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Rainbow"

®
Children’s .Bm

Hospital

Rainbow Children's Hospitals - Visakhapatnam

Plot No.15, Heaith City layout,Sy. No. 21 & 27,Part of Chinagadili, GVMC Limits. Govt General Hospital Kda
Vishakhapatnam ,Andhra Pradesh, INDIA ,530040.
TEL NO :891-3501601
WEB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details :

Admission No : IP22-00023368 Admit Date : 24-Jun-2026 Admit Time :09:26 AM UHID : HCV-00037256

Patient Details :

Patient Name : Master SUNDAR GOPAL BEHERA Age :6Y7M17D

Guardian : Mr BHANU CHARAN BEHERA DOB :07-11-2019

Gender : Male Religion

Occupation Martial Status

Address (H) - Sunabeda li Koraput Orissa INDIA 763002 Phone No . 8144148672
E-mail : no@gmail.com

2 ) s .
admission Details :
Bed Type : DAY CARE

Room No : DC 211

Bed No :DC 211 Ward Name : 2F-SECOND FLOOR

Admission Type : First Visit

Coritact Details :

Name : Mr BHANU CHARAN BEHERA Relationship : Father

Contact Address : Sunabeda li Koraput Orissa INDIA 763002 Phone No

Pj[,\ﬁ-\u Chﬁnah b.i lit\k‘r\‘

Signature
{Moctor Details :
Doctor Name : Dr. SHASHWAT MOHANTY Specialisation : GENERAL PEDIATRICS
Referral Doctor  : HINDUSTAN AERONAUTICS LIMITED Phone No
(HAL)
Co-Consultant
Payment Details : Deposit Amount  : 0.00
Payment Mode :Cash Payor Name : HINDUSTAN AERONAUTICS LIMITED

Printed Date / Time : 24/06/2026 09:28 Printed By : 018561 Page 1 of 2




ACTIVITY RECORD FOR BILLING

Name:------- HCV-00037268 1P22-00023368
Master SUNDAR GOPAL BEHERA
07-11-2019 8Y7MATD M)
UHID NO :... g, sHASHWAT MOHANTY

Date of Adrt ||||||||II|||I|I||I|||||lI\I!IIII|I|I

Room/Bed NO :......c.coeeevvnnnnn. wara :......pPL

WARD TRANSFERS

"
Rainbow”
Children’s
Hospital

It takes a lot to treat the little.

‘BirthRight”
BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

Date Time From

To

Signature of Nurse

2uleglig] 102304 Ee

Pircy

‘A_Quna‘

T -

Cross Consultation Visit

Doctors Name

Date

Order No.

Signature

10.




MEDICAL EQUIPMENT (WARD & ICU

Date Name of Connecting | Disconnecting| yrger No.

Equipment Time Time Signature
ul\606| Condiar Havid v aulelic
tututlon Puwe f AL 690828 gt~

Tl




INVESTIGATIONS

Date

Investigations

Order No.

Signature

2y | 6]

CBcC

Palssis |
A\

@

tidnNe,




PROCEEDURE

Date Proceedure Quantity Order No. Signature
24 leled] D placempnl [ 690162 My
2ulblae [BloDd ! thaug Fusiov QJ 690 a9 \.?5.‘{

ANY OTHER INFORMATION

Date: Time: Prepared By:

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
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Rainbow®
Children’s
Hospital

It takes a lot to treat the little.

" ( PEDIATRIC IN-PATIENT
MEDICAL RECORD

Patient Name 00037268 P22-00023388 G Jo: [ &100aq l() 3 a\
i OPAL BEHERA oneop| |

oo i

Department

Consultant

RCHHCV/FRM/GENERAL/065




[~ Hcv-00037288

IP22-00023388
Master SUNDAR
07112019 gL BEHERA

EY?m
Or. BHABHWAT Mo 1 (M) '

M

Padiatric Multiorgan History & Physical Examination

Name : Age/Sex

Information given by: Reliability

Chief Presenting Complaints & Duration ( Chronologically):

L] o \T»\Ma (M e on

CM\« lv,\m (’) oo J T A o) LM.’M

History of present illness:

= NJy F/\Q_A\r\ LY s




HCV-00037288 IP22-00023388
Master SUNDAR GOPAL BEHERA
07-11-2019 8Y7?7M1TD (M)
Dr. BHABHWAT MOMANTY ]

IIIIH|III||||I|II||||| ] 111 p—

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

\’«‘ L\OF T»\CA—QJ/\M-;\U\

P

Birth & Neonatal History:

T | NeO | W Sy

Family Chart
=0

S

Birth & Socio Economic History: A
About Father: 5=
About Mother: =

—

Any additional Information:

Developmental History:

NJoa o~ o)

Immunization History:

Y\ s VUZ?

Ouf"\ < B

Anthropometry:
Head Circum (cms) (Centile

Weight (kgs)__~ L5 (Centlle )

) Height (cms),

On Examination:
Temperature: (@

Resp. rate and type of breathing :

Pulse Rate : v~ [501“’\ B.P.

(Centile) )

spo2 \W /- LA

i~ Yo 1o

Rash "““

Lymphadenopathy

Oedema:

Allergies (if any):




HCV.MNH“

Master g 1P22-000,
1) 213
07:11.2019 N GOPAL BENER,

sy
O, 8HABHWAT Moy 7O ___I

A

Respiratory System:

Inspection (any s/o distress):

Air entry & breath sound : (9.0 an

Any Addes sounds :

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

Cardiovascular System:

Inspection of procordium :

Heart Sounds :__ |S 1) D)

Any murmur:

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

Per Abdomen:

Inspection :

Palpation :__ S U‘\U/‘(

Ausculation :

Spine : External Genitelia :

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

Central Nervous System:

Level of Consciousness : AVPU / GCS Score: {\ chvua

Cranial Nerves :

Motor System:

Nutrition :

Tone: Power

Co-ordinator :

Posture:

Involuntary Movements :




HCV-00037288 1P22-00023388
Master SUNDAR GOPAL BEHERA
07:11-2019 8Y7M17D ™)
Or. BHABHWAT MOHANTY

L I

Reflexes:
DTR Superficials:

Plantars

Bladder / Bowel:

Clinical Summary & Diagnostic:
Kl( !O T\/\M(y\ {Y\ou:uj\

For Nlo o N TN cung \saay v

Pediatric Multiorgan History & Physical Examination

Preventive aspects of the treatment:

Desired goals of the of the treatment:

Planned Labs: Planned Management:
—-((\10 -~ D ou 2R LO PR
Lywan Ve

- \J\-’f’\; Ouv*j QC‘A/ll",

’C\'a‘v\?f\% ’ Gind i w SeRA
,-)uu\/\'w.—; 'rl\cmrh,_\'uh

9

Signature of the Doctor : Signature of the Consultant:

Name of the Doctor : 31 AASN Name of the Consultant :
" o

Date & Time : L1y 6 / 2b Date & Time :

5




W”’m”””/ﬁl////lllll “ | DISCHARGE PLAINING FORM

Note: " 10 s - y a Doctor within (24) hours of admission
1 Anticipated Date of Discharge :
2 Destnation Post Discharge : [0 Home
Family Members Notified (Person Contacted_
[ Transfer
Hospital Facility Notified (Person Contacted)
3. Discharge Status: [] Self Care [] Family Home Care [J Home Professional Assistance
[[] Needs Assistance In: Remarks
O Medication CIVes DI ouinsummsmmsiim i ammsim st tmt srmte
[ Bathing CIYESI[CING: crcmmnmesrosrmmssasassiasssesisss iavosesstsbaisasis
[ Eating CIY¥es [INO s s,
[J walking BV EIRO st Mt
[] Dressing COYes [INO i sa s e rsnesasssnssnsnes
[ Toileting LIV LING  cscimsummmmimsmismissmminie i s
4, Nutritional Plan:
[ Ditary Instruction Discussed with the:
[] Patient [J Family Member L Other: ...t cessaesesssssssnsneessananenne
9. Discharge Planning Discussed with the:
CPatient CIFamily Member L0 T 3
6. Patient / Family Education Plan:
I EQUCALION TOPIC /8 :..eceveeurreeriseeserssseessesessassssasssssssessssssassssssssssssessssssssnsessassssassessessssssens
[ Patient's Educational Topic/s discussed with the:
[ Patient I Family Member [, S
Doctor Signature:

Name of the Doctor :

Date & Time :




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

A

Rainbow® ) o
Children’s ‘Bll‘tthght

Hos pit al BY RAINBOW HOSPITALS

It takes a lot to treat the litte. Your Right to a Safe Delivery

Patient NAME & oovveceeereeeece et er et as s ssssassns e AQR o .cnmen

Gender OM O F - Hospital NO. : ...ccooieiiieeecrieec i
HCV-00037256 1P22-00023388
Master SUNDAR GOPAL BEHERA

Consultant : .......ccoooeeene 07993019 b
Dr. SBHASHWAT MOHANTY

b 11 IIIIIIIIIHHIIIHIIIJI

DRUG AL

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 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.
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
B 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)
Date}p
DRUG : =
Dose Route  Frequency| Start Dt.
Doctor's Signature |Valid Period| Pharm.
Additional Instructions
Datelp
DRUG : -
Dose Route |Frequency| Start Dt.
Doctor's Signature |Valid Period| Pharm.
Additional Instructions
Date}p
DRUG : ——
Dose Route | Frequency| Start Dt.
Doctor's Signature | Valid Period| Pharm.
Additional Instructions




HCV-00037288

1P22-00023388

Master SUNDAR GOPAL BEHERA

07-11-2019 8Y7M17D ™)

Dr. BHABHWAT MOHANTY

Il

I.P. No.

Sheet No.

Wards

Weight (kg)

[

w REGULAR PRESCRIPTIONS

DRUG :

Datelp

Time

Dose Route | Frequency| Start Dt.

Name & Signature of the Doctor
starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign.

DRUG :

A 4
Datelp

Time

Dose Route | Frequency| Start Dt.

Name & Signature of the Doctor
starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign.

DRUG :

Date)

v

Time

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.




R e e

R ——

- —

R R RO

P ST T RN RRNRE.

RS

Date
VARAREE DORE Time | [ Nurse Sig. [ Nurse Sig. [ Nurse Sig. | Nurse Sig.
Dose Dose Dose Dose
DRUG : Dr Sign. Dr Sign. Dr S‘ﬁun. Dr Sign.
Route Start Date Dose Dose Dose Dose
Dr Sign. Dr Sign. Dr Sign. Dr ﬁun.
Name & Signature of the Doctor Pos oons P [oose
Dr Sign. Dr Sign. Dr Sign. Dr Sign.
Additional Instructions powe i p [oose
TSinn, Dr Sign. Dr Sign. Dr ﬁan.
Date 3
VARIABLE DOSE Time | | Nurse Sig. | Nurse Sig. | Nurse Sig. | Nurse Sig.
2 » 2 A & v v
Dose Dose Dose Dose
DRUG: Dr Sign. Dr Sign. Or Sign. Dr Sign.
Route Start Date [oese Hess Uoe F’“s’
Dr Sign. Dr Sign. Dr Sign. tr Sign.
Name & Signature of the Doctor F’“" one ] .
Dr Sign. Dr Sign. Dr Sign. Dr Sign.
Additional Instructions o s s [Pese
IDr Sign. Dr Sign. Dr Sign. Dr Sign.
STAT / ONCE ONLY DRUGS
DATE TIME MEDICATION UOSADE a i ROUTE | SIGNATURE | NURSES
EMeoPane g
) . 'bo?‘ £ 155 = Q A
“\ ) 1L\O- L
218 (36N - T




Patient Name : I.P. No. Sheet No. Wards Weight (kg)
L.V. FLUIDS CHART
Flow
Composition of I.V. FLUID Doctor | Nurse | Date of | Doctor | Nurse
DATE TIME (if infusion, mlzntion mi/ hr=Mcg / kg / min. etc.) ROUTE Rate Sign_ Sign_ stopping Sign. Sil‘l.

(mi/hr)




Ref. No. F/FHW/CON/BT/03

CONSENT FOR BLOOD TRANSFUSION

"
Rainbow® . .
Children’s ‘BlrthR|gh

i BY RAINBOW HOSPITAL . - .
nHugasuE!.E!m L Gender : LAM [JF -IPNo. ... 22268 ccrmsnsssrsssrnns
Ward /Bed NO. : ........... - P S— Date : ....24. &l 26

Type of Blood Product: { ( ¢ R9 ¢

S— \3.\\0.,1-.—.&......C,..k&.t\s»s(,\...Behg.r.@.\.hereby give my consent for whole blood transfusion or
the blood components as part of treatment of myself / my patient while being admitted at Rainbow
Hospital. | have been explained all the known risks of transfusion reactions. | have also been explained
that the donor blood has been screened for HIV antibodies, Hepatitis B surface antigen, Hepatitis C
antibodies, Malaria and Syphilis. | have also been explained that transfusion transmitted infections can
very rarely occur even with screened blood, especially if it is in. the "window period" and also due to
various other infections which have not been screened for. | also understand that any blood component
transfusions carries risk of transfusion associated reactions, fluid overload etc. which are generally
rare. The same risks apply for multiple transfusions too.

All the above-mentioned risks have been explained to me by the doctor treating me / my patient in the

language that | fully understand and | accept the sarhe and give my consent for all transfusions (the
whole blood /or blood components (PRBC, Platelets, FFP, Cryoprecepitate etc) to me /my Patient

duri i ! ot Q
uring he present hospital stay and treatment "
| e alckes

Patient(Or Patient relative./ Guardian): Witness: e o ajk“—(c’&
Signature : I%l\“’“"ofxf\ﬂf*“&d’*f& Signature : ............ @ ............................ S——
Name : BIANY. CHARAN BEHERP Name : .......... MO
Date & Time : QQ”Oé’QQ?G’J?I‘wM Address : ... & SN L T YT S———

CONBRE NO. | .ociroivaniimnnsmiirinsssivissivasiiissensiinin

Doctor(Who is taking the consent):
Date & Time : 4. 106126, ]l ...
SIGNAliINe ; ........vsuminsssesisiaiisswissias

Date & Time : ...2.4..L.0.G.L2.6.....41.O.51....

CIN : U85110 TG1998 PTC029914 www.rainbowhospitals.in

Patient Name: ... ﬁ@apﬂﬂﬁh&.ﬁ ..... Age: &Rt LD

i
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Rain‘ ow® . . A
Children’s ‘ BirthRigh 0% @r0,6 5°05) 000150 HFH

Ho 5pita| BY RAINBOW HOSPITAL
1t takes a lot to treat the little. Your Right to a Safe Delive
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Ref. No. : F/ HW /BTM /NSG /03

Rainbew® w BLOOD PRODUCTS
Children’s ‘Bil’thRigh' TRANSFUSION

Hos p ital BY RAINBOW HOSPITAL LOPecc

Pt | @i | MIONITORING FORM

Behar
Name of the patient : HL\%R‘QU\Oéﬁf%’W“-?JHID A6 L NO. ;23265

Age :@j&q..lﬁﬁender :..M.......... Department |J—— O Ward : le

Blood group of the patient : 13 Posi YR Blood group on the Blood bag : ..... ‘\3]’1’\'3\\'\‘-"1 ..........
Blood bank issue no : ..2.358........ Date of collection : .\ 3 e\ LG...... Date of expiry : alale

Date & Time of starting transfusion : TL&.&.[Q.\?.—.G..@...{E‘.%’?med duration of transfusion : .......6... TN,

~ PLEASE MONITOR THE FOLLOWING EVERY 30 MINUTES

. Blood Any Any Any Any
Vime | R [Tempsrature pressure PO, Rash | Rigors | Breathlessness | Other Problem
WA~ Ay Qk.0")= ”\“*% (&0) Voo)| ~ - — s g
w3k 10ey | qea® | U leo) [qen | — — - ~
pn (100 | qe.rye [N ()| aeet | — - _ s
; .
™ W |93y, Q3] — | - = -
®
|
| s P
NUSE NAME & oot NUrse SIBNAtUNe & ..o s e
) CIN : U85110 TG1998 PTC029914 www.rainbowhospitals.in

R



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

V- I
. = ® |
Rainbow” | @ g picht " PATIENT TRANSFER FORM
Ho spitaj . BY RAINBOW HOSPITALS
It takes 2 lot to treat the little. Your Right to a Safe Delivery
Hevioospaer Name / |.P. No Date & Time of Admission Date & Time of Transfer Order
. IP22
RSz | anlelzg, | oaglelze

"2 — 1039
il _ que T it

D9 Shothe k e Admi¥ian

From Bed / Ward / Hospital To Bed / Ward / Hospital Information to attendant
5 Yes L__] No |:|
_—
-~ LCL) ¢
FR prew
Number of Sheets in clinical file Number of Imaging films Personal belongings including
clinical documents. If any handed
over to attendant

@ Yes D No []
If yes, What ?

Medications / Consumables / Surgicals / Hand over
Sl.No. ltem Name Quantity

1

5.

Shifting Summary / Notes written by Doctor:

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

/ACLUnc. DS Lfé{o)l’) \DLQHLQUM

Pafient & Clinical records received by:

Signature with Date & Time

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




