e ® Rainbow Children's Hospitals - Financial District
Rainbow . Survey No 74, Nanakramaguda village, Serilingampally(M} .Hyderabad ,Telangana, INDIA 500032,
Children's} . o, TEL NO :040-44665555
Hospital rthRight WESB : https:firainbowhospitals.in
nRainbow
ADMISSION SHEET
L i VLA LUV L 0
Registration Detalls
Admission No : 1P25-00020429 Admit Date : 13-May-2026 Admit Time :12:08 PM UHID: FDH-00045797
Patient Details : .
Patlent Name : Baby B/O CHINNI SNEHA LAKSHMI Age :0D
Guardian + Mr CHINNI HARIN KUMAR poB : 13-05-2026 11:28 AM
'| Gender + Female Rellgion
Occupation : Martial Status
Address (H) . Serenity Park, kokapet Kokapet Hyderabad Phone No - 7730854098/ 7730854098
Telangana INDIA 500075 ... E-mail . snehalmunagala@gmail.com
OJ Admission Details : v Jate
Bed Type : BASINET Bed No : CRDLPVT 326-1 Ward Name : 3F -PRIVATE ROOM
Room No : CRDLPVT 326-1 Admission Type : First Visit
Contact Details :
Name ~ + Mr CHINNI HARIN KUMAR Relationship
' Contact Address ¢ - Phone No
atal Signature
Doctor Details :
o Doctor Name - Dr, CHIGULLAPALL! SHRAVANTH! Specialisation NEONATOLOGY
Referval Doctor  © Phone No
Co-Consttltant
Payment Details : Deposit Amount  : 20000.00
Payment Mode : Cash 4 Payor Name : SELFPAY
Printed Date / Time : 14/05/2026 17:06 Printed By ; 016622 Page 1of 2
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ACTIVITY RECORD FOR BILLING
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FOH-00045797 1P25-00020429
Baby B/O CHINNI SNEHA LAKSHMI .

UHID No : === 13.08-2026 OYOMODSH () ~—~ Consultant: T Dept: o

Dr. CHIGULLAPALLI SHRAVANTHI

owecrsor VTN ——— oDty - e ——

| Room /Bed Nu.-————— v,  smmmmmmcm—e—- Suggested Billable bed type :

] WARD TRANSFERS

Date Time From To Signature of Nurse
@ 12186 | 12:20pm|  O7 M1
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| Cross Consultation Visit

Doctors Name Date Order No. Signature
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10.

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

i —— e ——___S— st e



INVESTIGATIONS

Date

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

Date

Name of
Equipment

Connecting
Time

Bisconnecting
Time

Order No.,

Signature




PROCEEDURE

Date Proceedure Quantity Order No. Signature
ANY OTHER INFORMATION
O
Date : \B\Slr}/b Prepared By : H@j >

Time : D"'O?ﬂ-

Shift / Ward

vﬂ'@'

Billing Assistant

Billing Supervisor
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PATIENT TRANSFER FORM
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Rainbow” . L
Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

It taies a fof to treat the litte. Your Right to a Safe Delivery

FDH-00045787 IP25-00020429

—  Baby B/O CHINNI SNEHA LAKSHMI
u-ns-zm OYOMODSH (F)
CHIGULLAPALLI 8HRAVANTHI

||IIlill\HIIlIIIIIIIIIIIIlIIII|||I|I i

Date & Time of Admission

1n]5 |26 @

Date & Time of Transfer Order

13)5 2 6 &

S

OT

Mt

Treating Consultant Name Transfer Ordered by Reason for Transfer
' L
Y - S oenklu | DY - |adewn Neo ok
Ca N
From Unit To Unit Information to Attendant

Ygs//\ No| |

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

PR over to aftendant
= Yes[ | No [
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity

i vt - le 0.D wd

. LWodwW\ N € 20 nUn

: /4,08, Ao ng

i covoh ¢ lounh )

5.

Shifting Summary / Notes Written by Doctor :

No|

Name & Signature of Person who is Transferring

/O s

Name of Person Ordered Transfer

0OY . ladrow

(.
Patient & Clinical Records Received by : QoW

"L/U
Date & Time of Patient Received : Z’\S\ O\ .37 fw

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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PATIENT TRANSFER FORM

Rainbow”’ , o
Children’s @ Birth Right
Hospital BY RAINBOW HOSPITALS

It thes a iot to treat the litte, Your Right to a Safe Delivery

FDH-00045787 |P25-00020429

Baby BIO CHINNI SNEHA LAKSHMI

13.05-2026 oYOMODSH (F)
HRAVANTHI

Date & Time of Admission

5526 @ 1218gm

Date & Time of Transfer Order

Bl s @ogn

I T

et

Transfer Ordered by

DY ooy

Reason for Transfer

NeC

From Unit

LY

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

/@M %\gﬁ@gﬂ’\

i — Yes| | No——
If yes, what ?
Medications / Consumables / Surgicals / Hand over

Sl.No. ltem Name Quantity

1.

A

: 7 ]

s- 7 /

4. ( /

5.
Shifting Summary / Notes Written by Doctor: ~ Yes| | No[ |

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

i s @cso(}a/

Patient & Clinical Records Received by :

}
) \\N‘/ Aal @)

\,_,j . ';m(‘\wx

Date & Time of Patient Received :

Lo

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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NEHA LAKSHM!
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ANTHI
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NEONATAL IN-PATIENT MEDICAL RECORD

Mother's Name : . L LM\W' gm Lg \ﬁ*k/) Age \"y Fathers NamMe : .....ccveemmmmsreniese s

.%?
Rainbow”®
Children’s
Hospital

It takes 3 lot to treat the itte,

ADMISSION INFORMATION

. . at
BirthRight
BY RAINBOW HOSPITALS
Your Right 1o a Safe Deuvar;.f

Date of Birth : . .. Date of Admission :

wor WHID NOS winciissesisiiisinsiiingunaiissarsisiniiensiasisas

Lq t\ELf\‘w
\A..x..ahm

JOT O lLabourRoom OER [OWard

NICU Consultant : . ... Beferring CONSURANT © ..ot seesssss s

Transferring Unit :

Transported ? [ Yes O No - Ifyes: O Long (> 30 kms) O Short (< 30 kms)

BIRTH INFORMATION
. - g ﬁj
% *‘(AM»N.(NLL“AQ"N Mother’s Blood Group : 0 P

d Group : . Birth Weight (gms) : ........ Cl\) e 3 ......... ength (cms) : .

_'J)l'q"l 2

Estimated Gesth Age : ... 52 0uiiiiimininmmssnssmianisiismidsissmsns

Name: ...........
Gender:OM
Date of Birth :

12 Sm .. Time of Birth : 2._&3 p‘"“"

Current Obstetric History : (Booked / Unbooked Case)

Place of Birth : ..........

8]

Maternal Age : ......occccune

Conception : Spontaneous or with Rx.

Booked at what GA. :

Last Scans Detalls

AN
AT C IC batihs 5 La
03@2 -

BMI: ...

AT mﬂi NANEAZL.

BT L)

.. Married Life : .

Steroids Drugs / Doses :
i F [

. TT Immun tio azd

tron / FO!I(! Aél -‘

. LMP l"i) 3 . EDD:

L.r,

f“m‘@

MATERNAL RISK FACTORS

Age: O <18yrs [ > 35yrs
Consanguinity : O Yes [ No

T

—

If yes, degree of consanguinity : 11 002 O3

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

oliguria, any investigations (LFY, platelet count) : ...

IU%e cle

\D}ﬁer( creaod Resistende / ADKF / REDF /
Redistrbution I
Py T VO

H/o GDM/ pre GDM/ on diet or insulin

Contr _glled or not, recent values, HbA1 values :

Compliance with Rx : ""'“"131..“

Scans : LGA. TIFFA . Fetal Echo : b Ak

H/o Hypothyriodism : when diagnosed ? Medication?

Any other Chrofjc Medical Problems, when detected

( Anemia, SLE, Jaunice, CHD, Heart Disease )

Infection : H/O, Fever
(OMalaria OUTI OKORCH O TB OHIV OHBV)
UTI: When : ...overenmeesnnnee.

PPROM : Duration : ....ccooeveveeeecvinnns

O Ute\n'ne Tenderness [ Foul Smelling Liquor

Medization during PrEGNANCY : ........cucimisimmmmrmmsmssssssssssssssssssisssssssssessssasess

O HVS (if taken) - ReSUlS : ......ccovvecciiiiiciinnns

DUFAHION & oo eeecieiesssiaessesaesnsssesssemsmemmamsnnasessesnsasaasansee

Docu. No.: RCHBH / FRM / CLINICAL / 129

Page: 1/8 (PT.0)
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Patient Stiéker
L

PAST OBSTETRIC HISTORY
GlcumDame  Phaa - {

S.No.| Age | GAwks | B.W | Gender Significant Details
Gol @ low [NIP | ewl o lig [(Goma T
1 J - —J
C fr
7 LI |
PERINATAL HISTORY
Treating Obstetrician : QIKN{V\@L’\#\PL: HOSPHALT .visissmmomsummiiasssisaasass I3 DO NEEOMbom

Duration of Labour CTG: O Normal O Suspicious [ Pathological
First stage (> 18 hours sig) ]
Second stage ( > 2hours after dilation ) Resuscitaion : [J Yes [ No
LSCS: D/E\é-hﬂ Emergency Indication : .................ccccon.. COM ABG : .ovvverveviseseoconesiomseseeessesnssssessesessmssesssessessssssesessseeesess
SPECify the rBASON : .......cvvverererreesisceesseecssssseessesseeessesesssseesseess e Placenta : (weight, surface, No. of cotyledons, calcifications,
Augmentation of Labour : OJ Induced [J Assisted Vaginal malformations, Clots €tC : ..o,

NEONATAL RESCUSTITION DETAILS

APGAR SCORE Gestational Age : ....... 2.6\ Weeks : ...........
SIGN 0 1 2 1 Minute 5 Minutes 10 Minutes

COLOUR BlueorPale | Acrocyanotic | Completely Pink / / P
HEART RATE Absent < 100 Minutes > Minutes // // //
REFLEXRRTABLITY | NoResponse |  Grimace | Saiohfactive 7 7 7
MUSCLE TONE Limp Some Flexion | Active Motion / / /
RESPIRATION Absent | Hypeax @ | Good, Crying v 7

TOTAL ) A /

> |
Resuscitation Comments :
Minutes 1 5 10
Oxygen
PPV /NCPAP
ETT
Chest
Epinephrine
POSTNATAL / HISTORY OF PRESENT ILLNESS
Chief Complaints :

Page: 2/8



Patient Sticker 1

History of Present lliness:

r>&£13 fwt&\;vc«‘ 9}\
11,,(_ MHJ\ AN UAAY

J
Cton
Y
.@c,im,rJ coel deaping dem
\

C
. o J
p

U

}u_‘j \/A’- e b..vﬁ,.,

Investigation details in previous Hospital :

Feeding History :

Page: 3/8 (PT.0)




Patient Sticker

Past History :

Family History :

Socio Economic History :

GENERAL EXAMINATION ON ADMISSION

General Disposition :

L)

NJ yd—yh-ﬂ L uvw;*’

INAA .E;’\JWL\

VITALS : Temperature - .....3.b.+.S..C... HR: \Sw‘d‘ﬂ RR: L?g‘fw"' NIBP : o OFT: L300

Color of the extremities : .......... qum(f]&\m&ﬂ.s

Jaundice : 6. B R C Sp02: CW?

3G

Anthropometry : Birth Weight : ............c.ooocccosccvvicees LONGH i HC iiiccinneecsscnnss PTESENt WBIGHE © oo,

Ponderal INeX : ovvooeeooooo (AGA ’} e ) N 1
\ i

Page: 4/8
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I Patient Sticker l

HEAD TO TOE EXAMINATION

HEAD : Fontanelles :
Sutures
Shape / Moulding : @
Edema / Bruising :
Size - (H.C.):
Facies :
(Any Facial m
Dysmorphism)
NECK and Range of Motion :
CLAVICLES : Asymmetry : C,;J)
Masses : '
EYES: Symmetry :
Red Reflex : r‘\_ i/l (WL/J? \2‘ h‘ \»-m LL r
Discharge :
EARS, NOSE Ear set / Shape :
MOUTH and Periauricular Pits / Tags :
THROAT:: Nasal shape / Patency : @
Palate :
Gums :
Lips :
Tongue :
THORAX and Shape of Thorax: A
BREASTS : Position of Nipples and Number : W
ABDOMEN and Shape :
UMBILICUS : Organomega|y :
Bowel Sounds : @
Umbilical Stump : ’
Discharge :
GENITILIA : Labia / Hymen :
Testicles/penis : @
Anus :
HERNIAL ORIFICES
;1'1’.1
TRUNK and SPINE : =
@
SKIN LESIONS : @
EXTREMETIES : Fingers / Toes :
Arms / Legs : @
Deformities :
Mobility :
Hip Joint Examination :

Page: 5/8 (PT.0)




L Patgem Sticker ‘
] SYSTEMIC EXAMINATION

Respiratory System :

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

Mention If baby has Respiratory distress : RR : ........................... SCR / ICR / Se&.Saw Dreating & v.ovveovcviisiece s e ses e

Scoring of respiratory distress if present (Silverman or Downe’s) : .....
Mention if baby is on : 0 Hood box [0 CPAP [ Ventilator

Settings : ...,

SPO2 ! ...ocovvviiivisnnnissseesssscces AUSCURHON : .vvvvvcvvvevnrnreonn.. Breath SOUNAS | oo Added Sounds:: ......

1

Precordial Activity : ................

Signs of Cardiac FaiUre : ............covueoveeemrmeeeeeeeeee s,

Cardiovascular System :
Femoral PUISES : .........ccoeeeerees s

Other Peripheral PUISES : ............cvvoeuvevivvececeionieenssscsesseesssesees s

Abdomen : HEMIA OFIfICE 1 .oovvovi e et

Shape ! ... AN PEIBICY ¢ .ocvusissNissnbossinss isteisisisivinasiosn
Palpation : ......covverccieirc e Yo Umbilical Cord : ..........{.....

Palpable Masses : ............commsisesssssciudussssssssseeisssessnns. FIrSt Urine passed : ... |.....,

Abdominal girth : ......cccivivccivciiniininnn. MECONIUM PASSEA : ....lveovivcivieiercessness sl e eeesessengesenseseessesns

Nervous System : Higher intellectual funCtibns (SENSOMUM) : .......vvvveveeereeereeeee oo e eeeeeeeeeeeeeeeeoeeeeoe
State of WAKEFUINESS : .......cc.ovrevremiriemieersisseersessmeeessnsserseonsNessessseseneessssseseese s

Prechtle SCOMe : ........ccoveivvereeseereeserenses oo,

Nerves :

Motor System :

PEASSIVE TOME I ..ooveeeeeceecieieesieesssissssssssescsessenfesssese e e msesesse s eseseses s e s s et es e eee oo e

P TINI T OTUER ke 5 R e T e s

Neonatal Reflexes : .

Grasp/:EI/Palmar pul Pl ntar DSuckmg O Rooypg/ O Cressed adductor : .

MOro's : .....oevvevvennes 6\( . g L L
Y115 EC—" crvenere SKUIANA SPING & oooevvrecierrcees e sssssssecssseeosssssessssssssssssesssssesssesmese st

Page: 6/8




Patient Sticker

Any Congenital Anomalies : .
Diagnosis : . Lr T LZ L 2 [ 1 L/\ U’ f" < p/ﬂ . -
L = '/
FOOT PRINTS
Left Side : Right Side :

Consultant :

Signature : ......coceneee é_r\

Resident Doctor

Signature : ...........

NAME © ovrerrrermresbenes 05, \ V Name : :DfJLWW\—Q{?L«A
Date & Time : ........AQ “k\w b Date & Time : .. \S\J/l Yo (o2 X

PLEASE FILL UP THE FOLLOWING DETAILS

1. Narmo OF the referring DACLOT T ... coscsmmrssesssensassasmsssessissasnsosassesasronsennsnsososomssiassansasstvsintssswafs ssssiamsisnminsssnfinssssviodisiviusass
2. Name of te TEIErTiNG HOSPILA) X ......coureeeommessensomonenssassemrassasssssasasasessassissssaransagasssessssatasssnsssassssiststnsasnsnsassdiasissintsasssansssines
AOTBBSS o onsrensrsumensamysensensransssesssasssmamas e s ey bR R R Ao AT RN A S S AN AV o
OB NIUIBIBTS = . ..cos o rreonssmnsompssmmmmsssmms nsmspgass snabsn RSSO SRR AR BT ST ST B e NS
3. Contant Delalls Of the rBICITING DOCHOE S .y ervvremsmsrmsssmmarsnionsiasiasesssssassniis s sasaioss sooavsossiarsss s s N gl

MIODIIE N0, © ooreeeireeeeeeeeeeeeeeressseseesnessseesssessssessnsssssasasnsserssessnbenssnsans EAITE S rcrsmmmas msnri i et
4. Name of the Doctor in Rainbow Team : .......L. v A T O = SOV

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

................................................................................................................. on whose name the patient is being referred.
Page: 7/8 (PT.0)
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Patient Sticker
L i

AT THE TIME OF TRANSFER TO THE WARD

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

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

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

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

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

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

Vital: OHR: ................... ORR: e, - o ——— 0 SP02 Weight : ..o

ANY OXYGEN TEQUITBIMENT - .......o.oooooeeeeieaisiesensses s sessossssssseese st sseseesesses e eeeeeeeeeeeeeeeseeee .

SYSIBITIC © .ottt eeoeeeeeeeeeeeeeoeeeee

MediCations & .........oovceeeeeeeeeeeee e Q[lél«- L T S,
____________,_...--

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

Plan during ward follow up : ; (ﬂr"" Cﬁ“‘lm%

.......................................................................... N f‘..ﬁ.,;i TR i< R
................................................. = ‘*‘°"1V“’P~ “}9‘4’!”“’

.......................................................................... ’"‘(t\(b\ma.fnnljtf

B £ vt S S s PSR aonsems s s enssnan U bostn oo B BB
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FOH-00045787 1P25-00020428
Baby B/O CHINNI SNEHA LAKSHMI
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Your Right to a Safe Delhvary

Ity & ot 0 treat the bithe,

PROGRESS NOTES AND DOCTOR'S ORDER
Date

& Time Progress Notes Doctor's Order
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Rainbow® ; o
Children’s | @ BirthRight
Hos pital . BY RAINBOW HOSPITALS
mmmmmmmm Iitthu. Your Right to a Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

& Time Progress Notes Doctor's Order
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Patient Sticker
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Rainbow® . -
Children’s (d BirthRight
Hospital . BY RAINBOW HOSPITALS
I tokes & kot b tread the IRthe. Your Right to a Sate Datheary

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Notes

Doctor's Order
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Rainbow®
Children’s | ‘ BirthRight

Hos pital BY RAINBOW HOSPITALS
) it the it Your Right ta a Safe Delivery
NEWBORN HEARING SCREENING

Hearing screening was done using TEOAEs

Right ear - Hearing screening results indicate PASS (presence of TEOAES), suggestive of normal

outer hair cell functioning.

Left ear - Hearing screening results indicate PASS (presence of TEOAEs), suggestive of normal
outer hair cell functioning.

Clap Screening: Pass
Recommendation —
Monitor communication development

Follow up if any hearing concerns exist.

r. Sri Ram Reddy Mitta
AUDIOLOGIST & SPEECH LANGUAGE PATHOLOGIST

Note- OAEs were pass(present) bilaterally is an indicative of normal hearing sensitivity, however it must be noted that presence of OAEs {PASS) indicates structurally
and functionally normal middle ear and outer hair cell functioning. DAE test does not assess the exact hearing threshold. A BERA test can be administered at the age
of 3 months (if necessary) for objective evaluation of hearing thresholds.

KONDAFUR OUTPATIENT CLINIC

@ 1800 2122 @ www.rainbowhospitals.in







