Rainbow’ @

Children's .

Aail  H
Hospital Birth#

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

Rainbow Children's Hospitals - Visakhapatnam I

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

ADMISSION SHEET

Registration Details :

Admission No : IP22-00023385 Aamit Date

(AR LR R AL R R

: 25-Jun-2026 Admit Time : 12:14 PM UHID : HCV-00041052

Patient Details :

Patient Name : Baby B/O LAVANYA TOTTALA Age ;0D
Guardian : Mr SAREEN KUMAR PENTA poB : 25-06-2026 11:44 AM ]
Gender . Maie Religion
Occupation Wariial Status
”!dress (H) _ taraka rama Jay out Gitam Engg. college Phcne No : 8142276644/ 9099950020
> Visakhapatnam Andhra Pradesh INDIA E-mail . i
n 530045 -mai : no@gmail.com
Admission Details :
Bed Type : BASINET Bed No :CRDL-SPV-318-% Ward Name : 3F-THIRD FLLOOR
Room No : CRDL-SPV-318-1 Admission Type = First Visit
Contact Details :
!
Name : Mr SAREEN KUMAR PENTA Relationship : Baby/O :
Contact Address : tzraka rama lay out Gitam Engg. college Phone No ‘
Visakhapatnam Andhra Pradesh INDIA 530045 i
|
|
~ X }QW |
’!\ Signature l
Doctor Details : !
i
Doctor Name : Dr. R HARIHARAN Specialisation  : GENERAL PEDIATRICS E
Referral Doctor 1 SELF Phone No ’
i
Co-Consultant
f
i
Payment Details : Deposit Amount 0.00 |
I
Payment ode : Cash Payor Mame . SELFPAY i
|
i

Printed Date / Time : 25/06/2026 12:1€
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Rainbow”® . C e
Children’s (L BirthRight
®

HOSpit al BY RA.INBOW Hosmr_ALs
ACT'VITY RECORD FOR BILL'NG It takes a lot to treat the littie. Your Right to a Safe Delivery
Name:
T ol < Eoe— EE:E i?a:ffim? T DO VMBI T ronsmrcpsid S 1 RE

YOMOD1H (m)
Date of Admission :. O HARHARAN Date of Discharge:.............c..-... TITIEE csmiasasns
Room /Bed No ... sl S UgGOet8 Bilable BB YD
WARD TRANSFERS
Date Time From To Signature of Nurse
25 |bpe. | 2'udQ ]| mioiw 2% Lo

Cross Consultation Visit

Doctors Name Date Order No. Signature

1_ 7
: /
: 7

Al




MEDICAL EQUIPMENT (WARD & ICU

Date Name of Connecting | Disconnecting | orger No.

Equipment Time Time Signature

e

———— T ——

-

e b e o e o
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INVESTIGATIONS

Date Investigations Order No. Signature
2=\ BYI, N r"Tu\_ 1 2€aM [ /,/,,?omn}
VSN
: . F VO 7
2oy ToB, MBS 12368 Basrellr
/




PROCEEDURE

Date Proceedure Quantity Order No. Signature
]
/ /
//
/ i
)
ANY OTHER INFORMATION
.
o

Date: qh\b\l o

Time:

Prepared By:

Staff Nurse

oy

Shit/ Whet™ |

Billing Assistant

Billing Supervisor

L —

B I ——



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

I\

Rainbow’ NEONATAL IN-PATIENT
Chiren' | S BITORIGhT e DICAL RECORD

Tt ke & ot 1o treat the (itte. Your Right to a Safe Delivery

ADMISSION INFORMATION

Mother's Name : ........". ﬂvmd{a e AGR L . FRHNEI'S NAME oo Age : ...
Date of Birth : .. Date of Admission : rermnrensennesnensesssrssnen e PN e

NICU Consultant : Dr H‘?«M............

Transferring Unit: [ OT E«\ﬁour Room OER [ Ward
Transported ? [ Yes o - If yes : OlLong (> 30 kms) OIShort (< 30 kms)

BIRTH INFORMATION :

pName : @/a XAy Md“"v e | Mother's Blood Group : ........ O dne R

)

Gender : g,m/ OF BloodGroup: . 0 Birth Weight (gms) : .2\ (..!‘.bi_engm 1)
Date of Birth ; . 9 C !{5] 7/(3’ ... Time of Birth : “ HL{ AM OFC (cms) :
Place of Birth : RCH:"'&“‘X Estimated Gesth Age : ... 2.k 2. Ay .

Current Obstetric History : (Booked / Unbooked Case) q . P 3( ‘1 I 2¢ @ 20 (6 /%
Maternal Ae : ..........oooo Bt eooeeoeso WES oo BMI oo Married Life : .7... 52 .. LMP : ZEDD oo
Conception : Spontaneous or with RX. : ............... —anﬁhm"m‘i

Booked at what GA. : i v AN RS, DI NN st s R A s

Last Scans Detals : . Cé’phf«bzr_, e p m.:mlg,, oSt ine BELTLMY B0 . 2. 226 ks

%Ppu{‘@ = AS. Ié j Mo.... weee TT Immunization and Iron / Folic Acid SY)"WU-VVMM ....................
MATERNAL RISK FACTORS

Referring Consultant : ................

Age: O<18yrs [ 35yrs H/o GDMW/ pre GDM/ on diet or Insulin
Consanguinity : [ Yes 9)6 Controlled or not, recent values, HDA1 values : ...................

fyes, degree of consanguinity : 001 002 O3 || AT
H/o PIH (after 20 weeks) / PE COMPHANCE Wt RX : oo..oeoeeeeeeermseeseeesee oo
How many Drugs / Doses / Since how 10ng : ..., Scans : LGA, TIFFA, Fetal ECO : ..o

=

H/o value of recent BP recording, proteinuria, edema, -H 0+€»“§’\Md;h”\,/7%m&1%

oliguria, any investigations (LFT, platelet (o 111 1] f A ——— Any other Chronic Medical Problems, when detected s VVIC?‘»HQ(
AIUGS 7 it sese s

IUGR - When detetted : ...........ucueeommeceeceeeemesonsssesssssesssssesos oo oesoonns ( Anemia, SLE, Jaundice, CHD, Heart Disease )

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

Redistribution in MCA) / Ductus VeNnosuS : .................oooooovoovoooo. (OMalaria OUTI OTORCH OTB OHV O HBV )

TR 2 comeeamcosnetatnadvchs s dar s S S omeemepe st UTI : when : Any CURUPE : ..o,

PPROM : Duration : ...............c.co.. [JUterine Tenderness  [JFoul Smelling Liquor  CJHVS (if taken) - Results : ..o

Medication during Pregnancy : srsmessessssssesssessssssssssess DUTBHON  ovvvsis oo

CIN : U85110TG1998 PTC029914 www.rainbowhospitals.in




PAST OBSTETRIC HISTORY

S.No. | Age GAwks | B.W | Gender Significant Details
Clur WE] P At \LES ‘\/l D holfl ey L~ Gl ’ﬁloc’bu“
» &Ld ]‘U'%‘Eag)] 2 2mstl !

PERINATAL HISTORY
Treating Obstetrician : h@wgr'\i?wihi Hospital : ﬂ(H,.V;gfwi’F/‘ Mhborn  Mutborn
¥
Duration of Labour CTG : O Normal [ Suspicious [Pathological
First stage (> 18 hours sig) (‘-'l ¢ LS T B ———
Second stage ( > 2 hours after dilation) PC ,P Resuscitation : C1 Yes [JNo
LSCS : [ Elective [1 Emergency INICALON : ....oovvineisssmmesssisass COTA ABG : v.ovorreiuorressessasissisassssnssressatsssbastassras s sas st assssssssassasssass
ST SRR [H———————E R Placenta : (weight, surface, No. of cotyledons, calcifications,
Augmentation of Labour : [J Induced [ Assisted Vaginal malformations, COtS B1C © ....uimemmsesssssmssmsssssssmsssesssssssisssssassasss U
i NEONATAL RESUSCITATION DETAILS
APGAR SCORE Gestational AGe : .....cccersssersssusse WEOBKS T ovvvuvecncnsss
SIGN 0 1 2 1 Minute 5 Minutes 10 Minutes
COLOUR | Blue or Pale | Acrocyanotic |Completely Pink ) \
v
HEART RATE Absent <100/ Minute | > 100/ Minute 3” T
Cry or Active
REFLEX IRAMABILTY No Response | Grimace rawal Y 9’
MUSCLE TONE Limp Some Flexion | Active Motion % P
RESPIRATION|  Absent | pyeo oifion | Good Crying
TOTAL 4 d
_
Resuscitation Comments :
Minutes 1 5 0 L
Oxygen o/
PPV / NCPAP
ETT
Chest
Epinephrine

POSTNATAL / HISTORY QF PRESENT ILLNESS

Chief Complaints :




g

HOPI :

A %ﬁh@(‘l. L‘\yu, h«u«-LL bf“btd A U\ CL(’_LI‘V t’/vkbi Viay

& [, 2
J
B (‘Lljt.d (70 Q_A ( omeds «d cﬂ»'.i] M,I»QT lvr))’/'é‘-'
\Y

D @..C’.Eu.a,gﬂl C/r»tf CLA/VV.,’}; r\a d o< O\

Thitt o Woumn,

b
Rou\b_\hm neav betwe ot Op revy
\Y
Cav-d damﬂ’u_A , deanna ant Praw
v
311\. Vit I 'm4 LRy givéan.
J

Bobyy sheff Ao m it ol

Investigation details in previous Hospital :

Feeding History :




Past History :

Family History :

Socio Economic History : .

GENERAL EXAMINATION ON ADMISSION

General Description :

C%L{j \+7yu \0\ by '-J\] - o@*‘#td

+F

o]
VITALS : Temperature : 36-S C iR |(-_DLUT.4 BR = oo NIBP oo CFT :

Colour of the extremities : ... LB, ué—am DD oo
JAUNGICE : 1.ovoveeereereesseesasenssssssasassassssis .. Pallor : e SPO2 a (‘ﬂ' o RA

Anthropometry : Birth Weight : ........ccoceovevvissinnenss LONGH § it HC & coecervenssnnssensenneness PTESENEWRIGHT © i

Ponderal INAEX : vovvoeeeereseesesseseeceeseeesnseres AGA T crirreirecrcnssissmsnessscsssssrsrs SGA § i siesens LBA Sivammmmaniviavinaiirins




HEAD : Fontanelles :
Sutures
Shape / Moulding : [ A F — Or’f"/‘ o ot (a.f\«v’i ”
Edema / Bruising : _C ru, Ve "Lﬂ.,t L
Size - (H.C.) :
Facies : 7
(Any Facial @
Dysmorphism)
NECK and Range of Motion :
CLAVICLES : Asymmetry O
EYES: Symmetry :
RedReflex: —) To e Chn che
Discharge :
EARS, NOSE Ear set / Shape :
MOUTH and Preauricular Pits / Tags :
THEORT : Nasal shape / Patency : @
Palate :
Gums :
Lips:
Tongue :
THORAX and Shape of Thorax : A
BREASTS : Position of Nipples and Number : O
ABDOMEN and Shape :
Bowel Sounds :
Umbilical Stump: == 3 A |y
Discharge :
GENITILIA : Labia / Hymen : mole enteoaal %W.‘;‘Tx b' ey
Testicles/penis : . ‘
Anus : Al 1 e, A, Ct’t/@ﬂ.#
HERNIAL ORIFICES )
TRUNK and SPINE : ” 0
SKIN LESIONS : @
EXTREMETIES : Fingers / Toes :
Arms / Legs :
Deformities : p
Mobility : 6)
Hip Joint Examination :




SYSTEMIC EXAMINATION

Respiratory System :
Bmlmmzﬂéguiar OPeriodic [ClShallow  [IGasping

Mention If baby has Respiratory distress : RR : ...S.).M42..... SCR/ ICR / See - Saw breating :

Scoring of respiratory distress if present (Silverman or DOWIE'S) : wovereverusmirussssssssssmssssassniasessssisssssisssassssstssssnsssess

Mention if baby is on : O Hood box 1 CPAP 01 Ventilator

Settings : ...... RS S Pt 5 )

SPO2 & st AUSCUHBEION © +.vreeeeererrrmmess Breath Sounds : %1‘/*’"( 1)...... Added Sounds :

Cardiovascular System :
HR s LQ:S]QFM BP: . Precordial Activity @ ...ccooovierneeririnns
Femoral Pulses : .......... Fer MUIMUS © ovvoceaeirens L

Other Peripheral Pulses : e Signs of Cardiac Failure : .. ..ovemeiiisniiisiinns

T
-

Abdomen : Hernial OMIfICE © ...vvevevemeecmrersnierensrsssssssnsssasssssnasins

Shape! s =/ N —— Anal PRIBNCY : .o coveeeccemsssssasefiznisnrsssnnense

Palpation : ............. A0l Umbilical Cord : ... QALY

Abdominal Ginth © ............cceereressssesens C Meconium passed : ...... .0 oo P 5‘/\'&?4;

Nervous System : Higher intellectual functions (SENSOMUM) © ..ooocvirunruussssssiresssssessssssssssssssss s snss s ssssass
State of wakefulness : ........ (RD

Prechtle SCOTe : .....ccceciievmnnissnssisnssesans R e YR AR RSB SRORA SO

Cranial Nerves :

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

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

Motor System :

PASSIVE TOME T 11ovvssreussssesseessossssesssnsassssssssesssasssesssesesensesssesssessesassssstssassesssamsamsne s Ee AL E i £E AL 44 AL LRSS
ACHVE TOME & ovooeeereeeerecteesssssesessssaessesesbessesnseesssbas b sbaE b ER R PR e e oSS SHAR S 444 SRR E S b b LSS
Neonatal Reflexes :

Grasp: [0 Paimar O Plantar O Sucking [J Rooting [J Crossed 8dAUCION : .....ocvveeeioimvimmmsmsissss sonrsssssssimismrs s

6



-

Any CONGENHAl ANOMANES © ....cvecuscsuesssisississaisisssssssssssssssssssssssssssssss s ssss s ssssssssssssansss s s assssansas s cssessssans

FOOT PRINTS f

Left Side : Right Side :

€)  Resident Doctor : ' comnzm/

Signature : gnwwm .............. : o1 T YRR ——
G.

Date & TIMe : ooueerecreanns A “’” 2.0 S0k Date &TIME : .eovvrrerrrrrrereenns

PLEASE FILL UP THE FOLLOWING DETAILS

1. Name of the referring Doctor : .........c..ccccvemiunnins
2. Name of the referring Hospital : ..
Address : .......ceonnenn
Contact Numbers:: ..... I ————
3. Contact Details of the referring Doctor : ............
MODHEB NO.  ...overcmssmsesssnssostsnsss ssassusssasassassssassomsssssssssssansonsnassassasnassio EANEH 1D § vovinssivisinnanssssasissnsiinasiasisisnnsansinsarisassansins
4. Name of the Doctor in Rainbow Team : ........ccevurinsessarsacsens
................................................................................................................ on whose name the patients is being referred.




R e e

AT THE TIME OF TRANSFER TO THE WARD

IR DIAGNOBIS & ciivsitivivussvasnovsinssronsssssssss s maysns ress oo uEed oL s s o0 T 4 e 3o S Y B W O AR oA PR T v

——r‘*&‘w

Prasent B ¢ s e ey eorsve s o P o R T e e S R A S S e A S s ad s

Ui e e @ | - |- § e = 1] - | S STR—e [ - 2, ) LTRSS |, . RSN

F V@ A o T=T A {=Ta (U1 =T 4 T=T ) P OSSPSRt

N BEBITNIG s s s s 4 T e B W B I S AN s G st Vs

h :
MBICHHONE ... v i B e b R S e S B S R R e e S e S S v dasess B '

o —— .

Plan during ward follow up :

IDAF &hd,,{%mLﬁ rlb b““f’“]

;9 M. ’*‘%&w 'S !m«m vaw.....

R T e Tt

3 CCHD Bueiniig @ s
LT ady NBS® 9 has
2R wbhvd&uuﬂw‘fj

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

Screenings done during NICU Stay :

ROP/ N s

S

Pulse Oxymetry Screen : FH#“LE‘J.N‘HI%QQ[LL—%M
i

New Born Screening : .........ccccunnnismnnssinsnnessineens

CIN : UB5110TG1998 PTC029914 8 www.rainbowhospitals.in

e A



20

20

HCV-000410s2

Baby B/0 LAvANYA Tolez-ooozms Z '

250620 0yomonr Rainbow"® ® n .
Or. R HARIHARAN ™ Children’s BirthRight
iy il | N

NURSING DEPARTMENT
NEWBORN - NURSING ASSESSMENT FORM

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

Baby's Name: fgl .......... A et eeaeeeeneesnsesees Mother's Name: .£4St0. a.. Qﬂz&&j@\
Date of Birth: ... 23 E‘P’é Time of Birth: . M Ll‘f RAV Gende:;.y.hle [ Female
Birth Weight: 3\{3“-{ Kgs HC: ... v CM Lenght: ....cccoveriervenennn, CIT
Meconium in Liquor:  [Yes __JHo Cried at Birth: (/Ye‘s ['I No
l‘g_r_r_n_!r@_-term Tl 0051 ORR——
Resuscitated: [Yes Ne&TMo Blood Group: Mother: ....... Q—WQ ........ BADY: oo
Feeding: [}Breast Feeding O] Formula C1 Both First Feed Time- t

e

”’I ﬁ"ﬁ"iimnunuumi
Mode of Delivery: . [JNormal c,IZ%‘L/S-CS - Emergency/ Elective O Instrumenta "”
BEMICITRINNG . i s sionassason swionsowasdesomoARRAS €4S R e s8R S SVl S A oasR B B ab TaFdS

Physical Assessment of New Born:

Temp: 3(:"{“0 HR:..........LS%T.!?Min HR:.......HS&.”{Min BP: oo spozq%

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

Fall Risk Assessment: , [1¥es [INo Score: I’ (Fill the Humpty Dumpty Sheet)
Risk in Pressure Sore:  [J Yes [No  (Braden Q Score)  (Fill the Braden Q Sheet)

Behaviour Status on admission: (] Sleeping Zfz-erying [J Calm (] Drowsy

Findings:

General Appearance: Posture : «Eﬂ'ﬁell-Flexed L] Asymmetry

Skin: W O] Meconunmy Stain - 2] OteYs, SPEEHY: ...t
Nursing Managemenf: ( Please strike through If not applicable e.g. Yes /Ne- )

Vitamin K 1 mg .M Administered: Yes / No

Routine Care Provided: Yes-7” No
Capillary Blood Glucose Monitoring Done: Yes / 4(

il

Neonatal Screening Done: Yes / No
1. Nutritional Screening: Feeding Problem Yes / ﬂ/
2. Functional Screening: sculoskeletal Congenital Abnormality Yes / Noo—

3. Socio History:  Siblings es / No
All information obtained from /V_LMother ~#TFather [ Other Family Member

Newborn Screening Discussed: Yes / NG

Nurse Name: Pm‘i ........................ Signature: 91 Date &Time: ZS{Q[Z@@
\StAA

Docu. No. : RCH /FRM / CLINICAL / 144
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Ref. No. : F/HW /PGN/INPR /15

HCV-0004105;
Eﬁii?ﬁ‘::s @ girthRight PROGRESS NOTES E:ti:::’fg,u 3 ‘m:f’"s OF
Fosprea) | \g)zememumms | (USE BALL POINT PEN ONLY) Il m””mm”/”ﬂﬂll[j
DATE - TIME (SIGN ALL ENTRIES, DATE & TIME OF EACH ENTRY IS COMPULSORY) =
s cltle oy, Mdssayal e palafy
///
AW
Ot \tpuu | QTG - god
v Ushwag
Qtrn| Lr MY pekd LA

' i:ﬂ-td.&w} S DRLE

Al

Do b ey >d vy,
£lb bucpi.

- fTS(B

o | 0w

e

QD Rexe i @

DY W G’Cybq-q

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

| Hovaootos2 przoeezies .
"z aby VANYA TOTTALA
s | @ iignt| PROGRESS NOIED | &k o ™ °
Hospital_ | () mmeonoss HERC T VAT
DATE TIME (SIGN ALL ENTRIES, DATE & TIME OF EACH ENTRY 1S COMPULSORY)
6| G LG SIS O A0 | DaAen
_________.---——-—*"”'"
0N
5 .______.——-"‘

/\(/\m Uw(\*”f)]{.;t | K€€ '} A\ A

' 7
h) A N\ S
& iyl ) W
g LK B s

- <0 ARCE

(‘j FN AA TR W 0

- T b s
&5 MK N M
D | P
u__,ﬁf-f\)\\ |
i O
/“?m e
z"ﬁ clsla Ty Adibyaf Dydeas.
Coasa nguho\ weddl fel x (@) n.’ntb AT0\'8
Ck (& - Yo s
Caniaa pmm;c\“.
| Moot ¢ Pl
A-’// (/] TSR. N8BS E’h’“

W AN

- o

NOTE : DO NOT WRITE OUTSIDE THE MARGINS

CIN : U85110 TG1998 PTC029914 www.rainbowhospitals.in

5

—— i

l— - e ——




21 e\nk cleln e Yonhavan| Dy Balag

N G&M1Em'wd1&qﬂ_
C 3400 +aday )

- oy I 1oue] ouctoubty 1900

; Uniug

2too fwl
. QMBMA DR

~Adwra !

ISR n-am
Ay
~ Pl b dy

INI) EEKfuML

R VS &w«ﬂL
Lalo

e




2z

Rainbow” | @ o. .
Children’s BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes & lot to treat the litte. Your Right to a Safe Delivery

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

PATIENT TRANSFER FORM

Patient Name / |.P. No

Date & 'I'|rm_a of Admission

Date & Time of Transfer Order

X £ A
Q]ox fcwuowu ALINPRCAL AN «35[ /2&.@ SAV(O)'4% ¥
Treating Constitant Transfer ordered by Reason for Transfer
From Bed / Ward / Hospital : Information to attendant
L e/ 08P To Bed / Ward / Hospital w Non ]
MU LAy

Number of Sheets in clinical file

Number of Imaging films

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

Yes[ ] No_/[z

If yes, What ?

Medications / Consumables / Surgicals / Hand over

('%L\C‘M

SI.No. Item Name Quantity
1' =
Doy X

2.

. d

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:

Patient & Clinical records received by:

M \—A‘-(;%Q\ .tmnflgo\

gt

Signature with Date & Time

@M EJL([ phe g s

If the transfer order time & Completion time is more than 30 minutes, pleése tick the reason mentioned below:

Unavailable bed

[] Nurse not available

[] Available bed not ready




