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.
Hospital .7?;’5&;&;.‘;& TEL NO :891-3501601

WEB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details :

Admission No : IP22-00023359 Admit Date : 23-Jun-2026

(LR

Admit Time :01:26 PM UHID : HCV-00036561

Patient Details :

Patient Name : Master VEDANT¥ARMA DANTULURI Age :2Y5M5D
Guardian : Mr SANDEEP VARMA DOB : 18-01-2024
Genuer : Male Religion
Occupation Martial Status
Address (H) - Marri Palem Vishakhapatnam Andhra Phone No : 9000252599/ 9000252599
Pradesh INDIA 530018 ; i
E-mail . No@gmail.com
™~
Admission Details :
Bed Type : PRIVATE ROOM Bed No :PRI 305 Ward Name : 3F-THIRD FLOOR
Room No : PRI 305 Admission Type : First Visit

Contact Details :

Co-Consultant

Name : Mr SANDEEP VARMA Relationship : S/O
Contact Address : Marri Palem Vishakhapatnam Andhra Pradesh Phone No
INDIA 530018
Vaena,
Signature
~
Doctor Details :
Doctor Name : Dr. Kandula RadhaKrishna / Dr. Raju Specialisation : GENERAL PEDIATRICS
Kakarlapudi
Referral Doctur : Self Phone No

Payment Details :

Paymert Mode : Cash

Deposit Amount

Payor Name

:0.00

: GENERALI CENTRAL INSURANCE
COMPANY LIMITED

\ Printed Dz / Time : 23/06/2026 13:29

Printed By : 017565
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Rainbow® ) _
Children’s ‘Blrtthght

Hospital

BY RAINBOW HOSPITALS

ACTIVITY RECORD FOR BILLING It tokes a lot to treat the lttle.

Your Right to a Safe Delivery

bl HCV-00038581 |p22:00023350
Master VEDANT VARMA DANTULURI

UHID NO foieeeece IPNo:........... 18-01-2024 2YSME0 L Dept.i e,

dhaKrishna / Dr. Raju

S T R— T —

Room /' B NO ;.cu.counveisiivinsss Ward @ suggested Billable bed type:.............ccooieeiiins
WARD TRANSFERS
Date Time From To Signature of Nurse
2316126 | 9:10pM ER %ch HHow (3a5) /':]9N.tna'

Cross Consultation Visit

Doctors Name Order No. Signature
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MEDICAL EQUIPMENT (WARD & ICU

Name of Connecting | Disconnecting :
Date Equipment Time Time Order No. Signature
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INVESTIGATIONS

Date Investigations Order No. Signature
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PROCEEDURE

Date Proceedure Quantity OrderNo. | Signature
walelu | By ln\a Corneo k-

] 6‘}06&/ QQt-nna
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ANY OTHER INFORMATION
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D_ate: %@\\c:\w

Time: \(9HXD
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Prepared By:

Staff Nurse

Shift / Wa‘rd/

Billing Assistant

Billing Supervisor
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Rainbow®
Child _ren’s
Hospital

It takes a lot to treat the little.

" ( PEDIATRIC IN-PATIENT
MEDICAL RECORD

Patient Name

HCV-00038581 1P22-00023350
Master VEDANT VARMA DANTULURI
18-01-2024 2YSMSD ™)
UHlD ID g Dr. Kandula RadhaKrishna / Dr. Raju
T
Department .
Consultant

RCHHCV/FRM/GENERAL/065




HCV-00038581 1P22-00023359

Master VEDANT VARMA DANTULURI
18-01-2024 2Y8M8D ™)
a RacdhaKrishna / Dr. Raju ]

"

Padiatric Multiorgan History & Physical Examination

Name : Age/Sex

Information given by: Reliability

Chief Presenting Complaints & Duration ( Chronologically):

History of present iliness:

C/Pn | l_Lw
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Muhr VEDANT VARMA DANTULURI{M’
-2024
::!:-olzlndu la Ra |hnll Dr. Raju

\\\\\\\\\\\\\\l\\\\\\\\\\\\\\\\\\\ |

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

Aot

Birth & NeoTatal Hls!ory Family Chart
TlLece 5 on GA}F O E
Birth & Socio Economic History: T\
About Father:
About Mother:
Any additional Information:
Developmental History: @
Immunization History: ! ;—
1
Anthropometry:
HeadCircum(cms)___ (Centile____ )Height(cms) (Centile)
Weight (kgs)t3 1l (Centile ) / '
On Examination: _
Temperature: [O2 k- PuseRate: BP_ SPO2

Resp. rate and type of breathing :

Rash

Lymphadenopathy

QOedema:

Allergies (if any):




HCV-00038581 IP22-00021350

Master VEDANT VARMA DANTULURI
18-01-2024 2Y5MSD

Dr. Innduln RadhaKrishna / Dr. Ra) :I

Respiratory System: p,v\ |- @ clro

Inspection (any s/o distress):

Air entry & breath sound :

Any Addes sounds :

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

Cardiovascular System: 41 AZ‘_/@

Inspection of procordium :

Heart Sounds :

Any murmur:

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

Per Abdomen: % %,e,é‘ / Nm M #

Inspection :

Palpation :

Ausculation :

Spine : External Genitelia :

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

Central Nervous System:

Level of Consciousness : AVPU / GCS Score: CE;V\L). Orad r-r)\ﬂvA“,On'ﬁr(;

Cranial Nerves :

Motor System:

Nutrition :

Tone: Power

Co-ordinator :

Posture:

Involuntary Movements :

R~



HCV-000368581 1P22-00023350

Master VEDANT VARMA DANTULURI

1!—01 «2024 2Y4MS8D (™)
r. Kandula RadhaKrishna / Dr. Raj

T

Reflexes:
DTR
Plantars

Superficials:

Bladder / Bowel:

Clinical Summary & Diagnostic:

Pediatri.c Multiorgan History & Physical Examination

Preventive aspects of the treatment:

Desired goals of the of the treatment:

Planned Labs:
| cb¢

| b

/ o el

[ Cue -")'ALLQ./

Signature of the Do

Name of the Doctor : ud J\‘w.a =

Date & Time :_ 2% 6(. 202t _

Planned Management:

VA - Onds
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Signature of the Consultant:

Name of the Consultant :

Date & Time :
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" Hev-00038581 1P22-00023350
Master VEDANT VARMA DANTULURI
18-01-2024 2Y8MSD (M)

Dr. Kandula RadhaKrishna / Dr. Raju ]

LA

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

DISCHARGE PLAINING FORM

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 [] Home Professional Assistance
[J Needs Assistance In: Remarks
[0 Medication EIYer LINO ciiccasmnismiismmmmmmemsmmlonotit i e
[ Bathing [0 Yes [] No
[ Eating CIYES [INO et eee s essese s e e e seses e essasesnes
[J walking Cl¥es CINO ittt
[J Dressing CIYES CINO e s anss s ssessene
[ Toileting LIYO LI NO iccnmmimsmionmmmssmmmmsrssseelresso iS00

4. Nutritional Plan:

[ Ditary Instruction Discussed with the:

[ Patient [J Family Member El OO iviiecisiuscisisssssmisisipassasiion s
5. Discharge Planning Discussed with the:

O Patient COFamily Member CJOhE:.......coceececeie et sene
6. Patient / Family Education Plan:

[J EQUCAION TOPIC /8 ©u.eurueucerueeenireseessissesessssseessseseessseseesessessssenessssesssssssssssssesssse e ssssenseeens

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

[ Patient [ Family Member CJOther:.c.eeeee e s e e senaeen

Doctor Signature:

Name of the Doctor :

Date & Time :




Ref. No.: F/HW /PGN/INPR /15

HCV-00034581 1P22-00023359
2 PROGRESS NOTES |1 &ttt ™
Rai b; ® ] o Dr. Kandula RadnhaKrishna / Or. Raj
gE'fg;E";’ : 3515!,15;3!3 (USE BALL POINT PEN ONLY) - |||| (TR ||||||
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 /DC/INPR /05

.
Rainbow® i C .
Children’s (4 BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the fittle. Your Right to a Safe Delivery

Patient NAME : ...c.cccvvimisinissssissismsrssisamusmmsssestensosnsronsassaesassusnees AQe: i
; HCV-00036581 1P22-00023350
Gender CJM I F- Hospital NO. :  yaeter VEDANT VARMA DANTULURI ...
18:01-2024 2Y8M8D (M)

Consultant : . haKrishna / Or. Raju

o "

DRUG ALLERGIES :

FOR THE SAFETY OF THE PATIENT

GENERAL -
DOCTOR .

Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
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 be mentioned.

- Only one chart should be in use at any one time. When the chart is full, a new suppiement can be kept within this drug

sheet folder.
NURSES

1) Right Patient

Nurses must follow strictly the FIVE RIGHTS before administration of medication.
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.

SOS / PRN (As Required Medication)

Dately
DRUG :Sh“\ .PLl50 Time %\q %X’
Dose Route  Frequency | Start Dt. Rifhes o
S (0 08 |22/4 \
Doctor's Signature | Valid Period| Pharm. m
Additional Instructions S~ | L5 oy
T ey ¥ ?NUWM
Datelp
DRUG : M n- OV CS T .
Dose Route |Frequency| StartDt. |
P (aamn (1o Sos ) S
Doctor's Signature |Valid Period| Pharm.
Additional Instructions S~— e ey
T‘r\—\(\ >0 K
Datelp
DRUG : =
Dose Route | Frequency| Start Dt.
Doctor's Signature | Valid Period| Pharm.
Additional Instructions




HCV-00038581 IP22-00023350
Master VEDANT VARMA DANTULURI
18-01-2024 2Ysmsp (M)

Dr. Kandula RadhaKrishna / Or. Ra |.P. No. Sheet No. Wards Weight (kg)
|
A i SO W 13 1l
 DRUG: T CLoBAWAH 3.;?; M”N"
T P

Name & éignature of the Doctor
starting the Drugs: ”z

Additional Instructions: 5 ) omj‘
dab> = 5mg

C |3 po
?mg&

Daily Doctor's Endorsement by a Sign.

DRUG : Sy p (e-1RIL NE

DateX

v

A 4
Time 1“)‘0

A\

}‘*\L‘

Dose Route Freq enpcy Star’ Dt.

psd|plo 216

Name & Signature of the Doctor

starting the Drugs\:M

Additional Instructions:

Pot 3),,&.7_,

Daily Doctor's Endorsement by a Sign.

h 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}p

Time

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign.
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Date ﬂ»
VARIABLE DOSE Time | | Nurse Sig. | Nurse Sig. | Nurse Sig. | Nurse Sig.
—v— v v v v
Dose Dose Dose Dose
DRUG : Dr Sign. Dr Sign. Dr Sign. Dr Sign.
R oute Start Date Dose Dose Dose _'.Dose
Dr Sign. Dr Sign. Dr Sign. Dr §ign,
Name & Signature of the Doctor o Hans e =
Dr Sign. Dr Sign. Dr Sign. Dr §iqn.
Additional Instructions i e pos s
Dr Sign. Dr Sign. Dr Sign. Dr Sign.
Date D¢
VARISHLE DISE Time | [ Nurse Sig. | Nurse Sig. | Nurse Sig. | Nurse Sig.
v vy— v -V v—
Dose Dose Dose Dose
DRUG: Dr Sign. Dr Sign. Dr Sign. Dr Sign.
Route Start Date Dose Dose Dose | Dose
Dr Sign. Dr Sign. Dr Sign. Dr Sign.
Name & Signature of the Doctor P Has s o
Dr Sign. Dr Sign. Dr Sign. Dr Sign.
Additional Instructions Uoes Doss [Pose po
Dr Sign. Dr Sign. Dr Sign. Dr Sign.
STAT / ONCE ONLY DRUGS
DATE TIME MEDICATION PORBGE & CIHER ROUTE | SIGNATURE | NURSES
\:ﬂﬂ’ A 3-1 ovDeN LTRN - g, ) (A
a\b % % 73
g‘ \' ' ¢ AL/




HCV-00036581 1P22-00023350
Master VEDANT VARMA DANTULURI
18-01:2024 2Y8M5D (M) "
or. u-nuulllnraiixrunn'ul:lr.lmu I.F. No. Sheet No. Wards | Weight (kg)
I.V. FLUIDS CHART
Composition of I.V. Flow
DATE TIME (if infusion, mgntion mllrﬂfJM\:o ,f’:llt;H L!ljin.etc.) ROUTE Rate DSC:C:IN gl-”se Date Pf DQCtOI' NI:IfSB
(mir) | 5100 | Sian [Stopping| Sign. | Sign.
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Ref. No. : FIHW/PTF/INPR/14

PATIENT TRANSFER FORM

"z
Rain b‘Bw@
Children’s BirthRight
Hos pital ' . BY RAINBOW HOSPITALS
It takes a lot to treat the littie, Your Right to a Safe Delivery
Patient Name / .P. No

HCV-00038581 1P22-00023350

Master VEDANT VARMA DANTULURI

13-01-2024 2Y8M8D ™)

Dr. Kandula RadhaKrishna / Or, R:

Date & Time of Admission

230420880 1128pc) osetf1026 O

Date & Time of Transfer Order

LR

m | II l "MI" l l” ,I ’" m“ Transfer ordered by Reason for Transfer
Laﬁm N Imi 180
From Bed / Ward / Hospital ToBed/ Wjj / Hospital !;]:;Lr%gn fo at:lindlaftl

3 —flom (50;9

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
Sl.No. Item Name Quantity
i OnlC ]
<) :
5 2U Sef
3.
.
N
5.
Shifting Summary / Notes written by Doctor:
'fzm'? the
Name and Signature of Person| Name of person ordering transfer | Name & Signature of Nurse | Referral note & referral Doctor
filling this part Supervisor Name:
Q
.A4unﬁ— - ‘{)wr??q’!a Dhanalakshmi

. Patient & Clinical records received by:

%\ of

| Signature with Date & Time

an\ls gus P

Unavailable bed

[] Nurse not available

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

[] Available bed not ready




