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Rainbow .
Children’s _ =%
Hospital A

- Rainbow

Rainbow Childrens Hospital-Himayatnagar

Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA quarters road AP State Housing

Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.
TEL NO :040-48873000
WEB : https://rainbowhospitals.in

ADMISSION SHEET
. . . N
Regisiratiod Detalle:: LRI O
Admission No : IP26-00006687 Admit Date : 29-Jun-2026 Admit Time :10:20 PM UHID : HNH-00016261
Patient Details :
Patient Name : Baby MARYAM ZARA Age :3Y3M22D
Guardian : Mr IMRAN SAZID MOHAMMAD DOB : 07-03-2023
Gender : Female Religion
Occupation Martial Status
Address (H) - plot no - 92 mmgq prime hills colony , mm Phone No : 9966737031/ 7093860104
pahadi Attapur Hyderabad Telangana INDIA i w : .
500048 E-mail . imransazid@gmail.com
Mmission Details :
bed Type : DAY CARE Bed No :ERO1 Ward Name : GF -EMERGENCY
Room No : ERO1 Admission Type : First Visit
Contact Details :
Name : Mr IMRAN SAZID MOHAMMAD Relationship : Father
Contact Address : plot no - 92 mmq prime hills colony , mm pahadiPhone No : 9966737031
Attapur Hyderabad Telangana INDIA 500048
0 g
m
Doctor Details :
\ _octor Name : Dr. ANIKET ANIL PARASHAR Specialisation : GENERAL PEDIATRICS
Referral Doctor  : Self. Phone No
Co-Consultant
Payment Details : Deposit Amount  : 10000.00
Payment Mode - DC/CC Card Payor Name : ADITYA BIRLA HEALTH INSURANCE

CO.LTD

Printed Date / Time : 29/06/2026 22:29

Printed By : 020099
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ACTIVITY RECORD FOR BILLING
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Rainbow® @
Children’s
Hospital |

It takes a lot to treat the little.

BirthRight

B_Y RALBOW HOSPITALS
Your Right to a Safe Delivery.

Baby MARYAM ZARA
07-03-2023 3Yamao ()
NamMe: === . AMIKET AML PARASHAR :Sw'
meepesma (1111111111 p——— Consutant: TSN
Date of Admission : ===========-==== Time : -=====-mmeeeuv Date of Discharge : --------==------- Time: -—---=----—-
Room / Bed No : -------- poea—— Ward : Suggested Billable bed type : -
WARD TRANSFERS
Date Time From Tﬁ’ (‘Mq ) Signature of Nurls_\e_
X2

2q 1616 15\ %y R « r e @M}Uf v

Cross Consultation Visit
Doctors Name Date Order No. Signature

1

2.

3.

4.

ot

6.

7.

8.

9.

10.

Docu. No. : RCH / FRM / GENERAL / 145
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Baby MARYAM ZARA

Dr, ANIKET ANIL PARASHAR
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3vyamazp (F)

INVESTIGATIONS AELCER e
29 \6\b as 0
‘ v D )
ade)  ( [tessz &“‘C‘B
e )
elo o ¢J] L6 63> feQ
();\\\o | -~ - lo &% = 5
c:\\\o 1 xo voit Ched P el
et et
oo h e T
9ofh® | VGG abdemeo Sty el

C

C



HNH-00016261 1P26-00006687
Baby MARYAM ZARA

MEDICAL EQUIPMENT ( WARD & ICU) O AMKET AL PARASHAR.
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ANY OTHER INFORMATION

Date :

Time :

Prepared By :

Staff Nurse

Shift / Ward

Billing Assistant Billing Supervisor
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Ref.No. F/IN/PR/O

1P26-00006687

Baby
07-03-2023 3Yyamaap (F)
Dr. ANIKET ANIL PARASHAR

Patient Name - ///
patient ID# W’/
) howsk
Consultant A \ ﬂ O@\ .
£ 9 C U ) o N W N
Final Diagnosis -




Pediatric Multiorgan History & Physical Examination

Name : e ¥\ g Age/Sex 2‘1. Sm

Informant \ ‘PM Reliability G100 ‘-Q -

Chief Presenting Complaints & Duration (Chronologically):
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History of present iliness :
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Pediatric Multiorgan History & Physical Examination

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

Birth & Neonatal History : . ,
Wogpo omtonclipm | T LEC s ( frevlscs)

Bud- &' Ska  TcaR  WoMCU ac (N
honnor

Birth & Socio Economic History :

About Father :

(o C\’l- 1\2’\\

About Mother :

Any additional Information :

Developmental History :

wplodad e

Con Cowi bbbl
Immunization History :
lNW\M/\ N;%J U‘F)‘D \Bmah )

ga/ -




Pediatric Multiorgan History & Physical Examination

Anthropometry
Head Circum (cms) (Centile ) Height (cm) : (Centile )
Weight (kgs)__ 1= 6© %?'; (Centile )

On Examination :

Temperature : q 8 F Pulse Rate: _| o 8 Description Qﬁﬁci“}(, -
BP iUOZBO spoz_ 481 a_ fovmacn

Resp. rate and type of breathing : L3 | wan Uﬂ»ﬂu?\www C
Qigns oL abﬂ.,qoﬂnJv A
Rash Y

Lymphadenopathy nO — g Ya‘Q < Ld i '1\
Oedema : ho ’O‘{ui L \ - @
Respiratory system :

Inspection (any s/o distress) :/ Fal

Air entry & breath sounds : fl \WAY @'SL | t%l( (At *f No aoQCQJLrJ gb\McQB

Any addes sounds :

—

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

Cardiovasclular System :

Inspection of pl{'g\cordium: ik
Heart Sounds : _| '—(I AL ( '\\\O grartad

Any murmur :

Relevant date from outside (Chest X-Ray, ECG, ECHO, Etc.,)

Per Abdomen :

Inspection ( m %‘m_?& W“L—Q‘ and M‘ﬂ’“&
Palpation : :\Aﬁé*; Non th&b‘}(\ DA — T WLPOLL\‘L

Ausculation :

W

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

External Genitelia :

Spine:




Pediatric Multiorgan History & Physical Examination

Central Nervous System : —
bl - (5]eS
Level of Consciousness : AVPU/GCS Score :
Cranial Nerves : B0
.
J
Motor System :
¢ \
Nutrition :
Tone : \ Power
Co-ordinator : \
Posture : j h
(A
Involuntary Movements :
Reflexes :
DTR j Superficials :
Plantars
Sensory System :
Bladder / Bowel : \?uauﬁ'k a
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I
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Pediatric Multiorgan History & Physical Examination

=,

Preventive aspects of the treatment :

Desired goals of the treatment :

Planned Labs :
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Planned Management :
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1. Name of the Referring Doctor :

Please fill up the following details

2. Name of the Referring Hospital :

(Including the name of City)

3. Contact number of the Referring Doctor :
(Preferring Mobile #)

4. Name of the doctor in Rainbow Team

whose name the patient is being referred

Date Time

on

Doctor's Signature Name@
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Baby MARYAM ZARA
07-03-2023
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Doctor's Order
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& Time Progress Notes
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Patient Sticker
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It takes a lot to treat the litte. Your Right to a Safe Delivery

DRUG CHART

i
£ b
Date of Admission: ‘Qod‘l% Drug Allergies: .........ccoeuee ‘_}L‘\\ ..................... O @wn any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR

™ |
NURSES

Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).

Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.

Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.
The date and time of stopping the drug along with the doctors name and sign must be mentioned.

Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this
drug sheet folder.

Nurses must follow strictly the FIVE RIGHTS before administration of medication.

1) Right Patient  2) Right Drug 3) Right Dosage 4) Right Route  5) Right Time

AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.

S0S / PRN (As Required Medication)

Dater*
pRUG: &P (ROCIN DS  |rn \“'
Dose Route | Frequency [Start Date ; \

fo [Se ¢ R9q G| 1
Do@r{‘s Sigaature Valid Period| Pharm. 11
A7 '/
0%
Additional Instructions: ( r'd
(QUo .wk)
(s
®. 3
DRUG : e
Dose Route [ Frequency [Start Date -
Doctor's Signature |Valid Period| Pharm.
Additional Instructions:
; Date»
DRUG : Tige
Dose Route | Frequency [Start Date
Doctor's Signature | Valid Period| Pharm.
Additional Instructions:
Docu. No. : RCH/FRM / CLINICAL / 118 Page: 1/4 (P.T.0)




HNH-00016261 1P26-00006687
Baby MARYAM ZARA

07-03-2023 aY3mM22D {F)
Dr. ANIKET ANIL. I"ARASHAR

REGULAR PRESCRIPTIONS

Weight.

}’?G ...... Ward. .........

RS 11 T

0RUG: )\ (& FTRIAXONE [pimet
Dose te | Frequency |Start Date
600 | E@)Q‘v

Name‘% Signatute of the Doctor

Stawg Do Pra sheank

Additional Instructio

IOOM\G)\Lal - aN‘

Daily Doctor’'s Endorsement by a Sign

A ¢ A ; Dater \

DRUG: J,|. (EF TRIA %W E Tip &7 [
Dose | Route |Frequency Start Date
1'dg [ WV [a@uk [Q1l6
Name & Signature of the D ctor v O
Startln the Drugs: “fc\ >

pas vt *’v Y
Additional Instructions: \

\o0 ™ 9 kﬁ \0’ C‘J»l
Daily Doctor’s Endorsement by a Sign
DRUG : e
Dose Route | Frequency |Start Date y
Name & Signature of the Doctor :
Starting the Drugs: (-

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Dater

DRUG :

Time

Dose Route [ Frequency |Start Date

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Page: 2/4
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VERIFIED BY 2 NBIME oo eemeece v eeseos e sisserasscnsneassesees

HNH-0U01E261 1P2€-00006687
Baby MARYAM ZARA .
07-03-2023 3yamzp  (F) Waight. ....oreenesneanenns Ward, .oreveeveneeneens
Dr, ANIKET ANIL. PARASHAR
R R Dato>
_ Tig]e | Nurse Sig [ Nurss Sig | Murss Sig. | Nusse Sig.
[ - Doss Dose Dose Dose
DRUGH: Dr. Sign. Dr, Skgn. Or. Sign. Dr. Sign.
RO ute Sta it Date Dose Dose Dose Dose
Dr, Sign. Dr. Slgn. Or. Sign. Dr. Sign,
Name| & Signature of the Doctor Doso Dose Bose Dose
or. Sign. Dr. Sign. Or. Sin. or. Sign.
Additional Instructions: Dot Dose Dose bose
Dr, Siga. Dr, Sign. Dr. Sign. Dr. Sign.
Data»
VARIABLE DOSE Time [ Nurse Sig. } Nurss Sig. | wurse sio. | warse sig.
Dose Dose Dose Dose
DRUIG : Or. Sign, or, Sign, D, Sign. D, Sign.
Ro u‘t'e Start Date Dose Dose Dosa Dose
Dr. Sign. Dr. Sign, Dr, Sign. Dr. Sign.
Name & Signature of the Doctor Dose fose Dose Dose
Dr, Sign, Dr. Sign. Dr. Sign. Dr. Sign,
Additiona! Instructions: Dose Doso Dose Dose
Dr. Sign. Dr. Sign. Dr, Sign. Dr. Sign.
H STAT / ONCE ONLY DRUGS
4 - Dosage & Other :
) ature
E)ate Time Medication Instructions Route Signatur Nurses
]
i
Page: 3/4 {P.T.0)
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Rainbow® &

Children’s .BirthRight‘

Hospital

It takes 3 lot to treat the Rtle.

MEDICATION RECONCILIATION FORM
Drug Allergies: ...........ccesssrnnene J.L \\1 ...........................................

Medication Reconciliation will be done at the time of admission and also whenever there is change
in the treating team or shifting from one unit to another unit.
(Example: at the time of admission shifting from ICU to Ward, or Ward to IcUs)

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

[J Not known any Drug Allergies

ShIfting FIOM: ......cvveeessenessseness Clco Shifted to: .......... 201003 (’101)
o | e s | (o) | oy | e | BATO0SE | outsson
1 Oc oc
2 c bc
3 (JC [IDC
4 Jc ODc
5 OC [ocC
6 Jc Obnc
7 JC [JDc
8 Oc Obc
9 (dc ODc
10 Jc bc

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : Bﬁ'?gﬁ\wm*ﬂv\? ................................
\o

Date & Time : q,\t’l/

Nurse Name & Signatur

Date & Time : .5 LGM .......................... A TN ST

Docu. No. : RCH /FRM / GENERAL / 090

* C- Continue, DC - Discontinue




PATIENT TRANSFER FORM

Rainbow® i e
Children’s ‘Blrthmght

I-Iospital BY RAINBOW HOSPITALS

It takes a lot to treat the litte. Your Right to a Safe Delivery

Meatic et Alaeaa O HILIMN KA
HNH-00016261 1P26-00006687
Baby MARYAM ZARA
07-03-2023 3yamazp (F)

Dr. ANIKET ANIL PARASHAR

Date & Time of Admission

29| ¢ ’%@ ouo

Date & Time of Transfer Order

’Lﬂﬂélié P, mlj

A

X

o0 416030207

Transfer Ordered by Reason for Transfer
\ {
fov ,Q')’N)%A\am/’d Acdmivgiou
From Unit To Unit Information to Attendant
Yes.+—  No[]

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
SI.No. ltem Name Quantity
;
2.
3.
4.
5.

Shifting Summary / Notes Written by Doctor : Ye?_?/

No[ |

&_wﬁu\wf\ \y

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

e (\}smikm/\l)l'{t?

Patient & Clinical Records Received by :

Mo Onu }4@\
/J/Z

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

" | Nurse not Available

[ ] Available Bed not ready
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NUiriTIONAL HEALTH ASSESSMENT - GIRLS

Date: 30/6}.?/6 Time: q'(aZOAﬁ
Weight: .. ‘Q_G'gj Centile: .....|.0 I\ .............................................................................................................................

Height: ............ s BT, o caseaanars s sae A e e nmn e AR TR SRR TR ST A R AR B e e an e P e CEAA s T e SR R s

Inference: .. V\V\CAMMJJHCI’UIGL ......................................................................................................................
RDA: oot Calories: [R00. LGN ld_ ............

Diagnosis: ......... P.V.O .....................................................................................................................................................................
Nutritional Intervention - j_EAaI (] Enteral (] Parenteral

Patient's Signature: .............. N"S{“‘"%ﬂ ..........

Birth to 36 months: Girls 2 to 20 years: Girls
Length-for-age and Weight-for-age percentiles Stature-for-age and Weight-for-age percentiles
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Baby MARYAM ZARA
07-03-2023 3yamazp  (F)
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BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Hospital

It takes a lot to treat the little.

i, i | @ s

EMERGENCY ROOM TRIAGE FORM

Patient's Name : ............. A ?5’ ............... -%Q'?(C{ ........................... Age:...:ﬁ}fﬁéﬁ Gender: [|Male /Zéemale
Date : ....x 9. [0 &.[ )/,é ........................ Time of Arrival : (2:55?”

Allergies: [JYes [ Food [] Medications [] Blood Transfusion ] Other (SPecify): ........cccovvrmrrmvcrmesrncerisenncnnnns ] Not known
Source of Information : {Eﬁﬁants [C1 Others (Specify) ...

Mode of Arrival : ,Em/bulatory Wheefchalr
Y )M
Iital Vital Signs:  Temp: .26/ PR: ..(.‘.?.Sfé 13]61(3 2’4 % M so0,. ?3/
Chief Complaints: ....£.[Q.....={ VLA Slnd€ IT s:'.Q\,HK .................

INITIAL PHYSIOLOGICAL CATEGORIZATION INITIAL-PHYSIOLOGICAL STATUS
Appearance Work-of Breathing /E'é;;:;
J Normal A Normal O Increased [ Unstable :
P/Sick Looking Circulation / Colour [ Decreased [ Gasping/Apnea OJ Not — Life - Threatening
)Z/ ormal [ Abnormal [ Bleeding [J Life ~Threatening
Triage Classification CTAS
[ Level1: Resuscitation []  Immediate
[J Level2: EMERGENT : Life or limb threatening ] < 15min
[C] Level 3: URGENT : Significant illness / injury with potential to become life or limb threatening L] - 30 min
] Level4: LESS URGENT : Significant illness but not life threatening /Zf 60 min
[] Level5: NON - URGENT : May receive care when convenient ) [ 120 min
NOTE : All immunocompromised children and preterm babies to be considered Level 2.
All Children less than 2 years age with high fever to be considered Level 3. Sigraie of Pamek) Borlan
* CTAS - Canadian Triage and Acuity Scale Triage Completion Time : ........cccovvevenneee

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 past 2 ] Yes 'L;Aé 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 ﬁ/ and Cough
=
A NO

. s - [ Any patient with fever and respiratory symptoms who answered
1
3. bt::;g;uzhﬂ:&ortness of breath or difficulty breathing in L] Yes “YES" to any of the questions on epidemiologic risk factors in

“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 [1Yes [ communicable disease triage screening)
tct:)en};(gl.;mi: fh%mzz?‘t;w\:h\sre:ii ?recemly travelled outside ] Patients should be immediately isolated in a negative pressure
' P . room or a single room (as appropriate) for pending evaluation.
ifiyes; State LOGEHON: .uqv. i mnsisievssssisg ] The patient should be given a surgical mask immediately, if not
2. Are your parents / close contacts at home is/a healthcare [ Yes [_J4lo already wearing one.
worker? {please encircle the choices} (e.g., nurse, — : . )
physician, ancillary services personnel, allied health 1 Both patient and triage staff should perform hand hygiene.
services personnel, hospital volunteer, or laboratory [7] 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?
a " A
Name of Triage Nurse : ......... 5%4;&)}{&77 Signature of Triage Nurse : ......... 55 /“Qg ...................

Date & Time : ........... 2;147(1/2/6@?{3)'?[1

Docu. No. : RCH /FRM / CLINICAL / 085
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NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM
Date : ?/%[OL[)/Q’ Time of arrival : GU’S%V”

%
Chief Complaints: C[D—&QVU\_B\«AQ ...... (fd% ..................... RBS: oo
Height: .................. Weight : ...1.2.:55.[.’38Ml T R Head Circumference (<2 Years) .........ccccoceveeevnvrveerersenns
AIIergies:/')tE's [0 No [ Medications [ Blood Transfusion T Food  CIOther: ......ceeeeeeeeececeerean
LTI 10 L1115 OO OO
Pain Screening: [ Yesﬁ\lo F'Yas, PainSCOM. .c..iviiisssuss Pain Tool Used: [ N Pass [ FLACC ! Wong Baker
C1 Character ..........ccoevne.. [0 Location ......cccveeveuenene. O] Frequency .....cooeeevceeenenee. ) Duration .......coccevevnnees
RISK FOR FALL: Functional Screening: [ | No Abnormalities Detected
L] If patient is < 6 years ] Mobility Problem
tick b-elov? fall risk intervention directly ] Walking Problem
- Ilislaszzlsen;[t:: t;lg ye;;a eters ) = Devsloprnertal Gelay
S W param
] . .
History of Falling: within past 3 months []Yes A Missuibskerdlal Lorgents Abnosisey
Ambulatory Aids: { Inform consultant for positive criteria
¢ Wheelchair [] Yes No
- Uses furnlture for Support D YeS P,N'O/ ................................................................................
GOl/IFARSIONIRE: =@ =000 it s siidisise et sesis oinisessboniisasssnss
> Byt ot i Iiﬂ()( Nutritional Screening: [ No Abnormalities Detected
* Weak [JYes _FNo :
. < - ] Underweight
* |mpaired [ Yes /EI’NO o .
Mental Status: Forgets limitations [ Yes Al i
_| Feeding Problem
::I;’T!:‘sisi(::t:::n(:iz;FGOHY = RISK FOR FALLING ] Special diet
[} Escort while ambulating ~ Specialfeeding method
] Assist Patient Inform consultant for positive criteria
] Educate patient and family on fall precautions/prevention

Psychological Screening: [ | No Significant Findings

Unusual concerns about patient's Psychological Status: [ 1Yes  [INo

If Yes Consultant Notified: ......................ccocooviiniinnnn, (18017 1717
Social History: Lives With ... ==X TJ‘/&

Siblingsinhousehold [1Yes [INO (ifYBSHOWMANY?) .........ccccoemriiricrensnsssusssnssssssnsssssssssossnsssssisensssssnsssassssssrsssessscnss

Time of Initial assessment completed by ER Nurse : @Clurﬂpr’/
Docu. No. : RCH /FRM / CLINICAL / 120 (PTO)




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

Time Nursing Notes
NV ALAS s iym'w% ¢onl1}o n
U L}
i homto. =, vitad 1Y ‘
Samples collected by: Time:

Samples sent by : VITO*M Time: 1. ’39 4

Medication given in ER:

Date/ |
Time

Doctor | Nurse

Medication Route Dosage & Instructions Sign Sign 1

| .

\ B
|
Condition of patient at time of shift - outy . H4 Details of Shift - out
= Y4 il
HR: ...I.Ob..bm..... BP: 15}“6? ot A Shift - out from ER to: ..... 52 N..
i "}‘\%h{.‘ S8 o g8 e - Time of Shift - out: ..o LA NP
S, 1, T . T P 1 B -
6651 SIS Clg F ~ Handover given to: ............... Yl S
Pain Score: ...O\...... " (Nurse’s Name)
Repeat RBS (if applicable): ... ALNA .

Tick as applicable: T MLC CJLAMA CIBROUGHT DEAD

Procedures done With details (If ANY): ....eciierici ettt

....................................... DN A LA A O

A 0
Name of the Nurse : BAJ%‘M ------------------------ Signature of the Nurse : @4 .....................
Date & Time : &‘”0@[?{:@72({1‘1 I2a




