| 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 .E‘ TEL NO :891-3501601
e WEB : https://rainbowhospitals.in

ADMISSION SHEET
; . . (TR (L CTTRLAN (ALY
Registration Details :
Admission No : 1P22-00023339 Admit Date :21-Jun-2026 Admit Time :09:14 AM UHID : HCV-00040954
!
Patient Details : |
Patient Name : Baby B/O JAHNAVI Age :0D
Guardian : Mr K NITHIN DOB : 21-06-2026 08:36 AM
Gender : Female Religion
Occupation A Martial Status
Address (H) . Yendada Visakhapatnam Andhra Pradesh Phone No . 8977227938
INDIA 530045 E-mail . no@gmail.com i
) | ' ;
- s
Admission Details : .
t
Bed Type : BASINET Bed No :CRDL-DLX-204-1 Ward Name : 2F-SECOND FLOOR ;
Room Mo : CRDL-DLX-204-1 Admission Type : First Visit !
Contact Details :
Mame : Mr K NITHIN Relationship : Father
Contact Address : Yendada Visakhapatnam Andhra Pradesh Phone No
INDIA 530045
4
: Sig re
~
Doctor Details :
Doctor Name : Dr. TIRUMALASETTY PARAMESH Specialisation : NEONATOLOGY
Referral Doctor . SELF Phone No
Co-Consultant
i Payment Details : Deposit Amount  : 0.00
Payment Mode : Cash Payor Name : SELFPAY

L e e e s

O(f\f o[onim\zm l—‘ 2 {/g’ /,Lé
\aeeihadion_dane - 91J6k6 \
o flo dna- gijgge | OR @Y

Printed Date / Time : 21/06/2026 09:15 Printed By : 018613 Page 1 of 2




2z
Rainbow® . C
Children’s ‘Blrtthght

Hos o] ital BY RAINBOW HOSPITALS
ACTIV'TY RECORD FOR BILLING It takes a lot to treat the little. Your Right to a Safe Delivery
Name: -
2 1P22-00023339
UHID:NO o ieniensaninia ';f:,,n:,?::mm SUARL. 1. oveosssizissmssanisnssses Dept.i.ooiiiiiieiene
21-08-2028 oYOMODOH (F)
Date of Admission ... Dr TRUMALAREIEY Pﬁi\“\‘ \m“ Date of Discharge:...........cccceuv. 30 - AP,
Room / Bed No ......... m\\m“\““\“““ \ n suggested Billable bed type:............ocoovemnienns
WARD TRANSFERS
Date Time From To Signature of Nurse
M 120 pw iy 0y C‘R‘xmns‘
Cross Consultation Visit
Doctors Name Date Order No. Signature

1.

2,

3.

4.

5.

6.

T

8.

9.

10.




MEDICAL EQUIPMENT (WARD & ICU

Date

Name of
Equipment

Connecting
Time

Disconnecting
Time

Order No.

Signature
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INVESTIGATIONS

Investigations

Date Order No. Signature
g;\}o\b/ RGTASH JTy 12364 P
g TSR, NGBS | Y 6\ NS %s

e —

i e A T L M i g il

» e 1 M A £ =




PROCEEDURE

Date

Proceedure

Quantity Order No.

Signature

ANY OTHER INFORMATION

Date:

Time:

Prepared By:

Staff Nurse

Shift / Ward

Billing Assistant

Billing Supervisor




i e i

Ref. No.: F / NICU / IPMR / 03
U — -
Raldbow’ ® iHihe NEONATAL IN-PATIENT
i . irthRight
Gildren's | W swemwos  MEDICAL R ECORD
1t takes a lot to treat the little. Your Right to a Safe Delivery
ADMISSION INFORMATION -
Mother's Name : ..... jOJ'LI\Q\If ........................... Age &(DL, Father's NEME : .. sassns s esssssnes 7o R —
Date of Birth : ‘ Date of Admission : OQlIDE’[% P NOL 1eevevsissssensassssessiamssssnssssssisssansssansassess
NICU Consultant : DY"PW ...................... S TR o LT ) E————————EERE
Transferring Unit: 0 OT O Labour Room Oer O ward

- Ifyes: OLong (> 30 kms) [ Short (< 30 kms)
BIRTH INFORMATION

Transported ? [ Yes OO No

Mother's Blood Group : %+\be
: AL .. | Bitth Weight (gms)&f..].ﬂ.ﬂ.!?ﬁ. LONGN (GMS) & v
Date of Birth : ....&.!.l.@.@...ll&...Time B . Y o o T ——
Place of Birth © ...ccoceivinnee QCH ....................................................

Estimated GESth AQE © .....crmmmussersmmsssrsmsssmsssssssssstsssiosesa s sseemneess
Current Obstetric History : (Booked / Unbooked Case) QY \ o9 [15- ' ol l o7 }24
Maternal Age : ....coeevemieens (| CroN— WL s =1V | Married Life | .oocriecninnn EMP sssamions (10D S
CONCEPHON : SPOMANEOUS OF With RK. £ .o
Booked at What GA. & ...ewpirssesssprrsssssssssssssssssssmssans s ssssesess AN Steroids Drugs / DOSBS © ...
Last Scans Details C.Q,«D ucy%kaolph&MQ/"m:l“T%QMn,.

£rw:

TT Immunization and Iron / FOlC ACIH : e
MATERNAL RISK FACTORS

28329 2 DPop PLu

Age: O<18yrs 1> 35yrs H/o GDMW/ pre GDM/ on diet or insulin

Consanguinity : O Yes D[INo

If yes, degree of consanguinity : O+ O2 O3

Ho PIH (after 20 weeks) / PE

How many Drugs / Doses / SInce NOW 10ng & ccouuuuumuemmuussssssssissses

Hlo value of recent BP recording, proteinuria, edema,

Controlled or not, recent values, HbA1 VEILIBS & siuicansssssasisssssmsansarss
(oL Ll Seee———EEEEE
Scans : LGA, TIFFA, Fetal ECNO : oo

-

oliguria, any investigations (LFT, platelet count) : ....coovmereeuusssen: Any other Chronic Medical Proble: .u:ha detected
...................................... '-— drugs ? KC\‘DM&JW
IUGR - when detected : ............ B i ( Anemia, SLE, Jaundice, CHD, Heart Disease )
Doppler (Increased Resistance / ADEF / RDDF / Infection : H/O, Fever
Redistribution in MCA) / DUCIUS VENOSUS : ....o.cmmmmmuussmmmmmssssssneses (OMalaria CJUTI OTorcH OTB OHV OHBV)
AF] & oo eeee s s e se s UTH: WhEN & weoeeeereesereenssesseees ANY CURLIE & i
PPROM : Duration : ....coveeeeesnenns [Uterine Tenderness 1 Foul Smelling Liquor  CIHVS (if taken) - ReSUs :..oociiiiniinnnens
Medication dUrNg PIEONANCY © .oeeuecresimmmsmiusssssssssssssssssssmmmsassssssaassssss o000 DUFAHION § cuvererre cusesressesssesssnsesssmmssssisisssssemamasassasssassnsssasssses
CIN : U85110TG1998 PTC029914 www.rainbowhospitals.in
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PAST OBSTETRIC HISTORY ;
G L EARADAL Pl Ao,

S.No. | Age GAwks'| B.W | Gender Significant Details

PERINATAL HISTORY

Treating Obstetrician : @Y MQCIQ/[ MM

Duration of Labour

DRI SRS S 1 hborn Dutborn

CTG: O Normal O Suspicious [IPathological
First stage (> 18 hours sig) MSL :

Second stage ( > 2 hours after dilation) Resuscitation : 0 Yes [J No
LsCs o Elective O Emergency Indication : ..................... o B SR st SR

Specify the reason : Nwﬁﬂmt KQS)LLM* Placenta : (weight, surface, No. of cotyledons, calcifications,

Augmentation of Labour : O Induced [ Assisted Vaginal Malormations, ClOtS 1€ : .................coooreeereieemoeeoesesosoeoeooosooeoooo )
NEONATAL RESUSCITATION DETAILS
APGAR SCORE Gestational AGE : ......coooourereenrnnin, Weeks : ................
SIGN 0 1 2 1 Minute 5 Minutes 10 Minutes
COLOUR | Blue or Pale | Acrocyanotic Completely Pink

HEART RATE Absent <100/ Minute | > 100 / Minute
FEFLEX RRABLTY No Response | Grimace | gqoacine
MUSCLE TONE Limp Some Flexion Active'Motion

RESPIRATION|  Absent | ,heak S 1" Goog Crying ) 2

|
ow [ S[io | aho | o/h
Resuscitation Comments :

Minutes 1 5 0 .
Oxygen L 4
PPV / NCPAP

ETT

Chest

Epinephrine

POSTNATAL / HISTORY OF PRESENT ILLNESS

Chief Complaints ;




S

HOPI :

Ba)va (aied "mmcliagl-a(ﬂ apty btk
De\cujeol cord C\qmusilg dont

C/Umﬁc:ma cut
Tog Wik K I goveny

Investigation details in previous Hospital :

Feeding History :




Past History :

Family History :

Socio Economic History :

GENERAL EXAMINATION ON ADMISSION

General Description :

— »
VITALS : Temperature : ............... B & s BR  eeiienens NIBP 2 e CFT  siisssivniamersmsmeenser

L
Colour of the extremities : ................ a QOQL’I MY}S ........................................
< = ¥
DL OO -~ '+ & S Sp02 : q.@ /‘ ......................
Anthropometry : Birth Weight : ...... 7C?Q” ....... Length : .o g Lt Present Weight : ...........c.coeoouec..e..




P ——— T

_mlﬂMM_

HEAD : Fontanelles :
Sutures ¥\ ﬂ QPCD / ‘11:!'6.‘\*'
Shape / Moulding :
Edema / Bruising :
Size - (HC):
Facies :
(Any Facial
Dysmorphism)
NECK and Range of Motion :
CLAVICLES : Asymmetry :
Masses :
EYES: Symmetry : ;
ned Refiex—S e bE tha 4
Discharge :
EARS, NOSE Ear set/ Shape :
g::;::ﬂd Preauricular Pits / Tags :
: Nasal shape / Patency :
Palate : @
Gums :
Lips:
Tongue :
THORAX and Shape of Thorax : b@
BREASTS : Position of Nipples and Num
ABDOMEN and Shape :
UMBILICUS : Organomegaly :
Bowel Sounds :
Umbilical Stump : A -t \\¢ @
Discharge :
GENITILIA : Labia / Hymen : @
anus: ke nd
HERNIAL ORIFICES o~ _ 1 ¢
TRUNK and SPINE : @
SKIN LESIONS : Uil
EXTREMETIES : Fingers / Toes )
Arms / Legs : Q
Deformities : N
Mobility :
Hip Joint Examination :




SYSTEMIC EXAMINATION
Respiratory System :

Breathing Pattern :Q’H@lar OPeriodic [IShallow  [1Gasping

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

Scoring of respiratory distress if present (Silverman or Downe's) :

Mention if baby is on : 0 Hood box O CPAP [ Ventilator

Spo2 C:tg[‘ Auscultation : ...............c..c........... Breath Sounds ! prrssinnssssssssnssessnennnn: Added Sounds :

Cardiovascular System :

wr: 16O VLAY s PrCONGA] Activity @ .........................

Femoral Pulses- : é‘) ................................................................. Murmurs : ............... e S
Other Periphe;al PRIBEB  cioccicuicsiiiinnemmmmresssmassemmammsssesssssiommaisissisin Signs of Cardiac Failure : .. ...
Abdomen : Hernial ofifice : .................coooommvom FRUR——————
S Anal Patency : ’/ ............................................................................
UC T p—" N 1 S UNTDMORN COMD .. ovessiisssibisississinismsessmimeemtesmstmsbisnnsensio
Palpable LR — First UriN PaSSed : ..... ......cccvmvmrvserossnsesessesesss oo
Abdominal gir(h TSl —— S ———————— Meconium passed : r-_ ......................................................................
Nervous System : Higher intellectual UNGHONS (SSMBOHUM) : st e
State of wakefulness : @ .......
TTOONE 008 £ st st il V
Cranial Nerves :

@ .............................................................................................................................................................................
Motor System : '
Passive Tone : @
Active Tone :
OB RSENES s
Grasp: O Palmar O Plantar [ Sucking O1 Rooting 1 Cro5Sed 800UCHOT ... oo
MOTO'S oot sssssss s s seesses e L S
ATNB £ st s ssmsmsssssrses s s Skull and Spine : ............... ........................................................................

6



FOOT PRINTS '

Left Side : Right Side :
)
k,‘.
™ |
Resident Doctor :
STV 1T T ; Signature .........................................
Name: Ct'pf"'j .................... Name ....... %) ......................................
Date & Time : ........ ';“]06 2h i Date &Time : ...... 'L\\fa‘u ....................................
PL_ﬁASE FILL UP THE FOLLOWING DETAILS
1. NGME OF the FEIEITHING DOCIOT © .......cecuisrressssessssssssssss s ssssa s LSS
R T R R L La e L EO———————— RN
F N S R———EEEEUR RS R
[0y e LT E————— R
3. Contact Details Of the referming DOCION & .........cuwueieussussinsiares s s
MODIE NO.  ovoeeeceeesseserrsssiaessenasessssnssssnsssssssssssssanssssssassassnsnsnsansssssse E-MEH D : ooreeeerrrerenssesessessssssnerssssssesenssanssssssssnansas
4. Name of the DOCIOT in RAINDOW TBAIM © ........cuuerumsssessssssssrusmrssens st s S

................................................................................................................ on whose name the patients is being referred.




———— —— T

|

AT THE TIME OF TRANSFER TO THE WARD |

LD O S S ;
................................................................................................................................................................................................... :
\ |

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

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

Vital :OHR:................... ORR: ..o, OBP: .. O SPO2: o, Weight : .......ccocvvvrnenne
ANy OXYQEN FEQUITEMENT : .........vveeecreeeecaesiseeeeeseeeseesees e s s eeseeseese e WUENFNESUSPNRIEL RS (S L .-

DYBUEITHRES 11 scusgos s soctss55455555 5880344434455 55450555y bl e € S o eSS

e O PO A S

CIN : U85110TG1998 PTC029914 8 www.rainbowhospitals.in
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23339
HCV-00040054 1p22-000 -

Baby BIO JAHNAVI L E ;

21.06-2026 OYOMODOH (F) Ral_nbow . " . "

Dr. TIRUMALASETTY PARAMESH Children’s BII’tthght

T Hospital _ | () umeonermes
NURSING DEPARTMENT

NEWBORN - NURSING ASSESSMENT FORM

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

Baby's Name;BLQ..‘.ﬂ—.C_.k".\.m ................................ Mother's Name: nl&%‘a_ Y R

Date of Birth: 2{,[@\[%1 Time of Birth: .. S, s30T ... Gender: ! Male L=7Female

Birth Weight: @‘%Qqu Kgs BB .t scasesenerssssassasasmaneomanomessenssssis cm LENGNE: ovvercveneereessranens cm

Meconium in Liquor: [Yes O Cried atBirth: C1¥es  CINo

Term / Pre-term / POSt-18rm: ...oovvnrecciianns 1

Resuscitated: [JYes _[2Hdo Blood Group: Mother: lgf“'Q BaDY: ...eeooverrrenrsnensseerren "

Feeding: [Breast Feeding C] Formula [ Both First Feed Tirn: Q..o
i,

Mode of Delivery: [ Normal ,ZlfS_CS - Emergency/ Elective [ Instrumenta /’ ””m”’ll” /I /I

Indication: MW:

Physical Assessment of New Born:

Temp: ... 26.5.C  HR: Iso.bmin mr.Y Sobmin B Spo;: Gl?‘/ .......
Pain SCOrE: ........ceonerenn. ( FOllOW N Pass)
Fall Risk Assessment: @'ﬁs [JNo Score: [0 ................... (Fill the Humpty Dumpty Sheet)

Risk in Pressure Sore: (1 Yes N0  (Braden Q Score)  (Fill the Braden Q Sheet)
Behaviour Status on admission: [ Sleeping ~TJCrying I Caim ) Drowsy

Findings:
General Appearance: Posture : 6 Well-Flexed [ Asymmetry
Skin: ClPink C] Meconium Stain [ Others, SPECITY: ....cwriemseiisrummessessisemsmsmssnsmmssssess s s ssnssnssssssssees

Nursing Managemenf: ( Please strike through If not applicable e.g. Yes /Ne- )
Vitamin K 1 mg .M Administered: Yf/ No

Routine Care Provided: Yes7 No

Capillary Blood Glucose Monitoring Done: Yes / N§~

Neonatal Screening Done: Yes / No=—

1. Nutritional Screening: Feeding Problem Yes / No—

2. Functional Screening: Musculoskeletal Congenital Abnormality Yes / NO
3. Socio History:  Siblings  Yes / 4(0

All information obtained from =rMother &~ Father [ Other Family Member

Newborn Screening Discussed:  Yes //No

Nurse Name: pmue«.ﬁ Signature: ......... @- .................. Date &Tlmez)[G(%@L?;\ii\f

Docu. No. : RCH /FRM / CLINICAL / 144
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Rainbow”® &

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Children’s .BirthRight

It takes a lot to treat the

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

HCV-00040054 1P22-00023339
Baby BIO JAHNAVI e

| PROGRESS NOTES & fetmasserrysumaesn ' w1 O

(USE BALL POINT PEN ONLY) Ml

N

DATE - TIME (SIGN ALL ENTRIES, DATE & TIME OF EACH ENTRY IS COMPULSORY)
-y Asle  or. _ucwaull 0. Palsy
;&/\ // .
0
o} Lk memqﬂJMAl Pes| wetd bela,

C AWwy ¢ ngﬂ)

CWII[‘FDWJ AW?W, “"Jﬁi

wwhwe

Cloof (1 parted -

/
—F&w\iv\% — DG&F

Adwd !

=
- A U‘@%uﬂ)ﬂ
¢ feHD LC"'&W’CU—’[

@ 2w o) W

e | gl @ |

s | e fem

A} LAY |

. O

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

Hc";':?;“" 1P22-00023339
" o za:-:l-zozaMHNA:voMon.“
Rai_nb:éw,' ® . PROGRESS NOTES Age Or. TIRUMALASETTY PARAMESH
Gilarer's | (g BITEORION | (USE BALLPONTPENONLY) | o U0 AR
DATE | TIME (SIGN ALL ENTRIES, DATE & TIME OF EACH ENTRY IS COMPULSORY)
M BlLE S, On vin ) Do i
c__._-—--"‘// L — = S
SO Tenen (53420 ] AnA [ AN RS % Bah 2
—_— ! I
)TN —qoed
i (:’ Q 1,4:’/\1:\/) b o
VA M \QG’V\AA}‘”
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3 — Tsote Yy
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N0V
NOTE : DO NOT WRITE OUTSIDE THE MARGINS W 0\‘*‘”\@ ?w«

CIN : U5110 TG1998 PTC020914

www.rainbowhospitals.in
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HCV-00040054 lpzzmé-isio-n "INPR /17
Baby B/O JAHNAWI

Patient N; 21-08-2026 OYOMODOH (F)  wovevenenseess

i | & orongr| RESULT SHEET | s ] i

““““““““““ gL s A ——

Date ' a0\ Q,\"))o
Time Qg ™0

=

N/L
Platelets
CRP

ESR

PCT
RBS
Na

K

Cl

Ca/Mg
Phosphate
Urea
Creatinine

ALP
SGPT
SGOT

T.Bill/Conj \\+D L[f:;.q
v =

-

T.Protein
S.Albumin
S.Globulin

A/G Ratio

Uric Acid
S.Amylase
Sr.Lipase

Blood Lactate
S.Cholesterol
PT/INR

APTT

CSF Protein/Sugar
Cells

N/L

Doctor's Signature

CIN : U85110 TG1998 PTC029914 www.rainbowhospitals.in




Time

CUE - Alb

CUE - Sugar
CUE - Ketones
CUE - PUS Cells
CUE - RBC Cells
CUE

a! | Date 211k ! af,

Stool Pus Cell
OVA / Cyst
Occult Blood

BGiT 0’ poshue
18H G064
14 QL.

Doctor's Signature

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

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

Radiology : e e e A LT BRI T Ll

MH' ................................................................................................................................................

CIN : U85110 AP1998 PTC029914 www.rainbowhospitals.in
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