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Rainbow Children's Hospitals - Visakhapatnam |

Vishakhapatnam ,Andhra Pradesh, INDIA ,530040.
TEL NO :891-3501601
WEB : hitps://rainbowhoespitals.in

ADMISSION SHEET

Registration Details :

Admission No : IP22-00023382 Admit Date : 25-Jun-2026 Admit Time :© 10:47 AM UHID : HCV-00041042

[CRARR AR LAY R

Patient Details :

Patient Name : Baby B/O GADAMCHITT! KIRAN RAO Age ‘0D
Guardian : Mr BEVARA SRAVAN KISHORE DOB : 25-06-2026 10:08 AM
Gender : Female Religion
Occupation Martial Status
Address (H} - Dr.no:8-26/9,SVMS plaza,Sri ram nagar Phone No 0572637467/ 9572637467
Block-1, Gopalapainam,Visakhapatnam E-mail - kiranraogadamchitti@gmail.com
a Gopala Patnam Vishakhapatnam Andhra o : g RAGRGIMaR.
- Pradesh INDIA 530027
Admission Details :
Bed Type : BASINET Bed No : CRDL-PVT-102-1 Ward Name 1F-FIRST FLOOR
Room No : CRDL-PVT-102-1 Admission Type : First Visit

Contact Details :
Name : Mr BEVARA SRAVAN KISHORE

Contact Address

Relationship : Father

Phone No

ature

Doctor Details :
Doctor Name - Dr. R HARIHARAN

Referral Doctor : SELF
Co-Consultant

Specialisation ' NEONATOLOGY !

Phone No

Payment Details :

Payment Mode : Cash

Deposit Amount  * 0.00

Payor Name : SELFPAY

BCG

ﬂpaﬂta;& DONE by DY-YASH ©0 &5[6}@6
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Children’s @ BirthRight
Hos pital . BY RAINBOW HOSPITALS
ACTIVITY RECORD FOR BILLING It takes a lot to treat the Httie. Your Right to a Safe Delivery

Name:

UHID

No :

HCV-00041042
gaby BIO
L 35-05-202‘

|pﬂ-00°23m
CHITTI KIRAN RAQ
oYoMOD‘“ @

Date of Adm.s;gr “ “\ \\\\“\\\“\\““ \“\ “\

Room / Bed No ..

WARD TRANSFERS

svall .

......

ConSutant :.coonnaianiiss

Date of Discharge.:..................

80 ]: 1o

S 11 [ - A——

....Suggested Billable bed type...........ccccvvernunnnnn.

Date

Time

From

To Signature of Nurse

25

[ bl2¢,

| | S301

(DR

\Q2.
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t

Cross Consultation Visit

Doctors Name

Date

Order No. Signature

10.




MEDICAL EQUIPMENT (WARD & ICU

Date Ezi?;;g:‘t Cor_‘lfl‘gzﬁng Disc%lnrlgcting Order No. Signature
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INVESTIGATIONS

Date Investigations Order No. Signature
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PROCEDURE

Date Procedure Quantity Order No. Signature
i
AN
e
/ s
k)
=
Z
=
ANY OTHER INFORMATION
Date: M 6h€ Time: | O\ N Prepared By: Lma
a P
Staff Nurse Shift / Ward Billing Assistant Billing Supervisor

Oma
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Ref. No.: F / NICU / IPMR / 03

Rainbow’ | @ o .y NEONATAL IN-PATIENT
Children’s .BII‘tthght MEDICAL RECORD

Hospital BY RAINBOW HOSPITALS
it
10 I

1t takes @ lot to treat the (ittle. Your Right to a Safe Delivery
29 JrFathers Name : ...

Date Of Bifth 1 vvvvvvesesseseeseessesseesseesssessesmmserenee DG OF AAMISSION  woovvverrvremrcnisnnirsssssmsssssmssenssessnnns WP NOL s

e revreseesseessesssnesnennnnenns REEITING Consultant : B”E“%ﬂ

Transferring Unit: [ OT Dﬁbour Room DOER 0O Ward
Transported ? [ YasP/Ffo - Ifyes: OLong (> 30kms) [IShort (< 30 kms)

BIRTH INFORMATION '

HCV-00041042

Mother's Name : k"‘f&"-‘\eﬁ{.‘l

NICU Congultant : .

"Gender: OM E/ Blood Group : .

Name : B{OL[’YNY\ M

Ko )
Date of Birth : 25 1

Place of Birth : .....

Mother's Blood Group : 04%

Birth Weight (gms) : .2..0. 822, Lenght (omS) : ..
Estimated Gesth Age : LHowMn g Ddags

Current Obstetric History : (Booked / Unbooked Case)

Maternal Age : ...ocoveeenveree HE T i WE e BME S

Conception : Spontaneous or with RX. : .......cc..cc....

Booked at what GA. :

Last Scans Details : (,e_pmu..c...?mcmu M.

:&FGWT.WWA
.. AN Steroids Drugs / Doses : n:
Sk plasenda..c. PfFl" i K ﬁ; Efﬁr,’,u:?m

.................. A@TT Immunization and Iron / FOlIc ACI : ..o

MATERNAL RISK FACTORS

Age: O<18yrs [O>35yrs

ol Consanguinity : I Yes \.Eﬁlo

If yes, degree of consanguinity : 0 1 02 03
Hio PIH (after 20 weeks) / PE

How many Drugs / Doses / Since how 1ong :© ........c.vevienciinnainnns

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

oliguria, any investigations (LFT, platelet count) : .......c..cococeniunnas

IUGR - when detected : .......vmcnnnenceinesissssnsssssssrsseses
Doppler (Increased Resistance / ADEF / RDDF /
Redistribution in MCA) / DUCtus VBNOSUS : ......ccccimcimenssmneasisnns

H/o GDMW pre GDMW/ on diet or insulin

Controlled or not, recent values, HDAT values : ..........cccoveveucnunas
Compliance WIth RX | ...ccecueerersrenssessesimesisssiesiss s ssssssssssssssssrassenss
Scans : LGA, TIFFA, Fetal EChO © ..o
H/o Hypothyroidism : when diagnosed ? Medication?

Any other Chronic Medical Problems, when detected

AIUGS P cucvrnrenssesnssrmsonsassssesssssssrassssssissamsnassasnasnsensepasssnasssssssassassrssssns
( Anemia, SLE, Jaundice, CHD, Heart Disease )

Infection : H/O, Fever

(OMalaria OUTI OTORCH OTB DOHIV OHBY)

UT] : WhEN © coveeecrereereneraerens ANY CUIUPG § oo

PPROM : Duration : ........ccccmmmnnrnees [OUterine Tenderness  [JFoul Smelling Liquor  [JHVS (if taken) - Results ...

Medication during Pregnancy : ...t sisississssesisssssssssaninns

DUBLION & coveeersveerimssrnesensanssresrsessssnsssessseessssnensessssssassssassnass

CIN : UB5110TG1998 PTC029914

www.rainbowhospitals.in




I - [ R e L R
Sl. No. Age GAwks | B.W Gender Significant Details
G | 2%~ Spehntewmudys, dhobn & 0l

PERINATAL HISTORY
Treating Obstemc.ang“z&gf‘( Hospital:........@.ﬁk‘i...'.\’.lﬁ.g.m.-.a:............... Ohbom  Mutborn

Duration of Labour CTG: O Normal [ Suspicious [lPathological
First stage (> 18 hours sig) NV MSL © coooeeecr e ressesessenesssasesssesnnnes
Second stage ( > 2 hours after dilation) Resuscitation : [ Yes [J No
LSCS : [ Elective [0 Emergency Indication : ..........ccoecveerernrnenns CONE B cicsnonisanesinsasmviviasisass avai vassunRsSsouNabSais oAb s Les
SPECIfY the TBASON : .....ccveeesireessreessrssssssrsasssasssaarsssssensssessssesssss Placenta : (weight, surface, No. of cotyledons, calcifications,
Augmentation of Labour : O Induced [J Assisted Vaginal PBMOERERONE; (B B 5cs ccasisnissmmssivisbiesssostomsvetusiasiiiviausicisision
</
NEONATAL RESUSCITATION DETAILS
APGAR SCORE Gestational AGe : ......oucureeriiriinnnns WeekS : ..o
SIGN 0 1 2 1 Minute 5 Minutes 10 Minutes
COLOUR | Blue or Pale | Acrocyanotic |Completely Pink ) |
HEART RATE Absent <100/ Minute | > 100/ Minute s >
REFLEX IRRMTABILITY No Response Grimace m&m: Chve 3 +
N =
[MUSCLE TONE Limp Some Flexion | Active'Motion > i f)’
RESPIRATION|  Absent | ppneec | Good Crying
TOTAL 4 ]
Resuscitation Comments :
Minutes 1 5 0
Oxygen W/
PPV / NCPAP
ETT
Chest Compressions|
Epinephrine

POSTNATAL / HISTORY OF PRESENT ILLNESS

Chief Complaints :
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Investigation details in previous Hospital :

Feeding History :




Past History :

Family History :

Socio Economic History : \

GENERAL EXAMINATION ON ADMISSION

General Description :

C,Md l‘ﬁ’m (o\d;'\, |.'-+] —_- <-a—1>*u c{

Colour of the extremities : 'A(/VO( T L0 s YO o oA

Y - TR« ~EO 4,128 CHUR.. . S

2 kg

Anthropometry : Birth Weight : J) Length : .ooveveeeereereenrereeens HC 2 e sssssssnnas Present Weight ; .....cccceiiiiiiiinns

L Y e ¥ /SGA L 1 <Y

4




HEAD TO TOE EXANMINATION

HEAD : Fontanelles :
Sutures At eﬂ\:m x < le-‘
Shape / Moulding :
Edema / Bruising :
Size - (H.C.):
Facles :
(Any Facial
Dysmorphism) @
NECK and Range of Motion :
CLAVICLES : Asymmetry : @)
Masses :
EYES: Symmetry :
RedRefiex: _y 7o be hocled
Discharge :
EARS, NOSE Ear set/ Shape :
#HOQTGM Preauricular Pits / Tags : @
’ Nasal shape / Patency :
Palate :
Gums :
Lips :
Tongue :
THORAX and Shape of Thorax :
BREASTS : Position of Nipples and Number : @
ABDOMEN and Shape :
UMBILICUS : Organomegaly :
Bowel Sounds :
Umbilical Stump: __y 3 {1V
Discharge :
GENITILIA : Labia / Hymen :
Testicles/pens Feavaly ex ’rf/\/\p\; 3 }c-‘«{,'c\/
Anus :
HERNIAL ORIFICES Q)
TRUNK and SPINE : : O
: M)
SKIN LESIONS : @
EXTREMETIES : Fingers /Toes:
Arms / Legs : @
Deformities :
Mobility :
Hip Joint Examination :




SYSTEMIC EXAMINATION

Respiratory System :
Bmhlngw O Periodic [Shallow [1Gasping

Mention If baby has Respiratory distress : RR : L’lé‘(m SCR/ICR / See - Saw breating : ....

Scoring of respiratory distress if present (Silverman or DOWNE'S) : ... s
Mention if baby is on : O Hoodbox O CPAP [ Ventilator
Settings :

Spo2 : ‘19} PO Moo s Breath Sounds : ‘%'L‘*ED Aded SOUNGS © ..

Cardiovascular System :
HR : IWL’F”’ B 1 R Precordial ACHVIY : ... =

Femoral Pulses : .......cccrunna J*LLF INTTUOTOURURU | © |, 1 ot SO Gl M 4 e e PO oo oy o e

Other Peripheral Pulses : ...... - .. Signs of Cardiac Failure : .. ...,

Abdomen : Hemal OoB & ..oonainninssssioammssamnmsmn

SRBDB ¢ s ipisisin iy N .. Anal Patency : ..... Ptﬂw ..........................................

Palpation 30 U»f ........ . Umbilical Cord : ... ... @A L1V

PPl MBBROB = cuiiiisisicisisissisivsmsisoss siissssisismsivoivivivsisaioivivissinss First urine passed : ..\ Q... Po’-‘-’“—”} ........
. T Meconium passed : .(\O].... faMJ

Nervous System : Higher intellectual functions (SENSOMUM) ... s sb s aesasbebas
State of Wakefulness : ... @
REaChHB SOOM .. o comisnmmmimis i A e e O TR

Cranial Nerves :

Motor System :

PABEVE IO i e R T R TR R R T e

Active Tone :

NEONALAI RBMIBXES : ... s s sb e b s A A b RS AR AR RS b SRS e A SRR R RS SR b b8
Grasp: O Palmar [ Plantar [ Sucking [ Rooting [ Crossed dUCION : .......ccuueruiriniimiienes sormeesemsisssisesensssssssssssssssassssssssssssssssssens
MOMBE: Jiics st imnimmmmsmssivimiimaamangimns DT i iR
BUNR L scciimnannnimiisiinmaimmiinmsmasaiams s SKUD AN SPING: L vt ot e o as

6
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FOOT PRINTS '

Left Side : Right Side :

v ~§? 5] ’ L+
N ok P Ny
- vit ¥ .

™  Resident Doctor : Consultant :

Signature : .................£¥¥ e SlgnalumRHU“MW
Name : q ................ (he2- . Name : lQ\%mhc.m

Date & Time : —Lgl'v"‘*“’ Date & Time : 15)@)15

PLEASE FILL UP THE FOLLOWING DETAILS

4, Name of the Doctorin Rainbow Team : .......c.cccevverivvensnns

1o INSMSOE IS TMISNING DOMIOET oc.ispviivaiivuasaiinuiimianhiasssin s s s o asmssms s s s s s oo s e iavs
2. Name of the referring Hospital: ..............cccoervnrcncannnns

ContaCt NUMDEIS : ...ccvveveeer e seeee s s

3. Contact Details of the referring DOCION : .........cou i sessss e essss s sssss s se et sse e sssenssssesssnseses

MODIIE NO. : ...cccrrrreerreeerrreetrrreesssrnserresesrenssssesssreesssrasssssessssnessrnessrens E=TTIAI 1D 2 vevroeeiieeeisaiones

csnennneennnenn ON WHOSE Name the patients is being referred.
7
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AT THE TIME OF TRANSFER TO THE WARD

Final Diagnosis : ......cccommmmmmieseens

Present ISSUES & ..ooovvuveeeecvivennineenns

Vital :O HR .o ORB:..coovvrreerrrrrenes

ssssmssasasnnennnn

OBP:.iccecisiines O SPO2 1 cccicacrnne WOIGNRE § i

ANY OXYGEN PEUIFBIMENT : ....vucvuevssiussasenssiaseasisssssesssessessssssssibas s a8 118 AR AR SRS s

SYSIOIMIC : 1ucevsverssnssssssssssssssssssnarsssssstsnssssstassmsssssssssssssessassesssssasssssssssssssssssssssssasssasssssssssanssssssssesssesssasmssssnsssrssasissasnssss

MedICations & ninisiiie s

Plan-during ward fo!lt.m up:

Feeding Plan at the time of shifting : ...,

Screenings done during NICU Stay :

L DBE and ol A1l piy

e S EHD S oan0i g K TBL.IM by

S‘WW*{/\@M\.&« .......................

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

HOAMNG SCIBEN : .....cvvurvusisisssisassasssmssarssnsssasstnssssssssssssssassssssssssssisasssssinss

NP2: ...

Pulse Oxymetry Screen : . 2H. =A% L......
New Born SCreening @ .....ccocceeereiesmnnsinsiasusnans

L LA Lz MO0

CIN : U85110TG1998 PTC029914

8 www.rainbowhospitals.in
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|P22-00023382 2

00041 2 .
i”""*"» gﬁ‘i?é’_}?.‘;’-s 55 irthRight
Il \\\\\\\l\\\\\\\\\\\ i Hospital | () zmseonsosms

NURSING DEPARTMENT
NEWBORN - NURSING ASSESSMENT FORM

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

Baby’s Name: ..B[D*[m%@m Mother's Name: ..... A30n.. JLACA Q&@
Date of Birth: ... 251 L 2t ... Time of Birth: ... LD~ DR Ar.... Gender: (| Male [ LBefnale
Birth Weight: ........2a0.6.2-1.... Kgs HC: ... - LENGAL: vvvvvrvresrereersesnnense CAT
Meconium in Liquor: [IYes LMo Cried at Birth: M"

Term / Pre-term / Post-term: .......cccccouvvurunnne

Resuscnal_ed: OYes _[INo Blood Group: Mother: ﬁ\% BabY: ..cocvevenenrcrnirmneniries
Feeding: [1Breast Feeding Clformula O Both First Feed Time: .....L.0.S A4S Byos

HCV-00030025  __  IP22-00023369
Mre GADAMCHITTI KIRAN RAO
17-06-1007 20¥Y0MBD {F)
Dr. CHUPPANA RAGA SUDHA

0 O

Mode of Delivery: \;m/ [ LSCS - Emergency/ Elective "

Indication: e
Physical Assessment of New Born:

Temp: ... °C SO S AR ISDM B T sp0; . AYL......

Pain Score: ..................... ( Follow N Pass)

Fall Risk Assessment: _g,vas/m No Score: [O (Fill the Humpty Dumpty Sheet)
Risk in Pressure Sore: [ Yes E]}o/(Braden Q Score)  (Fill the Braden Q Sheet)

Behaviour Status on admission: [JSleeping [ Jerying [ Calm [ Drowsy

Findings:

General Appearance: Posture : -ﬁe!l—ﬂexed ] Asymmetry

Skin: E],Dfrrk’ CTNGEORRITSCHNT | 1) OB SOBEHY: s vcoriiisisiississicasssssaiaisssssisinssssmsoisussssinessosioseaiiisssasssarsiissssasnson
Nursing Management: ( Please strike through If not applicable e.g. Yes /-Ne- )

VitaminK 1 mg .M Administered: Yes / No

Routine Care Provided: ‘ﬁg No
Capillary Blood Glucose Monitoring Done: Yes / w6

Neonatal Screening Done: Yes / No—

1. Nutritional Screening: Feeding Problem Yes / N/ /
2. Functional Screening: Musculoskeletal Congenital Abnormality ~ Yes / No~~

3. Socio History:  Siblings Yes /

All information obtained from Wer TFather (] Other Family Member

Newborn Screening Discussed: Yes / No

Nurse Name: FC.{.}M-QM Signature: @ Date &Time: &S(b(.?fi@
(O (& A

Docu. No. : RCH /FRM / CLINICAL / 144
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Rainbow® @

Chligtens .Bi”hmghf (USE BALL POINT PEN ONLY) i lHHHIIIJHII!IIIHMHHIIIIIlllll jF

BY RAINBOW HOSPITALS
Your Right 1o a Sale Delivery

Hospital

0 b @ ot o et the e

oat Nn - F/HW /PGN/INPR/15

HCV-00041042 P22
-00023382
P. Baby B/O GADAMCHITTI KIRAN RAO
i 25-08-2028 0YoMoD1H ()

PROGRESS NOTES o1 R HARIARAN

DATE | TIME (SIGN ALL ENTRIES, DATE & TIME OF EACH ENTRY IS COMPULSORY)
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NOTE : DO NOT WRITE OUTSIDE THE MARGINS

CIN : U85110 TG1998 PTC029914 www.rainbowhospitals.in
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Ref. No.: F/HW /PGN/INPR /15

HCV-00041042 1P22-00023382
= Baby B/IO GADAMCHITTI KI:AN MOS
Rainbow® | @ o. I PROGRESS NOTES igess. mn ovom1 G
Child BirthRight
| R esenwranrrevonn |, iMUNININ
DATE TIME (SIGN ALL ENTRIES, DATE & TIME OF EACH ENTRY IS COMPULSORY)
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NOTE : DO NOT WRITE OUTSIDE THE MARGINS

CIN : U85110 TG1998 PTC029914

www.rainbowhospitals.in




HCV-00041042

Ba IP22-00023
- 25.00.300, CADAMCHITTI KiRAN A, Ref. No. : FHW/PTFINPR/44
z OF. R HARIMA ° YOM1p )

Chtirs | @ Wlygy  PATIENT TRANSFER FORM

Chlldren s
Hospita ‘

1t takes o u:ommm

\

Your Right to a Safe UDeuver y

Patient Name / |.P. No Date & Time of Admission Date & Time of Transfer Order
Blo. kistow Roo 236126 @ Lo \phe {6/ @
Treating Consultant Transter ordered by Reason for Transfer
(o) ~
R fasd hoSion DR Aéiﬂmwv‘la Mo B 609g
From Bed / Ward / Hospital To Bed / Ward / I-iospitalr Information to attendant >
Yes No D
~
COR A (|-
Number of Sheets in clinical file Number of Imaging films Personal belongings including
clinical documents. If any handed
; over to attendant
@ = Yes[ ] Ng 1
' If yes, What ?

Medications / Consumables / Surgicals / Hand over

SI.No. ltem Name Quantity
Diopesd )

* o Q)

3.

4

5

Shifting Summary / Notes written by Doctor:

Name and Signature of Person| Name of person ordering transfer | Name & Signature of Nurse Referral note & referral Doctor
filling this part Supervisor Name:

(o oK "C’OQ«"J’G\% rof giiSy

Patlent & Clinical records received by:

Lnd
Signature with Date & Time [ \Q,é (1] ' 70.p
m

If the transfer order time & Completion time is more than 30 minutes, please tick the reason mentioned below:
Unavailable bed ("] Nurse not available [] Available bed not ready




