/ FRM / CLINICAL / 129 Page:1/8  (RT0)




*DH-00046383 IP25-00020686 7
3aby B/O SRAVYA YELLAPRAGADA

"M’iﬁmﬁﬁﬁimmmmmm' : |
5. No. uawss [ B.W Gender S|gmf|cant Details
Rt 3 (X8I F

PERINATAL HISTORY
e
Treating Obstetrician : ... v P‘d‘ Hospital : ......R_CH, FD I

Duration of Labour CTG:ONormal O Suspicious O Pathological

First stage (> 18 hours sig) L R e

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

LSCS: O Elective [ Emergency Indication : ... CORTABG 5 cissosminiiismmmmasnesonismsmigiintsossigin
SPecify the 1SN : .....cccevvmvvreeseseeoooooo Placenta : (weight, surface, No. of cotyledons, calcifications,
Augmentation of Labour :a{duced O Assisted Vaginal malformations, clots etc : .......c..vevveroeesesssoo

NEONATAL RESCUSTITION DETAILS

APGAR SCORE Gestational Age : .................. Weeks : ...
SIGN 0 1 2 1 Minute 5 Minutes 10 Minutes
COLOUR Blue or Pale Acrocyanoic Completely Pink
HEART RATE Absent <100 Minutes > Minutes
REFLEXRATABLTY | NoResponse | — Grimace | SoyorActve
MUSCLE TONE Limp Some Flexion |  Active Motion
RESPIRATION Absent | Hypovansigiion | Good, Crying —
AL | &0 910
Resuscitation Comments :
Minutes 1 5 10
Oxygen
PPV /NCPAP
ETT
Chest
Epinephrine
POSTNATAL / HISTORY OF PRESENT ILLNESS
Chief Complaints :

Page: 2/8
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2DH-00046383

IP25-00020686

3aby B/O SRAVYA YELLAPRAGADA

18-05-2026 OYOMOD4H (F)

Jr. KALYAN CHAKRAVARTHY KONDA

AT

I

]

e
SHa  NUD

!

ROWW nu){oorn CAAL d{?m
ol WK given (@
ﬂn‘t'b(.o

\0: 55 AM

wped o

Investigation details in previous Hospital :

Feeding History :

Page: 3/8
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Patient Sticker |

Past History :

Family History :

Socio Economic History :

GENERAL EXAMINATION ON ADMISSION

General Disposition :

VITALS : Temperature : ... 26 S .. HR - ’C?Qfm Y R CFT:..43.5¢¢. ..

Color of the extremities : @
Re -9¢7/
JAUNGIC : oovvverenessierse Toenninnsssnersinnss PAIOT L vsscenserorosssssscssees s soeessens SPO2 - <Pa£{"‘QG/

Anthropometry : Birth Weight : QSOH@Length SRS HG: siiisianemnsmnsapsesaserenss Present Weight : .............coocvevennee,

Ponderal Index : BEA, beiipimmmsiminie s DO F sl o e o,

Page: 4/8




EDH-00046383 IP25-00020686
Baby B/O SRAVYA YELLAPRAGADA {

zs-os-zozc OYOMOD4H (F) |
HEAD TO TOE EXAMINATION

r. KALYAN CHAKRAVARTHY KONDA

W

HEALU: rutiatienes . &?U{,{' @
Sutures
Shape / Moulding : @ '
Edema / Bruising :
Size - (H.C.)
Facies : ¢
(Any Facial No fp\ o WQ Gl Y 5‘”"0'("%‘“‘"“
Dysmorphism)
NECK and Range of Motion :
CLAVICLES : Asymmetry : @
Masses :
EYES: Symmetry :
Rod Reflex: —> 10 be checlec
Discharge :
EARS, NOSE Ear set/ Shape
MOUTH and Periauricular Pits / Tags :
THROAT : Nasal shape / Patency : @
Palate :
Gums :
Lips :
Tongue :
THORAX and Shape of Thorax : @
BREASTS Position of Nipples and Number :
ABDOMEN and Shape :
UMB"—ICUS 3 Organomegaly :
Bowel Sounds : @
Umbilical Stump :
Discharge
GENITILIA : Labia / Hymen :
Testicles/penis : @
Anus :
HERNIAL ORIFICES )
TRUNK and SPINE : >, @
SKIN LESIONS : j
EXTREMETIES : Fingers / Toes :
Arms / Legs @
Deformities :
Mobility :
Hip Joint Examination : |

Page: 5/8 (PT.0)




DH-00046383 IP25-0002068¢
3aby B/O 8RAVYA YELLAPRAGADA
28-05-2026 0YOMOD4H (F)
Ir. KALYAN CHAKRAV.

NI e
T ————

Respiratory System :
Pere €5)

Breathing Pattern : [ Regular O Periodic [ Shallow [J Gasping NVR¢

Mention If baby has Respiratory distress : RR : /—p—@' 0. SCR /ICR/ See - Saw breating : ................

Scoring of respiratory distress if present (Silverman or Downe’s) : Ol,o
Mention if baby is on : I Hood box O CPAP O Ventilator

OGS sttt

Spo2 : QE( Auscultation : .................— Breath Sounds : ................... Added Sounds : ........................

Cardiovascular System :

HR: ... H—;—@”V‘“ ............. BP fiiiicissmmnmmenmsassscsimsagiimsocs.. Precordial Activity : ...

Femoral Pulses : B"/ ....... Wfﬂ fdb— Murmurs :
Other Peripheral Pulses : N"-&fb& Signs of Cardiac Failure :

Abdomen : Hemia orifice :

v

Shape : B SO ¥ 7| Patency : ... Vel
Palpation : J‘ﬁ{:nOW\?MOM@’J‘j Umbilical Cord : ..., <, e G 4
e

Palpable MaSSes : ....vcomvsvrssmssosso First urine passed : ...

Abdominal girth : Meconium passed : )Q

Motor System :
Passive Tone : ..o

Active Tone :

ATNR: I st sssssssssssnens | OKUI AN Spine : .....u.......

Page: 6/8



*DH-00046383 IP25-00020686 Bl
3aby B/O SRAVYA YELLAPRAGADA |
18-05-2026 OYOMODAH (F)
r. KALYAN CHAKRAVARTHY KONDA

DN e congenlbal  Rnomalit

QTM}%A'fwg%]Nwla%\?aN“ﬁsﬂle

FOOT PRINTS

Left Side : Right Side :

Signature

Name : D‘f W

PLEASE FILL UP THE FOLLOWING DETAILS

1. NAME OF the FEIEITING DOCIOT © ...vvueciverivieeneeuseesssssnsssseassssimss s s
D NAME Of 1€ FEFRFFING HOSPIEAL © ...ovvevoeereeciiarriiseeis s s
AATEES © ooomoeooosevessssseessesessseessesisnssasissesessasssaessEEmssERs RS2 4SS EES SRR AL 4584 SRS RS
COMEACE NUIMDEES © .roneeveeeseessssessenseseeeeeesessasssssssssssssssstsEsssssesssssssssss 444444 ERREEE 3023111 AR
3. Contact Details Of the MEfErTNG DOCTON & .uvvuv.vvveveersssmmmissssssmsssmss s
MODBIIE NO.  ovvreeereiscsiesssssesssmsensssssssenssasssassessmssassssassasassasssssassssssssns 227 11| ) i e e
4. NAame OF the DOCLOF iN RAINDOW TBAM © ..cvcvvvererererssrssssssssssssssssmssssssssss s
.................................................................................................................. on whose name the patient is being referred.
Page: 7/8 (PT.0.)




Patient Sticker J

AT THE TIME OF TRANSFER TO THE WARD

R ettt 885518ttt s

Page. /8



£DH-00046383 1P25-00020686
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Docu. No. : RCH /FRM / CLINICAL / 088 (PT.0)
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T ] Rainbow i . -
__ Patient Sticke ] Children’s . Blrtthght
Hospital BY RAINBOW HOSPITALS
It takes a lot to treat the littie. Your Right to a Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

ga:.?me Progress Notes Doctor's Order

Docu. No. : RCH /FRM / CLINICAL / 088




"%
Rainbow” . -
Children’s @ BirthRight
T i OW HOSPITALS
PATIFNT TRANSFER FORM Hospital | . el o
;f:y":":ﬁ;; va v, 2500020688
— A
28-05-2026 0 ;EoLr:?:ﬁmﬁp, Date & Time of Admission Date & Time of Transfer Order

Jr. KALYAN CHAKRAVART

T T 251 @ gy, | BB ©

Treating Consultant Name Transfer Ordered by Reason for Transfer

e kaly Dy Vieloys NBC

From Unit To Unj Information to Attendant
¥ No
AR, e YeS/£ ]

Number of Sheets in Clinical File Number of Imaging Films 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

/

2 Vi /

; 7 ;

4,

5.

Shifting Summary / Notes Written by Doctor:  Yes Iﬁ No[ |

Name & Signature of Person who is Transferring Name of Person Ordered Transfer

G- AQNJLO‘ e Dy 'Y(C’ng

Patient & Clinical Records Received by :
VEAS

9%)s 2éu30p

Date & Time of Patient Received :

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
Docu. No. : RCH /FRM / CLINICAL / 102







