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" - Your Right to a Safe Delivery
| B/O Y NAGA SUSHMA

Name  YARLAGADDA UHID FDH-00045773
Father/Guardian | Mr D SUDHEER BABU Age/Gender 0Y 0O M 4 D/ Female
| Addvess | SPLENDID HOME , 303, ALKAPOOR TOWNSHIP, MANIKONDA HYDERABAD, Manikonda,
o | H;_(d_era])ad, Telangana, INDIA, 500089
IP No | IP25-00020471 Admission Date | 16-05-2026
Ref Doctor

' Discharge Date | 17-05-2026

Consultant:

Dr. Shravanthi Chigullapalli

MBBS, MRCPCH CCST (UK) PGDCH
Consultant Pediatrician & Neonatologist
Reg.No: 50553

DIAGNOSIS 'ICD CODE
' UNCONJUGATED HYPERBILIRUBINEMIA P 59.9

History: B/O Y NAGA SUSHMA YARLAGADDA, is a 4 Days, old baby girl
presented with yellowish discolouration of skin and eyes since 1 day prior to
admission. For the above complaints, she was investigated on OPD basis
(Transcutaneous bilirubin was 15.8 mg/dl). In view of hyperbilirubinemia, she
was admitted to Rainbow Children's Hospital, Financial district for further
management.

Birth history:

@ 1800 2122 @ www.rainbowhospitals.in







Rainbow

Children’s | iBirthRightw

®

— v Hospital
B/O Y NAGA SUSHMA . . -RDHL00

YARLAGADDA
| IP No 1P25-00020471 Admission Date 16-05-2026

| Name UHID

TERM / AGA / EMERGENCY LSCS / BABY GIRL / CIAB
INFANT OF DIABETIC MOTHER
Mother’s Blood group is "A" positive. Baby's blood group is "O" positive.

Examination: She was euthermic. Maintaining saturations at room air (98%).
Heart Rate- 120/min, Blood pressure was 82/46mmHg and Respiratory Rate -
43/min. Icterus was present. Chest was clear with normal heart sounds.
Abdomen was soft without organomegaly. Cry, tone, activity and newborn
reflexes were normal. There were no obvious external congenital anomalies.

Weight on admission : 2.770 kilo grams.
Weight at discharge :2.764 kilo grams.

Investigations: Enclosed.

Management: She was admitted in ward. Her Transcutaneous bilirubin on
admission (done on OP basis) was 15.8 mg/dl. She was started on double
surface phototherapy. Baby was continued on demand breast feeds with
measured feeds. Her serum bilirubin levels were regularly monitored which
showed decreasing trend. Her last serum bilirubin on 5 days of life was 9.18
mg/dl with indirect fraction of 9.08 mg/dl. This does not come under
phototherapy range, hence phototherapy stopped.

Baby remained hemodynamically stable and is being discharged with the
following advice.

At the time of discharge : Baby was active, afebrile, hemodjmamically
stable, maintaining temperature, accepting & tolerating feeds well.

Adyvice:

Keep the baby clean & warm
Continue direct breast feeds + measured feeds as advised.

® 1800 2122 @ www.rainbowhospitals.in
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Name EA%gAI\CI;AA%?)iUSHMA UHID | p ! FDH!,O 7{8ur Right to a Safe Delivery
'IP No 1P25-00020471 Admission Date 16-05-2026

Monitor urine output.

Immunization as per schedule

Vitamin D3 Drops (1ml/800IU) 0.5ml once daily till further advice.
Nasoclear Nasal drops 2 drops in each nostril SOS for nose block.

Plan:
1. Serum bilirubin to be decided on follow up.

Review consultation with Dr. CHIGULLAPALLI SHRAVANTHI, on Tuesday
(19.05.2026) in OPD at Financial District with prior appointment (Review
consultation will be charged).

Review back to Hospital: If baby is not feeding continuously for > 6 hours,
If breathing fast, Fever or poor activity or lethargy, Bluish discolouration of
lips, Increase in jaundice, Abnormal movements occurs.

The content of the patient discharge summary, medication, food & drug
interaction, care to be provided at home, nutrition, immunization and safe
parenting, when and how to obtain emergency care etc also have been
explained by doctor .................. in a language that I can understand and I
acknowledge.

Parent/ Attender

In case of emergency contact number 8121039503 emergency pediatrician
on duty.

To take appointment for OPD consultation at Rainbow Financial District/
Banjara Hills / Rainbow Clinic Madhapur / Kukatpally / Vikrampuri /
LB Nagar dial just one toll free number 18002122,

You can also take appointments at any time by going online to our website

@ 1800 2122 @ www.rainbowhospitals.in
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B/O Y NAGA SUSHMA Hospital i e
Name ' YARLAGADDA D et v S RDHAO L e
'IP No ' 1P25-00020471 Admission Date 16-05-2026
www.rainbowhospitals.in /
b _// i
Registrar/Resident/C.M.O
Consultant:

Dr. Shravanthi Chigullapalli

MBBS, MRCPCH CCST (UK) PGDCH
Consultant Pediatrician & Neonatologist
Reg.No: 50553
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Orcupation

Address (H) . SPLENDID HOME , 303, ALKAPOOR

o ] Rainbow Children's Hospitals - Financial District
Rainbo : Survey No 74, Nanakramaguda village, Serilingampally(M) ,Hyderabad ,Telangana, INDIA ,500032.
Children's _ ™ TEL NO :040-44665555
Hospital = WEB : https://rainbowhospitals.in
Ralnbow
ADMISSION SHEET
. : ; URERTERRREF AR E AL R
Registration Details :
Admission No : IP25-00020471 Admit Date :16-May-2026 Admit Time :01:28 PM UHID : FDH-00045773
Patient Details :
Patient Name : Baby B/O Y NAGA SUSHMA YARLAGADDA Age :0YOM4D
Guardian : Mr D SUDHEER BABU DOB : 12-05-2026 01:03 PM
Gender : Female Religion

Martial Status

Phone No : 9959528468/
i et P S I E-mail  9959528468@gmail.com
f‘!, 500089

Admission Details :

Bed Type : PRIVATE.ROOM Bed No :PVT-329 Ward Name : 3F -PRIVATE ROOM
Room No : PVT-329 Admission Type : First Visit

Contact Details :

Name : Mr D SUDHEER BABU Relationship : Father
Contact Address : SPLENDID HOME , 303, ALKAPOOR Phone No 1 /9573259723

TOWNSHIP, MANIKONDA HYDERABAD
Manikonda Hyderabad Telangana INDIA 500089

!)/Q\xl h@et ‘DOJDU

Signature

) Doctor Details :

Doctor Name : Dr. CHIGULLAPALLI SHRAVANTHI

Referral Doctor

Co-Consultant

Specialisation : GENERAL PEDIATRICS

Phone No

Payment Details :

Payment Mode : Cash

Deposit Amount  :0.05

INSURANCE CO LTD

Printed Date / Time : 16/05/2026 13:29 Printed By : 01

8701 Page 1 of 2
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Baby B/O Y NAGA SUSHMA
 12-05-2026 0YOM4D

Dr. CHIGULLAPALLI SHRAVANTH
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It takes a lot to treat the little. Your Right to a Safe Delivery

NEWBORN MONITORING FORM

Date of Birth 2006196 .. New BOrN SCTEENING & oovevvvveerreeeeeeerresen
Time of Birth 040080, TFT S Y-
Mode of Delivery & OAE S——
Birth Weight 98{% Mother’s Blood Group & ... AT
Head Circumference  : .o..ooooeevveeeeerione. Baby’s Blood Group S v
bength @ simsasamecsans ot ke o | I P ———————
Red Reflex 1 Vaccination s
Date Weight Type of Feed Quantity Temperature Signature
FF 30!% 8- & o Haid

l05196] 2 %0 Ky
|
0 ualsh

&-%Mag}? (e

o .| Ui | Bt

Docu. No. : RCH /FRM / CLINICAL / 132

{P1.0)




Date

Time

Investigation

Result

Order No.

Signature
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wwnonva orllFT HAND OVER FORM - WARD

BirthRight

. BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Troalng DOCIING i i ceeesssmnmmssmmnsaansesassenssnns Department; ..........cccecnsiensnsssnenssin Date of AAMISSION: ...voveevervrrsssssrnnes
Z | Diagnosis: : Any Infection: OYes CINo [JNot Known
g )\I N &l If YES SPECHY: vvvveoeeeeeereresreereesresseessesssenns
0]

A r A it 1n
g Area |EW ‘)[
2 Shift Time 3 NV 0
% l(\iﬂﬁe%?;}(ﬂgzgition to be noted): ’5 /
- "I NN i P L o ©)
Allergy: OYes @No |0 Yes ETNo |O Yes O No |0 Yes O No [0 Yes O No |0 Yes C1No
Tubes/Drains/Catheter: O Yes 2No |O Yes éﬂ OYe 0|0 Yes ONo|OYes CINo|O Yes OO No
Vital Signs: Temp: | QT-6F| Y-If [aK ¢ P
- Res: | 45 we )
o Sp0;: | 0% gy | oo/
w "
‘um‘; PUISE: 149 \ULEH P LD
2 BP. - A O
Fall RiskScore: | 0/10 | “[1e >
Pain Score: | 0/10 % o o
Safety Needs: —_ - — -
o Physiotherapy |0 Yes &No (O Yes DANo | O Yes [¥No [ D Yes OO No |0 Yes O No |0 Yes CINo
=
g Others Specify: = L E
g‘ Special Diet: |0 Yes &No (O Yes 4{No O YesLHNG | O Yes O No [0 Yes CINo |0 Yes O No
S |Other Special Orders / Medications:
= — A
Post Operative Procedure Special Orders: =7 .
Handed Over By Name : JrHalk QX’J;
{
L'Lhk (?M] =
Signature : &) = - Lq[Bl%
Date: 16106]26] | 3Hsted Q_‘ﬂ(w.
Time: Lom | b |
By Name : D W%LM
Taken Over By Name s k( & [m)
Signature : S 1
Date: NEA L
Time: @Lpm.
Docu. No.: RCH  /FRM / CLINICAL / 097 ;
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Hos pita[ . BY RAINBOW HOSPITALS
It takes & lot to treat the kite, Your Right to a Safe Delivery
NURSING SHIFT HAND OVER FORM - WARD
Treating DOCIOL: ....civiiisinsrrersarassusnesserersssnsrssssnsassenss DRPAEBENL ...t st Date Of AAMISSION: ...oocevevesenreressssnne
Z | Diagnosis: Any Infection: OYes CONo [ Not Known
= If YES SPECIY: +.vvvveeereeeeeerereeeeeseesesseessnes
=
oW
2 | Area
g Shift Time
* | Medical Condition
= | (Any special condition to be noted):
Allergy: CYes ONo|OYes ONo|OYes CONo|OYes O No|CYes ONo|OYes ONo
Tubes/Drains/Catheter: OYes ONo|OYes ONo|OYes ONo|OYes ONo|OYes 0ONo|OYes ONo
Vital Signs: Temp:
= Res:
= Sp0,:
2 Pulse:
2 BP:
Fall Risk Score:
Pain Score:
Safety Needs:
"= Physiotherapy | O Yes CJNo |0 Yes ©'No |0 Yes C)No |0 Yes 0No |1 Yes 01No |01 Yes 0 No
=
(=} .
E Others Specify:
=
= Special Diet: |O Yes ONo|OYes ONo (O Yes ONo|OYes ONo|OYes ONo|DYes 0No
E
S [Other Special Orders / Medications:
[+~
Post Operative Procedure Special Orders:
Handed Over By Name :
Signature :
Date:
Time:
Taken Over By Name :
Signature :
Date:
Time:
Docu. No.: RCk  /FRM/ CLINICAL / 097
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ACTIVITY RECORD FOR BILLING

"z
Rainbow®
Children’s
Hospital

It takes a ot to treat the little.

BY RAINBOW HOSPITALS

Name: - ——— n
:DH-00045773 1P25-00020471
UHID No : —-=====m=mmmm= 3aby B/O Y NAGA SUSHMA 1sultant : Dept : —----mmmmmmmmmmm
12-05-2026 0YOM4D (F)
Jr. CHIGULLAPALLI SHRAVANTHI . :
--- Date of Discharge : ----------------- Timig: —————m———e

e e M

Room / Bed No : -------

-- Suggested Billable bed type:

WARD TRANSFERS
Date Time From To Signature of Nurse
&1 W | FEOP7TD (o — 224 Hren
s26 | 1 A 2VdHer | B (Lm;/ ¢ adeglin

Cross Consultation Visit

Doctors Name

Date

Order No. Signature

10.

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

BirthRight

| Your Right to a Safe Delivery.




INVESTIGATIONS

Date Investigations Order No. Sign
alsbel  2pe , per 136 R
s
t\}\w'
TN
\ ¥
\'X\g Q,\W
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P—

FDH-ooo‘s”J

& ICU)
MEDICAL EQUIPMENT ( WARD

Name of

M

i D
Connecting

i

ISCur

D
AN

il

12500020474
Baby gip v NaGa SusHma
12:05.2024 ¥

Dr. CHIGUL 4p

(F
THI

Signature
; t Time ‘q}i:z} - Bﬂ 49 S'HOI:Q_
- Date Equipmen e 45Pm ot
pSPT T 3§ b
16[05/46 y
C
mg$9 v 15

. o
- ngv; Y7 s

dp\




PROCEEDURE

Date Proceedure Quantity Order No. Signature
ANY OTHER INFORMATION

Prepared By :

Staff Nurse Shift / Ward

Hryor) Y1 A

Billing Assistant

Billing Supervisor




P25 .00020‘71 ,r@

Do Mo, Caitcrens | @ BirthRight
E | @t
I NURSING DEPARTMENT

NEWBORN - NURSING ASSESSMENT FORM

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

Baby's Name: ..... 3/0’511«5'011’)0« ........................ Mother's Name: ... M. 24 Mmoo
Date of Birth: ... 1 2[08126............ Time of Birth: .....L 0.2 P™M.......... Gender: C1Male  [Fomale
Birth Weight: ....... 2. 21T Kgs e e cm LENGNE: «.vereeeveeeeverereeeene cm
Meconium in Liquor: J“Yes [INo Cried at Birth: JZVes CINo
Term / Pre-term / Post-term: ..........ccccovcvrvenee
Resuscitated: [JYes [INo Blood Group: Mother: AqL ............... Baby: ....... (')_f ................
~ Feeding: ,B/Breast Feeding A Formula ZBoth ErstiFaed TIMDB: ..covmavimsmaimsvones
| AFFIX MOTHER’S >

| IDENTIFICATION LABEL

Mode of Delivery: [ Normal TLSCS - Emergency/ Elective [T Instrumental ] AVD

R B O s s s T e R eSS e T S s et A LR ST s E T i S e T e R eSS N s S s T e o
Physical Assessment of New Born: '

Temp: .9 ... C HR:..J42...Min RR..96.. ) T o Sp0,: .. 96" ...
Pain Score: ....0\%......... ( Follow N Pass)
Fall Risk Assessment: [1Yes [INo bl 11 R s, (Filt the Humpty Dumpty Sheet)
Risk in Pressure Sore : [ Yes [J No  (Braden Q Score)  (Fill the Braden Q Sheet)
Behaviour Status on admission: [JSleeping  CICrying [ Calm 1 Drowsy
™  Findings:
General Appearance: Posture : [J Well-Flexed [J Asymmetry
Skin: (1 Pink C) Meconium Stain [ Others, SPeCify: ........................ 20 wlsh. [Yeow) o

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

Routine Care Provided: Yes / No

Capillary Blood Glucose Monitoring Done: Yes / No

Neonatal Screening Done: Yes / No p
1. Nutritional Screening: Feeding Problem Yes / No
2. Functional Screening: Musculoskeletal Congenital Abnormality Yes / No

3. Socio History: ~ Siblings Yes / No
All information abtained from  [_] Mother (] Father L] Other Family Member

Newborn Screening Discussed: Yes / Na

"
i ol
Nurse Name: ....... 0« 1A Signature: .......... @) Date &Time: \@\Q%\%Gyﬁ e

Docu. No. : RCH /FRM / CLINICAL / 144
VS el Sl - - TSR — - i o PSRRI RN - TSR







:DH-00045773 |P25-00020471
3aby B/O Y NAGA SUSHMA
lz-os-zm 0YOMA4D (F)
GULLAPALLI SHRAVANTHI .

IlHNlllll\ IlllI||||IllH|lll||I|l Rainbow. | @ BirthRight

EMERGENCY ROOM TRIAGE FORM |
d-) (\fa"% S,L/Lgm_m?) Age4‘Dd/
Date : ‘é{(lqg .......................... Time of Arrival : !‘Iﬂﬁfn

Allergies: MYes [] Food [J Medications (] Blood Transfusion  [CJ Other (SPecify): ........... e ] Not known
Source of Information : E‘Pﬁnts 1 ORNOTS (STBBIYY s v s s sssicuninsiinsissiasiiavins st 4345 s s s T o TS S A T b 1

Mode of Arrival : %tm (] Wheelchair Ambylance ’]QJ@(E- ] { -2 u/lL
fé%,ﬁe %j gl

Gender: []Male ale

Initial Vital Signs:  Temp: . 5>.. pr: L2511 (P HS b}b spo; 1027 o
Chief Complaints: .........¢ lo—). V) £ CW«J‘JM} adSealsrnodio ﬁl SEIO
INITIAL PHYSIOLOGICAL BATEGDHIZATIDN INITIAL PHYSIOLOGICAL STATUS
Wif Work of Breathi Stable
ormal A ormal O Increased L] Unstable :
O Sick Looking m/cfculatmn/ Colour [0 Decreased  [J Gasping/Apnea [J Not — Life - Threatening
rmal [ Abnormal  [] Bleeding (] Life —Threatening
Triage Classification CTAS
] Level1: Resuscitation (1 Immediate
[]  Level2: EMERGENT : Life or limb threatening £ <15min
[ Level3: URGENT : Significant iliness / injury with potential to become life or limb threatening ] 30min
[] Level4: LESS URGENT : Significant illness but not life threatening T 60 min
] Level5: NON - URGENT : May receive care when convenient 1 120 min
NOTE : All immunocompromised children and preterm babies to be considered Level 2. ‘/g )) &Wﬂu\: Okb 4
All Children less than 2 s age with high fever to b idered Level 3.
ildren less than 2 years ag igh fever to be consider Signature of Parent/ Guardian
* CTAS - Canadian Triage and Acuity Scale Triage Completion Time : IPOW h’)

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 =70 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 F’ﬁ and Cough

[] Any patient with fever and respiratory symptoms who answered

- i _
3. Have you had shortness of breath or difficulty breathing in ] Yes [_] No “YES” to any of the questions on epidemiologic risk factors in

the pash2 wooks “PART B" of the triage screening above.
PART B. For patients reporting fever and respiratory/rash
symptoms: [] Not applicable PART D. ACTION / INTERVENTION: (for positive suspected
1. Have you travelled outside the INDIA? or had close []Yes &0 communicable disease triage screening)
fh%n}ril(glxni: ;%meaosﬁw\.;hxer;?(ss;ecently ravelled outside [] Patients should be immediately isolated in a negative pressure
P ’ room or a single room (as appropriate) for pending evaluation.
If yos, State Location: . Sl ’ [] The patient should be given a surgical mask immediately, if not
2. Are your parents / close contacts at home is/a healthcare [ Yes lj)e( already wearing one.
worker? {please encircle the choices} (e.g., nurse, : i .
physician, ancillary services personnel, allied health []1 Both patient and triage staff should perform hand hygiene.
services personnel, hospital volunteer, or laboratory [C] 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 : ......coooveeree LN L L LN Signature of Triage Nurse : ..... o ) ........................................

Date & TiMe : ....ocovveens fgfde[’—Bf’)’Yj

Docu. No. : RCH /FRM / CLINICAL / 085







)
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3aby B/O Y NAGA SUSHMA

12-05-2026 0YOM4D (F)
3r. CHIGULLAPALLI SHRAVANTHI ) ;//?é, .
St [ 1111 I1HLNE Rainbow' | @ pirih Right
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Hosp“al . BY RAINBOW HOSPITALS
7 It takes a lot to treat the little. Your Right to a Safe Delivery

NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Dateio/l()u Time of arrival 1 10 P it

Chief Complaints: ...... Q, .................................................................................................................................

Allergies: [Yes B’No/ ] Medications [ Blood Transfusion [ Food [T Other: ..o.oooeeeeceieer e

[ YES , HABMEEY ......vooseaeecersscnrsereessssessseis s s bbb

Pain Screening: [ Yes m;, Pain Score: 0’“0 Pain Tool Used: [ N Pass E/Fﬁc 1 Wong Baker

C] Character ........cocoveuevnee. EEES T ) — ] Frequency .......cocccvererieens I 0Ty s ———

RISK FOR FALL: Functional Screening: =To Abnormalities Detected

patient is < 6 years 1 Mobility Problem
tick below fall risk intervention directly ] Walking Problem
(] If Patient is > 6 years [ Developmental Delay
the bel 1
Assess the below parameters ] Musculoskeletal Congenital Abnormality

History of Falling: within past 3 months (JYes [INo

Ambulatory Aids: Inform consultant for positive criteria
* Wheelchair C1Yes [INo
M — e
Gait/Transferring: | s
Rk o LYes  LINO 1 nytritional Screening: \ g Abnormlies Detected
i e Lid ] Underweight
¢ |mpaired “1Yes [INo O o _ ﬁ
Mental Status: Forgets limitations O¥es Mo | - FVTEE tbl
eeding Problem
IF YES FOR ANY CATEGORY = RISK FOR FALLING O Special diet

Fall Risk Intervention:

1 Escort while ambulating ]
AT Assist Patient Inform consultant for positive criteria

p/Eﬁucate patient and family on fall precautions/prevention

L]  Special feeding method

Psychological Screeninw@niﬁcant Findings
Unusual concerns about patient's Psychological Status: [ 1Yes [ _INe
If Yes Consultant Notified: ...................ccoocoocee e (DARITINEY oo vmmnmmammmim s

Social History: LivesWith.......

Siblingsin household [ Yes

\
Time of Initial assessment completed by ER Nurse : ......... r,f%Pﬂ’) ..............
Docu. No. : RCH /FRM / CLINICAL / 120 (PT0)




Nursing Notes (Including Labs / Medications / Other Care):
FTime Nursing Notes
1P Nsso8sed e Finan] opndivher

¢ veilp 0den it possrd
DL . LAmen g oo <MMV—

L |

L] / .
Samples collected by: ﬂi { e Time:
Samples sent by : / Time:
Medication given in ER:
%?Tt]%/ Medication Route Dosage & Instructions Dggr?r gllgns%
=
A
|~
=
Condition of patient at time of shift - out : Details of Shift - out
(¥
L HS ) Bp: F. /QL "')FT -------------- " Shift - out from ER to: .......... ) Bdgantiiienie
0o j A
%E\’/b}b SPO; 2 o Log, [\ """"" Time of Shift - out: ............ Zm .. G ...... } .......................
N L Temperature : Q& foe—...... ’
. d il Handover given to: ........... Suklaikr o b TS
Pain Score: .01 6. . (Nurse’s Name)
Repeat RBS (if applicable): ..............S oo |
|

Tick as applicable: [0 MLC CLAMA  CBROUGHT DEAD

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

Name of the Nurse : ...... ey ¥ ) v Signature of the Nurse : ..... C]Q’@ .............................

Date & Time : HzﬁQqJP,QQ ........................
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PEDIATRIC IN-PATIENT
MEDICAL RECORD

Patient Name:

— uﬂTniTMiimmnmmmuuu
epartment:
Consultant:

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




Patient Sticker

Pediatric Multiorgan History & Physical Examination

Name : Age/Sex

Information given by: Relationship

Chief Presenting Complaints & Duration (Chronologically)

C{Q 3@4@4&&_

discolousgtion ‘.’jdaj;

Sk(.lfl

J
History of present illness :

A ‘\-c{m old vﬂmﬂe rﬂ-. (d

hias lwougqu’ Mffa- c/g

upuaw:.d\ e nﬂaux.a_,&m mﬁ

\ik\:n v 3 clawls

ced

Mpe -~ AvE

Beq - o+

B.-wt - R8%Fkq

= )
L\)l”ﬂ‘!.&__ - 2-7t2 l’-ji

T. ot - 0?'7’70@,!
=

Whloss - 37/

————

@ poL - 4

TepR - Jssmqld*




Patient Sticker

- Pediatric Multiorgan History & Physical Examination

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

Birth & Neonatal History:
Towmn | @A [ em Lsce] Gl l]CrAB\lDM
y h.j?u»HUmfoimda.

Birth & Socio Economic History:

About Father :
About Mother : AGDM on 0H A

Any additional Information :

Developmental History :

Immunization History :

\ncetnaflon do  be dove

(PTO)




Pediatric Multiorgan History & Physical Examination

Anthropometry :
Head Circum (cms)_‘L(Cenﬁle ———— ) Height (cms): (Centile)

Weight (kgs) ) (Centile )

On Examination :

o 2
Temperature : J.S_F_ Pulse Rate : {,?o}m B.P SP02 _j_g_/__

Resp.rate and type of breathing :

Rash__ 1
Lymphadenopathy 9 Q (chesans C—!_'?
Oedema : J

Allergies (if any):

Respiratory System : Aepe ®

Inspection (any s/o distress) :

Air entry & breath sounds :
Any addes sounds :

Relevant data from outside (Chest X-Ray, ABG,etc.,)

Cardiovascular System : S Sa(®
Inspection of procordium :

Heart Sounds :

Any murmur :

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

Per Abdomen : 501'{

Inspection

Palpation :
Ausculation :

Spine : External Genitelia :
Relevant data from outside (CT, USG etc.,) '




Pediatric Multiorgan History & Physical Examination

Central Nervous System :

Level of Consciousness : AVPU/GCS score-:

Cranial Nerves :

Motor System:

Nutriton :

Tone: : Power

Co-ordinator :

Posture :

Involuntary Movements :

¢fT/p - Good

Reflexes :

DTR - Superficials:

Plantars

Sensory System :

Bladder / Bowel :

Clinical Summary & Diagnostic:

NN

(PT.0.)
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Pediatric Multiorgan History & Physical Examination

Preventive aspects of the treatment:

& D IDYM Kean (cteans

Desired goals of the treatment :

vesoltlew &f QSYWJP’CDM&

7

Planned Labs: Planned Management
~SBR___ tomoyrow |- Stast DSPT
DT R Cover eyes and genitalis

= J

3. Kceoﬂ«z’mh-l wWarin
4- Keep s povel ekdm
dry amgl clean
S5- DBF eareny Qolbwﬁq
G- Monitny O/o
Z. Ut DAmP.c o-swl Po
op fm»fn | 7- 05W0¢

Signature of the Doctor: s '624’" Signature of the Consultant: ....... Ci'\
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(I GRESS NOTES AND DOCTOR'S ORDER
Da_ltf Progress Notes Doctor's Order
& Time
\ bl&|2o2% o
) f 21 P - (sz’@’ -
r)"}@‘fm |1 X - G |
\ L Ly
& 4, BPT_ - pABy || A
o B D O:,i:
ealamits R - W 3. gac
&Rw??"r ook | TRE | AdCH
s \ v kik e L Aep
A Ridn e —
Hg vl we !/\,UM
R MD{M
_¢Koy 1€ o Rk ‘E—L Pae
dnp ! 26-6°C > T ReT /o ten
= J  DOE 2
~| ¢¢¢ , Do ’T'fm b& ™M

(PT.0)
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Yeur Right to a Safe Delivery

23.:?me Progress Notes Doctor's Order T
\ X-\vn‘/"; ' C/{(lﬁ is m‘“‘ (bf" s i
M —
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u—/k“_wgﬂ/v Pegipt
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i s, | (D e
Sheet No: ............. REGULAR PRESCR'PT'ONS Weight .............. Ward ......coeeveennne.
DRUG: it D Drops TDigt‘Z N

Dose Route | Frequency | Start Dt.

losml Po | OD |05

Name & Signature of the Doctor |
Starting the Drugs: @& YGN
' 4

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

| pRue: Datey
: Dose Route | Frequency | Start Dt. y
Name & Signature of the Doctor
:; Starting the Drugs:
. | Additional Instructions:
Daily Doctor’s Endorsement by a Sign
DRUG : petet
Dose Route |Frequency |Start Dt.|
Name & Signature of the Doctor
- | Starting the Drugs:
%; Additional Instructions:
= | Daily Doctor's Endorsement by a Sign
DRUG : e

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign
. No.: 1
Docu. No. : RCH /FRM / CLINICAL / 108 #10)




Cinnatire
wlgnature .

NAME oo

VERIFIED BY :

e ] Rainbow® . . s
_ patlntSicer | Children's | @ BirthRight
Hospital . BY RAINBOW HOSPITALS -
It takes 2 lot to treat the little. Your Right to a Safe Delivery
Sheet No: ............. REGULAR PRESCR'PT'ONS Weight .............. Ward .....cooovennne
] Dater ‘
DRUG : Tie _
Dose Route | Frequency | Start Dt.
Name & Signature of the Doctor
Starting the Drugs:
Additional Instructions:
Daily Doctor’s Endorsement by a Sign
DRUG : poter

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : Dater
Dose Route | Frequency | Start Dt. ’
Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : P

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Docu. No. : RCH /FRM / CLINICAL / 108
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Ist-oonzom

VITALS CHART

Date—»

16106126

Time ¥

Temp

HP

RR

SPO,

Score

Type of Feed

Urine Stool Vomit

Qty

7.00 am

8.00 am

9.00 am

10.00 am

11.00 am

12.00 pm

1.00 pm

2.00 pm

3.00 pm

0% 7]

140

46

a6,

EE

40mlL

4.00 pm

5.00 pm

0 &2y

186

19

WEDA

DR e

) mif

6.00 pm

7.00 pm

DOF

8.00 pm

99}1

(30

4.

671

DB¥

A0 min

9.00 pm

10.00 pm

11.00 pm

b 17 4

CmJ

12.00 am

9431

ue

484

1.00 am

o)

2.00 am

A

3.00 am

4.00 am

ERm

Sowl

5.00 am

6.00 am

A1 )

t24

LRy.

£

0,0 -

TOTAL

Temperature 97.5t0 99.5 F
HR 120 to 160 per minute
RR 30 to 60 per minute
SP02 93-100%

Feeding Plan............... bemst. FF..

nd

>

fiﬁﬂ_/j .........................................

...................................................................................................................................................
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Children’s .. BirthRight
H BY RAI 'W HOSPITALS

!:!gig !:Etag‘! little. You'r‘:ig':tag a Sazsoelivery

Morning Shift

ClINICAl DIAGNOSIS. .. .vesemiansussiiiuisisisssssnesinsnssssssnsnasessstsssssasssssnasssrsssssssasststssnsssnsssssnssrsssss et ssasvossastsnsatsssnssssnssans
INUPSING DIBGMOSIS. ..cuervrvrueucaeererssessssiiissrarassssss et s e ss s st et s s sas s eSS S Ao E LRSS

PUAN OF CAIE oooeieeeeeeeeeeeeeeesseeeessaseeeesaesssssassseseaassnssaseeserssnsseesesnnsnmtEeenssssssnesssmasssnssssesssssstessnaaaassssrassassansnssssansnns

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

Planned INvestigations PrOCEAUIES .........cvwe ittt
IMPIEMENTATION ......cvecececuiaiiiieiin e aer sttt d et

Handed Over by : Name & Signature Received by : Name & Signature

Evening Shift

Clinical DIagnoSiS. ..........c.wrrererseecesenseens INBLEL..ompininiscassiassmmpasmseimmsbonrnescss i s Y
Nursing Diagnosis.............. E{.Mo.@kb...ﬂ?sﬁnmﬂ&*fan..a«ﬂ..SK?.n ....................................................
i;l.a.l.ﬁ‘-t;-f.6;;;-:::::::::::::;:&&::::é;a.é::::%@::é&@ﬁbﬂ::::::::::::::::::::::::::::::::::::::
................................... o DGR AN AP NI SIRIL s

Implementation wﬁ&s.e_a;edryhe@ah W, R T T IS SN 2 (1 WL A
....................................... ?f....M‘ﬂdrx’r_mn“.m...uimﬂ..5Ya.n.s...QLamﬁ.and..MniJamin AL,
ereereeeeeeeenssesssmneseseennn K MIGRHAN.. ADE. ... @{9..@&1@;&. .................................................... ér ...............

Handed Over by : Name-& Signature
Night Shift
Clinical Diagnosis........ccce;upueeene J\\I*t.g ..........................................

Plan of Care ........\Q........ &S00, .

W, ....... T

Nursing Diagnosis......Y. My

Handed Over by : Name & Signa’(ur@Jé‘rq.—ur“l . Received by : Name & Signature
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VITALS CHAR.

"V

Date—»

Time y |Temp| HP | RR

SPO,

Score

Type of Feed

Qty

Urine

Stool

Vomit

7.00 am

8.00 am

e

A
_gmﬂ

9.00 am

10.00am | a%-6

q8 ¥-

F

|

11.00 am

12.00 pm

1.00 pm

2.00 pm

3.00 pm

4.00 pm

5.00 pm

6.00 pm

7.00 pm

8.00 pm

9.00 pm

10.00 pm

11.00 pm

12.00 am

1.00 am

2.00 am

3.00 am

4.00 am

5.00 am

6.00 am

TOTAL

Temperature 97.5t0 99.5 F
HR 120 to 160 per minute
RR 30 to 60 per minute
SP02 93-100%
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Morning Shift

ClNICAl DIBONMIOSIS ..o v isscunssvmsmsmssssmsmssisssaspmsnnesinsusess supbphsss s s e i Blas rest ERF AR £9F 4R A AR S R AR AR R KRR
NUrSING DIAGNOSIS.....c.cvvcuismvesmmcnassrasissmnessastilinaisnisssssdaionssssasassessnitassassianspanssanssarssrassemsamasnnsss mmssbssasasssussasneys

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

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

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

Handed Over by : Name & Signature Received by : Name & Signature

Evening Shift

ClINICAl DIAGNOSIS. .. ueerrrsccassrrarsressrerrsmssnssesersnssrsssenssstsinsmsnssstssasstonainsssnssesssssasssssassmssssassesmssssspsmsdE R b ERassevervase
INUPSING DISONOBIS. .. c:cxs:s05555mssnssssnsansanssnsissssnssssssssesansiimmannsssnsansnsstsssnsosvs ssssssedbisiassnnesssesassaams svunsnxsisnmeis cinsaursnss

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

Handed Over by : Name & Signature Received by : Name & Signature
Night Shift

ClINICAI DIBGNOSIS. ... eeeeeeseesersersistitisiesesssssesassessssssssstsaeaestssesa st as s b e s b e b e s ae s h s AR R e e R e e b e bR e SR s b e R e e s s s n s b0
NUFSING DIBGNOSIS......crveieirinsessssiesissesissisissssssmssismssssnssesssssssssssmsssssssssssssonssss sisstssssesssssisestssistssssssssssasissssssssnsass

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

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

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

Handed Over by : Name & Signature Received by : Name & Signature




PATIENT TRANSFER FORM
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Patient Name & UHID No.

‘DH- -00045773 P2
5-0002
|_3aby B/O v NAGA SUSHMA o4

Date & Time of Admission

6722

) 2pm [4[¢] 2

Date & Time of Transfer Order

1) USY7™ )

12-05-202¢ ovumn
Ir. CHIGULLAPAL

T, HII

Transfer Ordered by

S
DR 1casmenng,

Reason for Transfer

(%frm‘m*ﬁ))

From Unit

20

To Unit

329

Information to Attendant

s~ Nol ]

Number of Sheets in Clinical File

W

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

Wam
Yes A No| | ‘3’(1‘

If yes, what ?
vos WY LS godl

Medications / Consumables / Surgicals / Hand over

SI.No.

Item Name

Quantity

4.

a.

Shifting Summary / Notes Written by Doctor :

Yes| | No| |

Name & Signature of Person who is Transferring

Hryon

Name of Person Ordered Transfer

Di2-

(€O muedl,

Patient & Clinical Records Received by :

3 rad

X oo

D

Date & Time of Patient Received :

P

L)_{

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

| Unavailable Bed

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

|| Nurse not Available

[ | Available Bed not ready

——






