Rainbow Children's Hospitals - Visakhapatnam

% Plot No.15, Health City layout,Sy. No. 21 & 27 Part of Chinagadili, GVMC Limits. Govt General Hospital Kda
Rainbow” @ Vishakhapatnam ,Andhra Pradesh, INDIA ,530040.
Ghilaren's \@pBirtnigh TEL NO :891-3501601

WEB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details :

Admission No : I1P22-00023370 Admit Date

: 24-Jun-2026

(TR LT L

Admit Time :11:51 AM UHID : HCV-00041023

—

| Adiiission Details :

Patient Details :

Patient Name : Baby PRIYA Age :3YOM26D
Guardian : Mr SURYA RAO DOB : 29-05-2023
Gendar : Female Religion
Occupation Martial Status
Address (H) . Rajam Srikakulam Andhra Pradesh INDIA Phone No . 7036224548
532127 .
E-mail : no@gmail.com

Bed Type : GENERAL WARD Bed No :GW 330 Ward Name : 3F-THIRD FLOOR

RoomNo : GW 330 Admission Type : First Visit

Caontact Details :

Name : Mr SURYA RAO Relationship : Baby/O

Contact Address : Rajam Srikakulam Andhra Pradesh INDIA Phone No

532127
] I,

ék&&mn |
Signature !

Deactor Details :

Doctor Name : Dr. SHASHWAT MCHANTY Specialisation : GENERAL PEDIATRICS

Referral Doctor : DRV NAGESH Phone No : 9618812659

Co-Consuliant

Payment Details : Deposit Amount  :0.00

Payment Mode :Cash Payor Name : SELFPAY

Printed Date / Time : 24/06/2026 11:53 Printed By : 017565 Page 1 of 2
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ACTIVITY RECORD FOR BILLING It takes 2 lot to treat the litte. Your Right to a Safe Delivery
Name: HCV-00041023 1P22-00023370
Baby PRIYA
UHID NO ..l ““ﬂgwn "g::"::on ®  ultant feeeeeeieeeeecnneeeDEPL L
Date of Admission :. m ”m“u ml““m"”‘“ll“ m late of Discharge:... | { [ 1 - OO
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MEDICAL EQUIPMENT (WARD & ICU

Name of ¢ ti Di ti .
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INVESTIGATIONS
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PROCEDURE

Date

Procedure

Quantity Order No. Signature
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Billing Supervisor
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ANY OTHER INFORMATION
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Children’s
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It takes a lot to treat the little.

" (PEDIATRIC IN-PATIENT |
MEDICAL RECORD

Patient Name :f:;“:;‘;:” 1P22-00023370
29-05-2023 3YOM28D (F)
) Dr. BHABHWAT MOHANTY
VRIB D S
Department
Consultant

RCHHCV/FRM/GENERAL/065
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2"0’-25“ 3 Y 0 M 2‘ o} (F)
Br. BHABHWAT Mo :|

U

Padiatric Multiorgan History & Physical Examination

Name : C M l{ T4\ Age/Sex %}4;3 l&

Information given by: Reliability

Chief Presenting Complaints & Duration ( Chronologically):

L de o x gdaup

History of present illness:
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HCV-00041023 T |p22:00023370

PRIYA
Se0s2023 "’”"’"’ &

Vi,

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

NG Unwilow Lomplatudy W By

Birth & Neonatal History

L&_u 'rem\ cshed feaeneditaleby

ax&m by | C\g% i

Birth & Socio Economic History:
About Father:

Family Chart

(éf CDMcLer@u

About Mother: i

Any additional Information:

Developmental History:

altmsucd  UPR oo

Immu ti
N ivedd  aupty Mo oy
Anthropometry:
Head Circum (cms) (Centile ) Height (cms) (Centile), )
Weight (kgs)_11°3& ¥\ €entile )

On Examination:

Temperature;__ &+ 2" (= PulseRate: %{lmm B.P.

Resp. rate and type of breathing :

spo2_ 9%f - onbd .

pr o oyl

Rash N

Lymphadenopathy

ol

Oedema:

Allergies (if any): }




HCV-00041023 1P22-00023370

Baby PRIYA
29-05-2023 IYOM28D  (F)
Or. BHABHWAT MOHANTY ]

A

Respiratory System:

Inspection (any s/o distress):

Air entry & breath sound :

Any Addes sounds : R B ooy

L_-—T h— -

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

Cardiovascular System:

Inspection of procordium : ;7
Heart Sounds : g 3;: L ).('_D
Any murmur: ‘ J

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

Per Abdomen:

Inspection : y

Palpation : (

Ausculation : 7SD£'P; wWon-Cud e,  , e 1A.LDAJ’L“D,Q:P]QQMM$¢(!;
Spine : External Genitelia : J

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

Central Nervous System:
Level of Consciousness : AVPU / GCS Score:

Cranial Nerves : QDM{Rhm y alo b

Motor System:

Nutrition :

Tone: Power

{
!
Co-ordinator : ?’@

Posture:

Involuntary Movementsj:




HCV-00041023
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DTR @ Superficials: @
Plantars /i'-D

p

Bladder / Bowel: @

Clinical Summary & Diagnostic:

Acu bt %Qb'f\ﬂ@_ Uness © tmmo%u?wa

Pediatric Multiorgan History & Physical Examination
Preventive aspects of the treatment:

Desired goals of the of the treatment:

/ 11

Planned Labs: Planned Management:
oL
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Signature 91 the Doctor : m Signature of the Consultant: /z_ﬁ'f"/"/\ﬂ

begutimrctibe bosor %m Name of the Consultant : W
(a(06.

Date & Time : Q‘LIJ Date & Time:____ 1 le M ! rLJP“"M
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Patient Sticker DISCHARGE PLAINING FORM

w

4,

5.

6.

Note: * To be completed by a Doctor within (24) hours of admission

Anticipated Date of Discharge :

Destnation Post Discharge : [ Home

Family Members Notified (Person Contacted_

[ Transfer

Hospital Facility Notified (Person Contacted)

Discharge Status: [ Self Care [] Family Home Care [] Home Professional Assistance

[JNeeds Assistance In: Remarks

[ Medication J Yes [J No

[] Bathing [ Yes ] No

[ Eating [ Yes [JNo

[ walking O Yes [ No

[ Dressing [ Yes [JNo

[ Toileting [ Yes [ No

Nutritional Plan:
[ Ditary Instruction Discussed with the:
[ Patient [J Family Member VO s siiicicsiinsmsmormom oo

Discharge Planning Discussed with the:

[CPatient CJFamily Member Cother...................

Patient / Family Education Plan:

[J Education Topic /s

[ Patient's Educational Topic/s discussed with the:

[J Patient I Family Member Clother.........

Doctor Signature:

Name of the Doctor :

Date & Time :

B L




Ref No *F/HW/PGN/INPR/15
HCV-00041023 1P22-00023370
- Bavy PRIYA
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CIN : U85110 TG1998 PTC029914
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Ref. No. “F/HW /PGN/INPR /15

HCV-00041023 |P22-00023370
Baby PRIYA
Patie 29-05-2023 3Y0M27D (F)

PROGRESS NOTES

Chliar | QBRI use g poWTENONY) | | "V

BY RAINBOW HOSPITALS
Right to a Safe Delivery

Dﬁ!TE :  TIME (SIGN ALL ENTRIES, DATE & TIME OF EACH ENTRY IS BDMPU!.SUHY)
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NOTE : DO NOT WRITE OUTSIDE THE MARGINS

CIN : U85110 TG1998 PTC029914

www.rainbowhospitals.in




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

2z
Rainbow® n L.
Children's | @ BirthRight
Hospital . 8Y RAINBOW HOSPITALS
It takes a lot to treat the litte. Your Right to a Safe Delivery

Patient NaME : .ccooorveviritiosinsiiinmnsiivassnsisiianaasnnios o AGE e
HCV-00041023 |P22-00023370

Gender OM OF-Ho piy
:;?&zan ayomaeo

Consultant : ......ccceevinn WABKWATMORANTY

A

Date of Admission : ........

DRUG ALLERGIES :

FOR THE SAFETY OF THE PATIENT

GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR 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 Ithrough 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 he 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 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
4 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.
SO0S / PRN (As Required Medication)
Datelp
DRUG : —
Dose Route  Frequency| StartDt. [
Doctor's Signature |Valid Period| Pharm.
Additional Instructions
Datelp
DRUG : =
Dose Route | Frequency| Start Dt.
Doctor's Signature |Valid Period| Pharm.
Additional Instructions
Datelp
DRUG : =
Dose Route |Frequency| StartDt. | ~
Doctor's Signature | Valid Period| Pharm.
Additional Instructions




HCV-00041023 1P22-00023370

Baby PRIYA
n-os-m: 3YOM26D  (F)
SHWAT MOHANTY

L

I.P. No.

Sheet No.

Wards

Weight (kg)
-2

v REGULAR PRESCRIPTIONS

] Date}f 15 lgkr
DRUG: T\ 3. CEPTRLAXONE bl 21
Dose Route | Frequency| StartDt. | i
SSuwd 3 | A1ty Qulbie N/
Name & Stgnature of the Doctor L O A
starting the Drugs: A /\
do_
Additional Instructions: ") A
" " AT
Dilutr 5w aorm@vﬁ I
Ny
Daily Doctor's Endorsement by a Sign.
Date}
DRUG 3 o Cavcrmax- O (0ol [T
Dose Route | Frequency| Start Dt.
5 P 00 Grwuwv ‘29/ ()
Name & Signature of the Doctor p=
starting the Drugs:
=y DavAIn
Additional Instructions:
Vo A ( I FHa e % x
Colid won \v\m\ i B
Daily Doctor's Endorsement by a Sign.
n'_i
t
DRUG: S\ ¢ - 22 NcuvTT r:n:!é;fg%do
Dose Route | Frequency | Start Dt.
S [0/0 [R1wy 25y
Name & Signature of the Doctor 3 ﬁ] K
starting the Drugs: 7 .h,.r'
. ) (14N
i, WO e 00
Additional Instructions:
Daily Doctor's Endorsement by a Sign.
v __
D:
DRUG : —
Dose Route | Frequency| StartDt. | ~
Name & Signature of the Doctor
starting the Drugs:
Additional Instructions:
Daily Doctor's Endorsement by a Sign.
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Date B
VARIABLE DOSE Time | | Nurse Sig. | Nurse Sig. [ Nurse Sig. | Nurs_g_Siq.
Dose Dose Dosa Dosa
DRUG : Dr Sign. Dr Sign. Dr Sign. Dr Sign.
R oute Stﬁﬂ Date oS8 Dose Dose Dose
Dr Sign. Dr Sign. Dr Sign. Dr S_m_n
Name & Signature of the Doctor F” Dose S [Pose
Dr Sign. Dr Sign. Dr Sign. Dr Sign.
_——
Additional Instructions Hose D wose e
Dr Sign. Dr Sign. Dr Sign. Dr Sign.
Date B
VARIABLE DOSE Time | | Nurse Sig. | Nurse Sig. | Nurse Sig. | Nurse Sig.
Dose Dose Dose Dose
DRUG : Dr Sign. Dr Sign. Dr Sign. Dr Sign.
- L
Route Start Date o= wom Ko Sy
Dr Sign. Dr Sign. Dr Sign. Dr Sign.
Name & Signature of the Doctor ks Doks Voss Dose
Dr Sign. Or Sign. Dr Sign. Dr Sign.
Additional Instructions o vges Uoss "[Pose
[Dr Sign. Dr Sign. Drsign. Dr Sign.
STAT / ONCE ONLY DRUGS
DATE TIME MEDICATION B ROUTE | SIGNATURE | NURSES
Sw -
< (Lt ten! A eV )] O MNOW I\.Q
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{CV-00041023 1P22-00023370

jaby PRIYA

,,:oz',:::w““;:‘o“:n:en (F) I.P. No. Sheet No. Wards | Weight (kg)
AR
I.V. FLUIDS CHART
DATE TIME mlmugﬂﬂgﬁi}iﬁn rgf=lﬁ\£ifilauf!£i}n,m.) ROUTE ('F:{'gt:; DS?;LM ngrse SDate of | Doctor | Nurse
mi/hr) ; ign. |Stopping| Sign. Sign.
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BirthRight

AND SEDATIO

CONSENT FOR
SPECIAL PROCEDURES

Ref. No. : F/HW/CON /SP /06

Patient Name &akﬂﬂw;‘f‘"\
Gender : M [ FEXTIPNo. : ..2-2340

Age : ..2Y.. Department : P].CQ

N
Date ‘?—"\.téa('z.& ....................

L BDWV/Orn 200 SR

Borvg  Mbppes.... [Bomones &

hereby consent for the procedure B crisamsinsssnrrmsrssasmennreman A T

For my patient / myself named

The doctos have clearly explained to me in language known to me about the

G110 (11 [ BRRRSIR R

following possible complications of the

6‘634'{,1 ...........................................................................

The doctor have explained to me about the alternative t0 the ProCRAUIES @S ....ewrwusrresssrmmssisssssssisssiss s ssnssssnesess

During the procedure myself / my patient will receive

MEAICAIONS & cvovevcrersrererenememsirsrasmsssnsssmessnsissansesins

intravenous medications for sedation using the following

| have been explained about possible complication of seda

Fallinheartrate . suppression of spontaneous breath

| have been explained about the alternative to the sedatives as

| have understood the matter mentioned above and give consent f

q\lame of the Doctor performing the procedure:: .....

Name of the Doctor administering the sedation :
Patient Attendant :
Signature : G KbsSama.

Name : @-KM‘.&%Q

Relationship with Patient : ....

e

tion suchas: fallin blood pressure  ——
(./

ing .Others

. =
...................................................................................

or the procedures as well as sedation.

........................ 9*'(3914“40‘1

Witness :
S8 101 (R
INAITIE © oooeveereesssorsenssessesisiosassasnsssasisassasssnasassssssnses

Date & TIME § vverereieeieriireneisissssssssssssssssassassaes

Date & Time : Q(M\&\W}B}’{m

Doctor (who is taking th

e gonsent) :
SINALUTE : .oovvvrisnesnenesneses é%/ ................

k6

Name : oooveeeen

Date & Time : ......

CIN : U85110 TG1998 PTC029914

www.rainbowhospitals.in
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© PROCEDURE MONITORING FORM D

Time (in min) HR ' 5PO, BP .ﬁhuﬁu__
g2 e o T Qb o+ Lty _T.J [52) VT
5-10 b 9% J. N " £
10-15 ' Mo a G 120 @NAMQD g
15-20 1 2 . - o
20-25 o1 b . o =
25.-30
30- 35
35-40
40- 45

Post Procedure Monitoring Notes : ...........
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§ o ¥

Signature of the Doc

mﬁ:&:@ Nurse
/
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Rainbow’ ‘BirthRight"

ﬁh'ld-re'} S | {ierveonosis o EARANCE FOR SURGERIES | PROCEDURE
0s p lta Your Right to a Safe Delivery

1t talees 3 ok to treat the ittie.

/
Df\TE: (&L{—‘@ll@s J DEPARTMENT[ e C'Sgs) )
NAME:[ E‘;c-)md . P\M‘éﬂ J UHID / 1.P.NO.: (*23‘130 - 4102% j

WARD /BEDNO: 829 ) EMERGENCY / NON EMERGENCY

~
TYPE OF SURGERY / PROCEDURE: Pons. Mar YO Jegie At
R““’P‘j - Preo
ESTIMATION OF THE COST OF THE SURGERY (\ 0, ow.[ i @Wﬁ)’ \ i QL& ) I
o |
/
ADVANCE AMOUNT PAID: ofoé\ - J DATE; ( J
( \o ?-L{\‘Csﬂl’:lo?fe
n

RECEIPT NO: [

CLEARANCE GIVEN BY: [z
NAME OF THE BILLING EXECUTIVE: |\2]

SIGNATURE:

K - Y

CIN : U85100 TG1998 PTC029914 www.rainbolwhospitals.in
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Rain bow . Ref. No. : FFHW/PTF/INPR/14
Childrens .B'”hR'gh PATIENT TRANSFER FORM
Hosp ital BY RAINBOW HOSPITAL

It takes a bottn treat the little, Your Right to a Safe Delive

Patient Name / |.P. No Date & Time of Admission Date & Time of Transfer Order
Baly - PTA- rule [26 @ s 2626 € glmﬁj
g 2y i m
Treating Consultant Transfer ordered by Reason for Transfer

I L coond gL

From Bed / Ward / Hosﬁai \f To Bed / Ward / Hospital Information to attendant

Yes @ﬁNo L__|

/‘""
Pled 32
Number of Sheets in clinical file Number of Imaging films Personal belongings including
- clinical documents. If any handed
( over to attendant

/;?3 — Yes/g./ No []

If yes, What ?

Medications / Consumables / Surgicals / Hand over

SI.No. Item Name Quantity

1.

5.

Shifting Summary / Notes written by Doctor:

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

el o o 5},@9% 15 Mow 169 DMCL% |
Patient & Clinical records received by: / 7
\\'§\

Signature with Date & Time

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

———— Pr——
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Rai‘n bow® . . ) Ref. No. : FIHW/PTF/INPR/14
Children's | N BirthRigh  pATIENT TRANSFER FORM
Hospita| . BY RAINBOW HOSPITAL
1t takes a lot to treat the little. Your Right Lo a Safe Delive

Patient Name / I.P. No Date & Time of Admission Date & Time of Transfer Order
I.OV-OOM‘IMs IP22-0002337 { cQ
1 gul6 [26 ilofos

ir. BHABHWAT MOHA

m m I Transfer ordered by Reason for Transfer
T . iy, Lnaigiil

\ ;
From Bed / Ward / Hospital / Hospi Information to attendant
To Bed / Ward / Hospital Ves D No
B35 PLe v
Number of Sheets in clinical file Number of Imaging films Personal belongings including
clinical documents. If any handed
over to attendant

\%, —— Ye&Z’/‘ No []

If yes, What ?

Medications / Consumables / Surgicals / Hand over

SI.No. ltem Name Quantity
Loens — O

38y - ko0 —@©
i edorolerm - &

Qoo gedN —
Shifting Summa\al / Notes written by Doctor:

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

pbpet | > oFQ x| oo

Patient & Clinical records recewed by:

rR&“’ﬁJY n\ Qg}b \'\’D&QV\

Signature with Date & Time W

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
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Children’s @ BirthRight
Hosp ital . BY RAINBOW HOSPITALS
It takes a lot to treat the ittle. Your Right to a Safe Delivery

Ref. No. : FFHW/PTF/INPR/14

PATIENT TRANSFER FORM

Patient Name / |.P. No

1CV-00041023 IP22-00023370
| Jaby PRIYA
19-08-2023 3YOM26D (F)

’r. BHABHWAT MOHANTY

AN

From Bed / Ward / Hospital

ER

Date & Time of Admission Date & Time of]ransfer Order
a’lﬂ /) il A QQ— - ] Pu')
Transfer ordered by | Reason for Transfer
i 'Q "
O Ralog? - Adm 40,

/ Hospi Information to attendant

To Bed / Ward / Hospital Yes No [:]
330

Number of Sheets in clinical file

®

Number of Imaging films

Personal belongings including
clinical documents. If any handed
over to attendant

Yes[ | No []

—_Ifyes, What ?
Medications / Consumables / Surgicals / Hand over

Sl.No. [tem Name Quantity

1.

2.

3.

4,

8

Shifting Summary / Notes written by Doctor:

Name and Signature of Person
filling this part

ﬂaﬂl N

Name of person ordering transfer

Dy RLQ—D'“

Supervisor

Ty Lo,

Name & Signature of Nurse

Referral note & referral Doctor
Name:

Patient & Clinical records received by:

Jﬁﬂﬂmlm

Signature with Date & Time

(9019/

9»([6{7[" | P~

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




