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Rainbow Children's Hospitals - Financial District

Survey No 74, Nanakramaguda village, Serilingampally(M) ,Hyderabad ,Telangana, INDIA ,500032.
TEL NO :040-44665555
WEB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details :

INERARRATTAL TR OO I R I

Admission No :1P25-00020477 Admit Date : 17-May-2026 Admit Time :12:32 PM UHID : FDH-00045787

Patient Details :

Patient Name : Baby B/O VAHINI BHAVIRI Age :0YOMS5D
Guardian : Mr SRAVAN KUMAR JILAKARA DOB : 12-05-2026 03:56 PM
Gender : Male Religion
Occupation ; Martial Status
Address (H) . H NO - 2-63/2, GOPANARPALLY, SERILINGAM Phone No : 9553053930/ 9912010633
PALLY, HYDEABAD Serilingampally : .
o Hyderabad Telangana INDIA 500019 Bl : 55305330 QOMAIL.COM
Admission Details :
Bed Type : PRIVATE ROOM Bed No :PVT-333 Ward Name : 3F -PRIVATE ROOM
Room No : PVT-333 Admission Type : First Visit
Contact Details :
Name : Mr SRAVAN KUMAR JILAKARA Relationship  : Father
Contact Address : H NO - 2-63/2, GOPANAPALLY, SERILINGAM Phone No : /9912010633
PALLY, HYDEABAD Serilingampally Hyderabad
Telangana INDIA 500019
Signature
)
Joctor Details :
Doctor Name : Dr. CHIGULLAPALLI SHRAVANTHI Specialisation : GENERAL PEDIATRICS
Referral Doctor H Phone No
Co-Consultant
Payment Details : Deposit Amount  :0.00
Payment Mode : Cash Payor Name : SELFPAY
Printed Date / Time : 17/05/2026 12:33 Printed By : 018701 Page 1 of 2
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ACTIVITY RECORD FOR BILLING

It takes a

N
Rainbow®
Children’s
Hospital

lot to treat the little.
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BlrthR:ght

INBO' W HOSFF L
| Your Ri ght to a Safe Delivery.

Name: -—=—=-=—mmmmmmmmmmm eeen

*DH-0004578
1115] [ T — |::;:;:e”;"':¢‘,‘,‘i:::mmm Jltant : s Daph recssee e
Ir. CHIGULLAPAL (M)
Date of Admission : - IllHIIIIIIIIIIIIIIIIIIMI/IIIIIIMII petectDischeroe: e
Room / Bed No : —==--=--==--=-- wara . --- Suggested Billable bed type : -- --
WARD TRANSFERS
Date Time B From To Signature of Nurse
1pclee | lofn| E~ 522 Sansoe
[8loJac. | 10:484M.] waRrD Billing. \Vhene
Cross Consultation Visit
Doctors Name Date Order No. Signature

1.

2,

3.

4,

5.

6.

7.

8.

9

10.

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




INVESTIGATIONS

Date

Investigations Order No. Sign
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MEDICAL EQUIPMENT ( WARD & ICU)

Date ENqi?;fnoe;t Cor]rri\s]ceting Disc?-?gzcting Order No. Si/gjnature
TT5e .| 18[50he. :
sl | DPT 2 050pm | 1A | buou — s
¢ ¥
3los %
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PROCEEDURE

Date Proceedure Quantity Order No. Signature
ANY OTHER INFORMATION
Date: ) ?IS/[% Time : Prepared By : Mw
Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
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Children’s | @ BirthRight
PATIENT TRANSFER FORM ﬁg?ﬂgtiamellm .aRAINBDWHOSPITALS

Your Right to a Safe Delivery
Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order

e o ol dab @ ypookby lslot @ 12 i
—12-05-2026 0YOMSD ™)
3r, CHIGULLAPALLI SHRAVANTHI Transfer Ordered by Reason for Transfer
IR t ) e
X\W A 88) O
DY &
From Unit To Unit Infor ;tion to Attendant
E R 53 % YHSKZi{ No[ |
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

oyer to attendant

-l - es| | 0
N ot
7

Medications / Consumables / Surgicals / Haq

clinical d‘og.lments. If any handed

SI.No. Item Name Quantity
1.
2.
3.
4.
5.
Shifting Summary / Notes Written by Doctor :  Yes [] No| |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

g MA}LLM DY & Y\D_j\_a}‘.:/m
Patient & Clinical Records Received by :
Sone. 1516 © (20 /o

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

Date & Time of Patient Received :

.| Unavailable Bed " | Nurse not Available || Available Bed not ready

Docu. No. : RCH /FRM / CLINICAL / 102
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‘DH-00045787 |P25-00020477
Jaby B/O VAHINI BHAVIRI

12-05-2026 oYOMSD (™)
[0 r. CHIGULLAPALLI SHRAVANTHI fal l;% a
ainbow . . ™
NN Chitdren's | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

EMERGENCY ROOM TRIAGE FORM o

Patient's Name = .....o.co.eveevereernnnns Bﬂ 5/:? W}hm Bl‘at”mi\ — ’)_Dﬂlb Gender: le [ Female

Date : 1?[5195 Time of Arrival : l?’f'g‘P m .
Allergies; o [JYes [ Food [ Medications [ Blood Transfusion [ Other (SPECITY): w..covverrierriecrisrerserirncrivemmennnnenns L) NOtKNOWN
Source of Information : ,\D/Paﬁlts (] OLHETS (SPECITY) wv.vvvvvvrveuvrunmmsseasemasesasasassss s smsssa s e bbb bbb R
Mode of Arrival : O Ambulator)b (] Wheejchair ] Ambulance
Initial Vital Signs: Temp: .......LS PR ff\ " gp: ? /}’é RR: 366/ n Sp0,: Lo 4
Chief Complaints: [/ﬁo ....... \.f ﬁxL ....... to .‘..5.' .......... CnJ-‘,'t ............. LLMI’:!SS“ LK kin — '-fCBR, = s 2"‘?/ CH
INITIAL PHYSIOLOGICAL CATEGORIZATION INITIAL PHYSIOLOGICAL STATUS
Appearance Work of Breathing table
orghal A D;?nrmal O Increased Unstable
O Sigk Looking Circulation / Colour [ Decreased [ Gasping / Apnea [J Not — Life - Threatening
; rmal [ Abnormal [ Bleeding O] Lo ~Thwedtaning
Triage Classification CTAS
[] Level1: Resuscitation (] Immediate
[ Level2: EMERGENT : Life or limb threatening [ < 15min
[] Level 3: URGENT : Significant illness / injury with potential to become life or limb threatening ] 30 min
[] Level4: LESSURGENT : Significant iliness but not life threatening = /60 min
[] Level5: NON — URGENT : May receive care when convenient / 120 min
NOTE : All immunocompromised children and preterm babies to be considered Level 2. j "Q h/
All Children less than 2 years age with high fever to be considered Level 3. Signature o ) F(aﬂentf Guardian
* CTAS - Canadian Triage and Acuity Scale Triage Completion Time : ...........fz."..}..?PD

Communicable Disease Triage Screening

PART A. The following questions should be asked to all PART C. A positive communicable disease triage screening is
patients at the initial screening: considered for any patient who meets one of the two
1. Have you had fever (elevated temperature) in the past2 ~ []Yes following criteria:
weeks [1 Any patient with Fever / Rash / Vesicles / Discharge from Eyes
2. Have you had cough or a rash in the past 2 weeks [Yes @ﬁn and Cough

[1 Any patient with fever and respiratory symptoms who answered
“YES" to any of the questions on epidemiologic risk factors in
“PART B” of the triage screening above.

3. Have you had shortness of breath or difficulty breathing in ] Yes
the past 2 weeks

PART B. For patients reporting fever and respiratory/rash

symptoms: [ Not applicable PART D. ACTION / INTERVENTION: (for positive suspected
1. Have you fravelled outside the INDIA? or ha close []Yes [[INo communicable disease triage screening)
fﬁen}ﬁ%mg tshc;mzt;rtu:w\.:h;eréiss;acently et [] Patients should be immediately isolated in a negative pressure
t P ’ room or a single room (as appropriate) for pending evaluation.
tyes, Statp LOCRON: ...c.uusmmmsmsssmcssmins . ['1 The patient should be given a surgical mask immediately, if not
2. Are your parents / close contacts at home is/a healthcare []Yes [|No already wearing one.
worker? {please encircle the choices} (e.g., nurse, ; : .
physician, ancillary services personnel, allied health L1 Boshatient.and o Sl shuakd perforiu rand thghere.
services personnel, hospital volunteer, or laboratory [ The staff should use PPE (as appropriate).

worker, others) who has had a recent exposure to an
individual with a highly communicable disease or
unexplained, severe febrile respiratory or rash disease?

Name of Triage Nurse : ............. . Signature of Triage NUrSe : ...l

Date & TIMe - vvvvverreerer [0
Docu. No. : RCH /FRM / CLINICAL / 085
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It takes a lot to treat the littie. Your Right to a Safe Delivery

NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Date : f?]’)’{}'”? Time of arrival : ........[ 2115 f
Chief Complaints: .............. C. )DV&Q&)U’!'Q’Q .......... CL&!AQ—"@A% ....... .Sk«%e‘?g ................

Height ..o Weight : g54'\1 | Head Circumference (<2 Y8aM) ...........cccemsminssmnissssisenssisas
Allergies: [!Yes Dﬂ?} U] Medications ] Blood Transfusion L1 Food L[ Other: .....cccoeeeeeceeieeciinaenes
T (1111 OSSP
nPain Screening:[] Yes o If Yes, Pain Score: ................ Pain Tool Used: [J NPass] FLACC Tl Wong Baker
—1 Character ................ f...... CULOCAEON ..ovvuiiowundi: 51757y ——— E1 DUration ..
RISK FOR FALL:
If patient is < 6 years /yres [ INo Functional Screening: [ *Nb Abnormalities Detected
If Ye_s tl(:‘.k below fall risk intervention directly 1 Mobility Problem
If Patient is > 6 years O :
If “Yes’ Assess the below parameters Walking Problem
History of Falling: within past 3 months IYes [INo | LI Developmental Delay
Ambulatory Aids: (1 Musculoskeletal Congenital Abnormality
» Wheelchair _I1Yes [INo - _—
o Uses fumiture for support OYes [ No Inform consultant for positive criteria
Gait/Transferring:
e Bedrest / immobile [1Yes [INo
e Weak [1Yes [JNo Nutritional Screening: ~T No Abnormalities Detected
@ ° 'mpaired []Yes [JNo ] Underweight
Mental Status: Forgets limitations [(1Yes [INo ] Overweight
IF YES FOR ANY CATEGORY = RISK FOR FALLING s
Fall Risk Intervention: L] Special diet
Escort while ambulating L] Special feeding method

ﬂAssist Patiept . . ] Inform consultant for positive criteria
ducate patient and family on fall precautions/prevention

Psychological Screening: 0\Significant Findings
Unusual concerns about patient's/Psychological Status: | Yes ! No

If Yes Consultant Notified: ...............cccoooveiiniiiiiiienn (Date/TIME): ..ot

Social History: Lives With ..............cooovvvveeeeeeerreeeccceseeen fcw ................................................................................
Siblings in household L Yes D?lo (if yes How Many?) T
Time of Initial assessment completed by ER Nurse '2'743””

Docu. No. : RCHBH /FRM / CLINICAL / 120 (P.T.0)




Nursing Care Plan (Including Labs / Medications / Other Care):

Time - Nursing Notes

0PN Prcete He pF tovdlidion

)J\M do DLJL

Do for

Samples collected by: | Time: (W
AL
Samples sent by : / Time:
Medication given in ER:
Date/ | pedication Route Dosage & Instructions Doctor | Nurse
Time g Sign | Sign 1
/ v
Condition of patlem at time of shlﬂ out : Details of Shift - out
/b)lw BP.&U LS. CFT: Z?SQ Shift - OUL FTOM ERT0: .vvvoe 2B eeeceeseererscnsnssenn
LA, o .
""" 2’5__ POz ahE: Dﬂ "y~ | Time of Shift - out: thM
GCS:................!.S. ...... Temperature : @f , .
HARAOVEE GIVEN0: «.civsiminismmnitiormmssmiivssssssisins
Pain Score: ......%...... (Nurse’s Name)
Repeat RBS (if applicable): ........ [E

Tick as applicable: ) MLC O LAMA CJBROUGHT DEAD

Procedures done with details (if any): ........ccccovvvivinnienes S A R S R A AR NSRS

Name of the Nurse :

Date & TiMe : wovveveveenn S A LS L L NE ) 0 20




Pediatric Multiorgan History & Physical Examination

Central Nervous System :

Level of Consciousness : AVP@core

Cranial Nerves : At o ,A (_&L@"VL("@% 77 R/ "‘\(‘D
e pa——

Motor System:

Nutriton : (—Y

Tone: P, ool ' Power @
Co-ordinator : (f) "
Posture : '

Involuntary Movements : v

Reflexes :

DTR @ Superficials: @
Plantars \ lQZ/t ﬁ@-p@ )

Sensory System :

8

L
i cawme MY =\ "Rl \/
" Bladder / Bowel : G\Q‘m
Clinical Summary & Diagnostic:

Meyarbl, Jawrdlea

(PTO.)




Pediatric Multiorgan History & Physical Examination

 Lospucdesus .

Preventive aspects of the treatment:

Desired goals of the treatment :

'{fdﬂfp/mﬂfm ?’(j"“}"‘{/’“— :

Planned Labs: Planned Management

I C DB 2oy
Der | atrg / \/

— | R) DePT ~\
7 Clov ek eyes Hentales )
=) DRoP Vitanen P
0‘5;')«0 P/a ‘OMMC‘(-“TI 1
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It takes a lot to treat the little.
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PEDIATRIC IN-PATIENT
MEDICAL RECORD

b2 T W

L ]
Patient Name:

UHID ID: ____ :DH-0004s7s

’ 4 IP25.000
Jaby BIO VAHINI BHAVIRI 0

Department: _”ﬂilﬁfﬁmﬂiﬁﬂﬁiﬁmﬁm"’ )

Consultant:

Docu. No. : RCH/FRM / GENERAL / 065 (PT.0.)
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tient Sticker

Pediatric Multiorgan History & Physical Examination

Name : %{/0 V‘RPL" n' %ﬂ V'%/‘ Age/Sex l:oQ]/M b

Information given by: Relationship

Chief Presenting Complaints & Duration (Chronologically)

Velloworsit, dicedonaber 7 % Wc?/ax » /rﬂ(;}m

History of present illne @ Lﬂ‘% - a_p%/ﬁ/\ﬂ,.. (OQ% W ,,,jéw/\ : |
Aeve. Qﬁfﬂ, o/@ve[{ﬂomg&u (Jﬂgw/u,«/;@b\ %7 cyef MJ(
Gpos!

TTBR T —DS s I )ng/[&{ i

MeThir, bloods gaeunp »  Oe
Qaﬁ, bloodl, Yopvp © A IV E
0 {

Disth’ Wepe— 2. 432 ¢
(F’Azfr—« KMQZ)?%@‘“ s = DY 5
Luvmu[bve, posint— (08s” | ot M /

{ —=f

Lo
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Patient Sticker

Pediatric Multiorgan History & Physical Examination

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

B:rth&NeonalaIHlst)u /2‘/‘/l 1¢es /3@ gﬁ /CM’}Z/

AT

]

Birth & Socio Economic History: O 7ﬂ
About Father : n

About Mother :

Any additional Information :

Developmental History :

s pes a{f@

Immunization History :
7 Z‘gfﬁ— dote. U%V\"/l ,

(PT.0.)




— _‘
\ Patient Sticker 1

S ——

Pediatric Multiorgan History & Physical Examination

Anthropometry : 5 ; .
Head Circum (cms) ———Z__ (Centile ) Height (cms): (Centile)
Weight (kgs) ) 2 entile — = .3

On Examination :

Temperature : j_g_t_ Pulse Rate : CMD s p D/‘T”w?gg jfy f——

Resp.rate and type of breathing : L{ O[ :

Rash —

/

Lymphadenopathy

Oedema :

Allergies (if any): et

Respiratory System : _ .
Inspection (any s/o distress) : 7] v : RPN EVS.

Air entry & breath sounds : , @ b . om

Any addes sounds :
Relevant data from outside (Chest X-Ray, ABG,etc.,)

Cardiovascular System : b—’[
Inspection of procordium :

-
Heart Sounds : (N) 9{ :

f = ==

L
Any murmur : No canlgrnaal |

Relevant data from outside (ChestX-Ray, ECG, ECHO, etc.,) :

Per Abdomen : 7
Inspection

Palpation : \ /?:D\ 2
Ausculation : \ oA m §

|
Spine : ®, External Genitelia : w

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

_—-
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JGRESS NOTES AND DOCTOR'S ORDER

2“#?..,., Progress Notes Doctor's Order
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Docu. No. : RCH /FRM / CLINICAL / 088 (PT.0)
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U Chideys | QCirtion
Date + nudRESS NOTES AND DOCTOR'S ORDER o

& Time Progress Notes Doctor's Orde
r

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



