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Rainbow’

Children’s .Bkr:h? "

Hospital

7 Plot No.15, Health City layout,Sy. No. 21 & 27,Part of Chinagadili, GVMC Limits. Govt General Hospital Kda

Rainbow Children's Hospitals - Visakhapatnam

\Vishakhapatnam ,Andhra Pradesh, INDIA ,530040.
TEL NO :891-3501601
WEB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details :

(UL LT

L.

Admission No : IP22-00023352 Admit Date :22-Jun-2026 Admit Time : 0521 PM UHID : HCV-00040876
Patient Details :
Patient Name : Baby B/O P MANISHA SRI LAKSHMI Age :0YOM4D
Guardian : Mr HEMANTH DOB : 18-06-2026 09:19 AM
Gender . Male Religion
Occupation Martial Status
Address (H) . Govt Diary Farm Vishakhapatnam Andhra Phone No : 7730038688/

Pradesh INDIA 530040 : y

E-mail : no@gmail.com

Admission Details :

Pradesh INDIA 530040

Bed Type : PRIVATE ROOM Bed No : PRI 302 Ward Name : 3F-THIRD FLOOR
Room No : PRI 302 Admission Type : First Visit

Contact Details :

Name : MrHEMANTH Relationship : Baby/O

Contact Address Govt Diary Farm Vishakhapatnam Andhra Phone No

)rgwj[

Signature

-

\_Doctor Details :

Doctor Name

: Dr. TIRUMALASETTY PARAMESH

Specialisation : GENERAL PEDIATRICS

Referral Doctor : GOOGLE Phone No

Co-Ccnsultant

Payment Details : Deposit Amount  : 0.00
Payment Mode : Cash Payor Name . SELFPAY

Printed Date / Time : 22/06/2026 17:33

Printed By : 011130 Pace 10of 2
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Rainbow® ) o
Children’s ‘BII’tthght

Hos pital BY RAINBOW HOSPITALS
ACTIVITY RECORD FOR BILLING It takes a lot t treat the litte. Your Right to a Safe Delivery

Name: Hev-00040878

UHID NO ©eoreeeerreee IP No z»::s;?é%.' "‘"’:”;‘,’E;'om” L Eeereoesesesssessssesnee DEPL. e
Dets of Admigslon ... IIIHIII"IIHIIIIIHHHIIMIIIIHII SSRGS s
Room /Bed NO @......ccovvreeeniiovveme oo isted Billable bed type:........cccovniennnen
WARD TRANSFERS

Date Time From To Signature of Nurse

2200606 | ga25pm| £R 2 aay A%

Cross Consultation Visit

Doctors Name Date Order No. Signature

10.




MEDICAL EQUIPMENT (WARD & ICU

Name of

Connecting

Disconnecting

Date Equipment Time Time Order No. Sig/nature
ke | ¢cpq Cupp | 9Pm o3 bPhe ?omu/(%
SN &
}/ s

ey

)




INVESTIGATIONS

Date Investigations Order No. Signature
L7
W Tep BURS, A (e’
//‘/.//
-
¥ el DM‘ .
) ~ A
) o2 (\,




PROCEDURE

Date

Procedure

Quantity Order No.

Signature

ANY OTHER INFORMATION

Date: &§\L\f%

T"lme:ér \‘6 'Q (‘,\

Prepared By:

Staff Nurse

PEE

gt
Shift / Ward

Billing Assistant

Billing Supervisor

S
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Ref. No.: F/NICU / IPMR / 03
Nl

Rainbow® @ BirthRicht NEONATAL IN-PATIENT

' ' irthRight
Ghildren'® | \)zaeonestus  MEDICAL RECORD
It takes a lot to treat the litte. Your Right to a Safe Delivery
Mother's Name : P‘MMQS\Y"\ ................... Y — T g N il e —— Age
Date Of Birth : ooooveeeereeererecessesessasssssssssecessss D@18 OF AMISSION I covvvovirvnnssssisisssmsisissssssissssensesnsness LP. NOLL ovreermessssssrenssnensessssanssassnsssssssssss
NICU Consultant : ..el.t P’Tﬁ@”"’ Referring CONSUMANE = ..o ccevenrnssrssssrsssssssssssssssssssssms s

Transferring Unit: 0 OT O Labour Room Oer BrWard
Transported ? O Yes Eero/- If yes : OLong (>30 kms) O Short (< 30 kms)
BIRTH INFORMATION

() Name : BJDW\D:Bh&,gVﬁLQkAW Mother's Blood Group : ... 1.1 *VQ ................................................
Gender :LD—M/ a Blood Group : ......... O*V.Q ................. Birth Weight (gms) Qt..b.Q.Z.ha.qLenght (171372 B ——"
Date of Birth : .l..ﬁ.[..(»..I.Z.L............Time B R L Iy WO e o0 N ———
Place of Birth : RL}\\A?.QA' ...................................................... Estimated Gesth Age : 37LLJ+30L
Current Obstetric History : (Book(:di Unbooked Case)

Maternal Age Qﬂ\d, ;| ST — 1| S —— =11 | I Married Life : ...oeevenennnn LMP D EDD} wiaismniss
CONCEPHON : SPONMANEOUS OF Wt X, © 1vvvrtscereeserssssssaseesseseesss e
Booked at What GA. | ... s AN Steroids Drugs / DOSES : ... s
Last Scans Details : ..... P%.bmk-kl-\: ..... BREI e ——— Aot
.................................................................................................... TT Immunization and Iron / Folic ACIH © ..o

Age: O<18yrs D> 35yrs H/o GDM/ pre GDM/ on diet or insulin

Consanguinity : [ Yes o Controlled or not, recent values, HbA1 values : ......ccoceeiiniinnnne.

lfyes, degree of consanguinity : E11 02 TI3 | | o

H/o PIH (after 20 weeks) / PE Complance With RX © couuucereivssesmissssinsmmsssssssissis s

How many Drugs / Doses / Since how long : . Scans : LGA, TIFFA, Fetal EChO : ..o

........................................................................................................ H/o Hypothyroidism : when diagnosed ? Medication?

H/o value of recent BP recording, proteinuria, edema, | | e T TN PP Rie - RO 0= 0

oliguria, any investigations (LFT, platelet count) © ... Any other Chronic Medical Problems, when detected

......................................................................................................... ArUgS ? .o

IUGR - When detettal © .......ccemsemusssisssmasmsmessisssmmasssssssasnssasssssens ( Anemia, SLE, Jaundice, CHD, Heart Disease )

Doppler (Increased Resistance / ADEF / RDDF / Infection : H/O, Fever

Redistribution in MCA) / DUCIUS VBNOSUS : ....c..ocevvmmemsesserissssssssannns (OMalaria COUTI OTORCH OTB OHV OHBV)

L it svesasiisoussisssuvnsssiamis nssbnsso s ssasma s SRR LA T S sn e A RRROATATEORES DR TR, 1. | (R —— ANY CUIUTE © ..cooovinnnmnerriranssisssisnes

PPROM : Duration : ......ccccovevevcicennens [Uterine Tenderness  [1Foul Smelling Liquor  [IHVS (if taken) - Results : ...covveviecicvisnernarennns

Medication during PrEONANCY :© ........ciemummmmmmmmmssmssssisssssissssssssisssssssssssssssnssssnsssss DUIBBON © o.v.vores secsiisssnsssainssssssissssssissisissnisssessnssnsnsasaasseonsnsgsrn
CIN : U85110TG1998 PTC029914 www.rainbowhospitals.in

1




PAST OBSTETRIC HISTORY
C . TN - . J——— A} s
Sl. No. Age GAwks | B.W Gender Significant : Details

PERINATAL HISTORY

Treating OBSIEMrICIAN © .......ccoovuuurivreemssessssssesessesesssesssersenmsrsesessssssseesesnnes HOSDIEY 2 i s Ohborn  Mutborn
Duration of Labour CTG: O Normal [ Suspicious [JPathological
First stage (> 18 hours sig) MSL & i
Second stage ( > 2 hours after dilation) Resuscitation : 0 Yes [ No
LSCS : O Elective O Emergency Indication : ..............cooovveerneenn. Cord ABG :

Specify the rEASON : .......c.cccovwimrrirerisssssrsssssssssessssssssssssssseseees Placenta : (weight, surface, No. of cotyledons, calcifications,

Augmentation of Labour : [ Induced [ Assisted Vaginal malformations, ClOtS B1C : .........cc..couuvvumrivurecmmsssssssissssssssssssssssessens )
NEONATAL RESUSCITATION DETAILS /
APGAR SCORE ' Gestational AGe : ..........ccooeccorrmnnees Weeks : ...............
SIGN 0 1 2 1 Minute 5 Minutes 10 Minutes
COLOUR | Biue or Pale | Acrocyanotic |Completely Pink
HEART RATE Absent <100/ Minute | > 100 / Minute
[REFLEX IRRITABILITY No Response Grimace Cﬂ,ﬂ‘:&mi; :
MUSCLE TONE Limp Some Flexion Active'Motion
RESPIRATION|  Absent |y oS | Good Crying
TOTAL
Resuscitation Comments :
Minutes 1 5 0 i
Oxygen L 4
PPV / NCPAP o
ETT
Chest Compressions|
Epinephrine

; POSTNATAL / HISTORY OF PRESENT ILLNESS

Chief Complaints :
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Investigation details in previous Hospital :

Feeding History :

Dr).




Past History :

Family History :

Socio Economic History :

GENERAL EXAMINATION ON ADMISSION

General Description :

o s Aonedy - Neseenad

VITALS : Temperature : ............... HR: L?}Q..}ND RR : gffm NIBP S oiivsssisiiisinias CFT: 43.#%

Colour of the extremities : ...... a_lnu:’\\’\ ........... ST
Jaundice : ......................... Pallor : .............. e Sp02 : ch\}@hﬁr ...............

Anthropometry : Birth Weight : /22042, Length & oo HC © wovorvcrcesssrsnenen: Present Weight : 275 2

Ponderal INdeX : .......cocooeerececrmreneneeecres e AGA Y oo SGA [ iciiiiiiimiinemmmsmnsarasssesmmmesenses LA T s S sassssassninssisssss

CC
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HEAD TO TOE EXAMINATION

HEAD : Fontanelles :
Sutures
Shape / Moulding : @
Edema / Bruising :
Size - (H.C.):
Facies :
(Any Facial —
Dysmorphism)
NECK and Range of Motion :
CLAVICLES : Asymmetry : @
Masses :
EYES : Symmetry :
Red Reflex : @
Discharge :
EARS, NOSE Ear set/ Shape :
MOUTH and Preauricular Pits / Tags :
Lt Nasal shape / Patency :
Palate :
Gums : @
Lips:
Tongue :
THORAX and Shape of Thorax :
BREASTS : Position of Nipples and Number : 6
71
ABDOMEN and Shape :
UMB"JCUS H Organomegajy H
Bowel Sounds :
Umbilical Stump : @
Discharge :
GENITILIA : " Labia / Hymen :
Testicles/penis : @ pAas S ooy oJ
Anus : ca)& s
HERNIAL ORIFICES o
TRUNK and SPINE : ® :
SKIN LESIONS :
ry AA :
EXTREMETIES : Fingers / Toes :
Arms / Legs:
Deformities :
Mobility :
Hip Joint Examination :




SYSTEMIC EXAMINATION

Respiratory System :

Breathing Pattern : iAegular [l Periodic [1Shallow  [IGasping

Mention If baby has Respiratory distress : RR : 86‘an SCR /ICR / See - Saw breating : .........cocovemrurrmresenscnns

Scoring of respiratory distress if present (SIVErMaNn OF DOWNE'S) © .......cciiiimeiiinmiiiiiii s et ase s sa s s s s s R st sasassns
Mention if baby is on : O Hood box [ CPAP [ Ventilator
OGS | coniossnsviossissss o ontsssso s cusse o703 e e S B e S P S S T e A e sswadaas

—

Spo2 : C‘L‘Zi/' Auscultation : [Q) .L..AL@ ..... Breath Sounds : NYRN Added Sounds :

Cardiovascular System :

HR : 132— YN BP ... P SN Precordial Activity : =............ .

Femoral Pulses : .......... @ MU i smammasimmsssamrmr s
Other Peripheral PUIS@S /. .......c.ccooiiiimeesimssmssmsesssssnsssssssssssssssscnseas Signs of Cardiac Failure : .. ...c.ccceeveneee.

Abdomen : HOITHRL OTICE: 1 ovcersosirisivrssessiorasmsammsanisi iisansisisboimmsiasasiisssssasaniusiunisinnsns

Shape .o L s Anal Patency : ..... S -&9'- ...............................................................

Patpaﬁon:...&%{&? ................... eveeresessesessesssssssssmneessee UMD GO T vrs +evosessess s sesesssesssssessesssssesssssesessssesessreesssene

Palpable Masses ! ..iuuissumesiisssisissisinnanisins | FITSLUNNG passe& .

Abdofninal gith e Meconium passed : ......
S

Nervous System : Higher intellectual functions (SENSOMUM) & ......ccveiiiiieiinci it ssd s ssas s s bR a0

State of wakefulness : ......|..

e

Prochtle Score: & .uussifssmisisssnisissiosssiimsissssississoisssaisssismmassiseisos sinesss i i R R R e R S Vb

Cranial Nerves :

Motor System :

PASSIVE TOME © .oieiifosiicreereseerieseseesssseresssseseseesebesesasesssebasaassssssesssenansssesstesesasasasse s saasssessssesensssensabesantatenesssnsnssbesssssresssssnsssssssnnsesesstesansaneas
ACHVE TONME e T et et b bbb e e a e Re 4 b e b ebsbe b e bebe b abeRbas S22t sbeRba b A bbb baseebs e eh st ea s b b Ae b ebaa s e Re e s b e R e et e e nnennates
NEONALAI REMIBXES © f. ettt e sas s e s s s s eae b s e sana s besasas e b s b ea gt sese b RseaEeseRe RS e Ea R e b e Rsehea s bdbae e ks aas b e e naaRe s s abnaae st aneassrass

Grasp : [FPaimar OPlantar O-Sucking—LT Rooting  [1ET08S6d AUUUCION : ....ccoovvvrvcrsconnnss covmssmsssssssscsssssssssssmssssssssssssssssss

ATNR & oot ss st bt sn s ans SKU AN SPING ¢ .78 vcsaisiinisossonisssssimssisisossssssias s sosssssuinss s ssmiiuisss dsadsnans

6




LN o 1 T [ —————————— R
Diagnosis: ......
Du aa?
FOOT PRINTS :
Left Side : Right Side :
)
'S
()
o Resident Doctor : Consultant :
| SIGNAIUTE : ..ocvvrefGhurrrerssnfobsssmrererrrretiessne sy : Signature : .. ‘)mm.hp» ...............................
NAME : ..ooeveeeees g ..... (TR Name : QPAM\.!J* .....................................
Date & Time : . ,22.; 5/ i 6 ........... « Pm.r Date & Time : Q')a\&l S
PLEASE FILL UP THE FOLLOWING DETAILS
1. Name of the referfing DOCIO : .........ciiiuiirrierniiaes st s s e s E LRSS LS
2. Name Of the referming HOSPIA! : .........cciumimmmererinmssemsessstsstsssss s e e LT
AT EES  coveeeieessessessenssseseestssssssaseestassanassesesssstentons shsmschsassassnss ss s aasanearansansan e s o e oL H OO E NSRS LRSS SRR
CONMACE NUIMIDBIS : ..ouvvuuieusnusiinssiussssssssssssssssssssssssssst st besis st R4 AL LRSS LRSS LR 000
3. Contact Details 0f the referring DOCION : .........cciieiimiesiic et st e
MODIIE N, ©.cceunrecsarrarersnsenionesessnessasmsantrsseesassantasasasasssnsssssssasssansssanse E-Mail 1D i .eoereeiieriiiieiiremresssessssssessassssssssnssnssssnns
4. Name of the DOCIOrin RINDOW TEAIM : ........ccciriireiesimiresieatisases e sssss s s sass e s s S L S S ESER S SedLaEes

................................................................................................................ on whose name the patients is being referred.




AT THE TIME OF TRANSFER TO THE WARD

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

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

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

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

Ay ORGSR ERURBITIBALY. ... covssrewns s seuss sonsmenssbomess fhaarssissasmns s oS R R

OB .vuis mussnssormummssammiesss s s AT e s TR rep v erame v e segrser s menmmenes SN T it o srrrmenaess

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

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

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

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

e e e

]

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

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

Plan during ward follow up :

i @Rt@z‘hq\kw{;&ow\“ﬁb‘db‘“{’} 5

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

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

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

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

PSR OXYMIONY SOTOBN 3 isivivosisiissrsiisasisiusssssisssssssiossssssasisssiasivssiissomsmmrennnens
TN EIONTT SOTBOIMUY o sos sisinosssisasionsinssiassitosssssommsaibbosnseamesseesamsars s v e csss sassassdbusbossenle e consesonimssiutcanscssaion

CIN : U85110TG1998 PTC029914 8 www.rainbowhaspitals.in
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Ref. No.: F/HW /PGN / INPR /15

HCV-00040878 1P22-00023352
Patj Baby B/O P MANISHA SRI LAKII-IMI

i | @ PROGRESS NOTES | ,;, & ittt ™

nsaran B inrioht | (USE BALLPOINTPENONY) | |, IllIill!IIIIIII|I|||||IHII||I IIIIIII
| DATE | TIME (SIGN ALL ENTRIES, DATE & TIME OF EACH ENTRY IS COMPULSORY) |
| vﬁ"\’ \ Dy Q/S/B Dy Aokl 44 / M Svas
N
\ | Bl Qp / [PRTea )i AGH / ey / Doy (84 SV("/
| Nmmc\nl\um\\u]

(AN ua
e fo- @&
| @ l
‘A jesel - Be
O \aa ’—{
—
} Alog!
oy
‘ / 0 Lowbees ST
| : 29 Repoct Tr&
A ‘U/g(,}w : ‘
| = MMA&_ZP.bzl/‘ 1
A -
| | sy
fawn O{éfﬁ Y ()oaammL O\ Mo >

| ] q'm}b ,

e b— 95} Tovum ! 200 | Nooradal yselas ?\i‘ﬂ'&g

-

| RUSXY !
| | (’1!17( p- Q)
I tosol- R\~
| ‘\mo‘l\r\k I’)C:UJES(}-ULL‘
| _ ) boool e
b ~ — Connliiaan QCPRT
| % - w%
| 0
‘ NOTE : DO NOT WRITE OUTSIDE THE MARGINS /{\ﬁ \ﬁ qu"i"\

CIN : U5110 TG1998 PTC029914 WWW. rﬁvhospnms in




Ref. No.: F/HW/DC/INPR /05

,rﬂyé
Rainbow®
Children’s
Hospital

It takes a lot to treat the littie.

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

.BirthRight'

HCV-00040878 P22-00022362
PAEITERAMG focrmommsosms Baby B0 P MANISHA BRI LAKBHMI  © oo
18-08-2026 OYOMAD (M)

S

Date of Admission : ......... L —————eern e ——

Consultant :

DRUG ALLERGIES :

FOR THE SAFETY OF THE PATIENT

GENERAL - Ensure that all patient details are entered above. ONLY A DOCT OR SHALL WRITE MEDICATION ORDERS.
DOCTOR - 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.
ﬁ NURSES - 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)
Date}p
DRUG : =
Dose Route  Frequency| Start Dt.
Doctor's Signature |Valid Period| Pharm.
o Additional Instructions
Date
ﬁ DRUG : Time
Dose Route |Frequency| StartDt.
Doctor's Signature |Valid Period| Pharm.
Additional Instructions
Date
DRUG : .
Dose Route |Frequency| Start Dt.
Doctor's Signature | Valid Period| Pharm.
Additional Instructions




Patient Name :

I.P. No.

Sheet No.

Wards

Weight (kg)

y REGULAR PRESCRIPTIONS

DRUG :

Date

Time

Dose Route | Frequency| Start Dt.

Nams & Signature of the Doctor
starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign.

DRUG :

Date

Time

e e . e e L

Dose Route | Frequency| Start Dt.

Name & Signature of the Doctor
starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign.

DRUG :

Date

Time

Dose Route | Frequency| Start Dt.

Name & Signature of the Doctor
starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign.

Date}p

Time

Dose Route | Frequency| Start Dt.

Name & Signature of the Doctor
starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign.

-

e T EEII——

e

e



Date B
VARIABLE DOSE Ti_ge | | Nurs‘;e_Sig. | Nurﬁg. | NuEgSig. | Nurg&Sig,

Faose Dose Dose Dose
DRUG : Dr Sign. Dr Sign. Dr Sign. Dr Sign.

Route Start Date Dose Dose Dose {Dusa
Dr Sign. Dr Sign. Dr Sign. Dr Sign.

Name & Signature of the Doctor e e o e
Dr Sign. Dr Sign. Dr Sign. Dr Sign.

Additional Instructions — 2l ad ‘F’“s‘
Dr Sign. Dr Sign. Dr Sign. Dﬁﬁ

Date Db
VARIABLE DOSE Time | | Nurse Sig. | Nurse Sig. | Nurse Sig. | Nurse Sig.
v v v .

Dose Dose Dose Dose
DRUG : Dr Sign. Dr Sign. Dr Sign. Dr Sign.

Route Start Date oo e [oose s
Dr Sign. Dr Sign. Drsign. ﬁr Sign.

Name & Signature of the Doctor F"“ Dose G 0%
Dr Sign. Dr Sign. Dr Sign. Dr Sign.

s

Additional Instructions s Dose voes Onee

[Dr Sign. Dr Sign. Dr Sign. Dr Sign.
STAT / ONCE ONLY DRUGS
DOSAGE & OTHER
DATE TIME MEDICATION INSTRUCTIONS ROUTE SIGNATURE | NURSES




Patient Name : I.P. No. Sheet No. Wards Weight (kg)
I.V. FLUIDS CHART
Flow
Composition of I.V. FLUID Doctor | Nurse | Date of | Doctor | Nurse
DATE TIME (if Infusion, mpsntlun mi/hr = Mcg / kg / min. etc.) ROUTE (nF_:ﬁ,tr?r) Sign. Sign. Stupping Sign. Sign.
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Ref. No. : FFHW/PTF/INPR/14

L=, |
Rainbow, ' @ BirthRight PATIENT TRANSFER FORM
e S " ipaa-00023382 Date & Time of Admission Date & Time of Transfer Order
?: '31':'52.’ e D
UMALASETTY PARAMESH 2 2(06j2026(0) D &I 23]06 |262 6:25pM
m “nmmlll“““"“ll“ m“ll Transfer orderg by Reason for Transfer P
Or. /Smua(ld Admeds '
From Bed / Ward / Hospital To Bed /f:; / Hospital I:;formation to at&znd%
e Bovy

(v

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

filling this part

A\,

-

Supervisor

(Dot

Sl.No. Item Name Quantity
1
2.
3.
4. /

/
5.

Shifting Summary / Notes written by Doctor:
(D, CS veaus LU
Name and Signature of Person Name of person ordering transfer | Name & Signature of Nurse Referral note & referral Doctor

Name:

Patient & Clinical records received by:

ig}/
Signature with Date & Time @

b Y

If the transfer order time & Completlon time is more than 30 minutes,

Unavailable bed

[] Nurse not available

please tick the reason mentioned below:
[] Available bed not ready




