Rainbow Children's Hospitals - Visakhapatnam

Ve 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 .?‘r.t.',lll,,l' TEL NO :891-3501601

WEB : https://rainbowhospitals.in

ADMISSION SHEET

; . URNOR L CRECE T CORLER LU LT
Registration Details :

Admission No : IP22-00023394 Admit Date : z6-Jun-2026 Aamit Time :10:32 AM UHID : HCV-00024720

Patient Details :

Patient Name : Master S PUNEET Age :9Y8M25D
Guardian : Mr DHARMA RAO DoB : 01-10-2016
Gender : Male Religion
Occupation : 'Martial Status
Address (H) - D.NO: 57-28-1/8 Industrial Estate Phene No : 9491817035
\sfissohoaok;apatnam Andhra Pradesh INDIA E-mail . NO@GMAIL.COM
0 EE——
Adrinission Details :
Bed Type : DAY CARE Bed No :DC 212 Ward Name : 2F-SECOND FLOOR
Room No : DC 212 Admission Type : First Visit

Contact Details :

Nams : Mr DHARMA RAO Reiationship : S/O
Contact Address : D.NO: 57-28-1/8 Industrial Estate Phone No
Vishakhapatnam Andhra Pradesh INDIA 530007
Signature |

Doctor Details :

Doctor Name . Dr. RAVI HIMAJA Specialisation : PEDIATRIC SURGERY

Reterral Doctor : Self Phone No

Co-Consultant

Payment Details : Deposit Amount  : 0.00

Payment Mode : Cash Payor Name : EASTERN NAVAL COMMAND

Printed Date / Time : 26/06/2026 10:34 Pririted By : 018561 Page 1 of 2




ACTIVITY RECORD FOR BILLING
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UHID NO @i
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Rainbow" . .
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Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the litte. Your Right to a Safe Delivery

HCV-00024720 IP22-00023304
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MEDICAL EQUIPMENT (WARD & ICU

Name of

Connecting
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INVESTIGATIONS

Date Investigations Order No. Signature
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PROCEDURE
Date Procedure Quantity Order No. Signature
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Time:

Prepared By:

(Uhe

Staff

Nurse

| e

Shift / Ward

M (W

Billing Assistant

Billing Supervisor
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It takes a lot to treat the little.

[ PEDIATRIC IN-PATIENT
MEDICAL RECORD

Patient Name

20 2-00022394
UHID ID L o syandi i
Dr. RAVI HIMAJA
Department 0NN
Consultant

|\ RCHHCV/FRM/GENERAL/0S




HCV-00024720
Master 8 PUNEET
01-10-2018 fYamasp (M)

i

Padiatric Multiorgan History & Physical Examination

Name : S 0, asnh Age/Sex

Information given by: Reliability

1P22-0002130.4

Chief Presenting Complaints & Duration ( Chronologically):
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History of present illness:
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HCV-00024720 paz:0008

04-10-2016

IR T

eY8M2sD (M)

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

Birth & Neonatal History:

Birth & Socio Economic History:
About Father:

Family Chart

O+—1
47

N

About Mother:;

Any additional Information:

Developmental History:
N LN e /~\J\

0 O &l o \JZ ()

Anthropometry:

Head Circum (cms) (Centile ) Height (cms)
Weight (kgs)) & l&a (Centile )

On Examination:

o BHOM
Temperature: ( Nj Pulse Rate : B.P.
pa—

(Centile)

spo2 (3 /- LA

Resp. rate and type of breathing :

Q\O"# rlj o I{\-\A""‘

Rash

Lymphadenopathy

Oedema:

Allergies (if any):




HCV-00024720 1P22-00023304
Master 8 PUNEET
04-10-2018 9Y8SM25D (M)

"™,

Respiratory System:

Inspection (any s/o distress):

Air entry & breath sound :_(2_; ¢ on

Any Addes sounds :

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

Cardiovascular System:

Inspection of procordium :

Heart Sounds : S92+ )

—_—

Any murmur:

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

Per Abdomen:

Inspection :

Palpation : Ceon A

A
Ausculation :

Spine : External Genitelia :

M~ L Teatis

N o O o L {"-M\,A\

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

In Sonotum

Central Nervous System:

rd
Level of Consciousness : AVPU / GCS Score: e} S

Cranial Nerves :

Motor System:

Nutrition :

Tone: Power

Co-ordinator :

Posture:

Involuntary Movements :




HCV-00024720 IP22-00023304

Master 8 PUNEET
01-10-2018 PY8M28D (™)

T T

Reflexes:
DTR
Plantars

Superficials:

Bladder / Bowel:

Clinical Summary & Diagnostic:
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Pediatric Multiorgan History & Physical Examination Pory o - Serqicnd fidigs

Preventive aspects of the treatment:

TV by

Desired goals of the of the treatment:

Planned Labs:

Signature of the Doctor : 2 _

Name of the Doctor : qx1 AA (N

Date & Time : 201 jhe

Planned Management:
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Signature of the Consultant:

Name of the Consultant :

Date & Time :

5




Hey. “0002472¢

——— Masterg PUNa!r 1P22-00021394
01+ =10-2p1¢
Dr. RAVI Hipa Yemasp

E il m”m””” L] m” DISCHARGE PLAINING FORM

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

1 Anticipated Date of Discharge :

2. Destnation Post Discharge : [ Home
Family Members Notified (Person Contacted_
[ Transfer
Hospital Facility Notified (Person Contacted)

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

[] Ditary Instruction Discussed with the:

[ Patient [ Family Member I oS
5. Discharge Planning Discussed with the:

CJPatient [CJFamily Member EIOMOH onssiassmssmmmmsmsiiimis
6. Patient / Family Education Plan:

I EQUCALION TOPIC /8 :.vvcveeueereriseisessisarsisaesiesessanssssssssessasssssessssasssassssasssssssssessesssssssessassmsesasss

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

O Patient [0 Family Member EIOME. s iages

Doctor Signature:

Name of the Doctor :

Date & Time :

] Needs Assistance In: Remarks
] Medication [ Yes [0 No
[ Bathing [ Yes [] No
[ Eating [ Yes [ONo
[0 walking O Yes COINo
[] Dressing I - 1
[ Toileting ] Yes [J] No
4, Nutritional Plan:




l\\i%

Rainbow®
Children’s
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.
. BY RAINBOW HOSPITALS
Your Right to a Sate Delivery

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

) PROG RESS NOTES Patient Nz :1.:53;:.1E::ti?onmsn ™)

P 11111 T

(USE BALL POINT PEN ONLY)

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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Hospital BY RAINBOW HOSPITALS

RESULT SHEET

ﬁm’\*.'gl 8 L; L\"Ik

Ref Nn *F/HW /DC /1MDD /47
HCV-00024T720 1P22-00023304

8 PUNEET
Patient Name : u-::;m sYsMasD M

o

-----

Date

Time

Hb

PCV

RBC

WBC

N/L

Platelets

CRP

ESR

PCT

RBS

Na

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

ALP

SGPT

SGOT

T.Bill/Conj

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




bl

0\,&&\'\“&_ o f

Date 91, b\b

Time

CUE - Sugar Akl

CUE - Ketones NI

CUE - PUS Cells 11—

CUE - RBC Cells il

CUE

Stool Pus Cell

OVA / Cyst

Occult Blood

Doctor's Signature

Culture and Sensitivities : ....cocvrevvererrens

Radiology : USG :

.
g
X-RAY © ooeeeeerierienienicanianns

CT:

MRI

Others (ECG, Contrast StUAIes B1C.,)  .....coeeurerereirisicemeirsses st ss s ees

CIN : UB5110 AP1998 PTC029914

www.rainbowhospitals.in




-

-

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

™

Rainbow” &

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Children’s .BirthRight"

Hospital

Tt takes a lot to treat the liite.

SN IL 1L 1] ———

Gender O M O F - Hospital No. : .
Consultant @ .....cccceevervrernresrerseenernnens

Date of AmMIsSSion & .....ccooevevvveeiveenns

DRUG ALLERGIES :

et KO

....................................... Age .o
HCV-00024720 1P22-00023304

Master 8 PUNEET

01-10-2018 eY8SM2sD M)

Dr. RAVI HIMAJA

1

WA

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 supplement can be kept within this drug

sheet folder.
NURSES -
1) Right Patient

2) Right Drug

3) Right Dosage

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

Datel

Time

Dose Route  Frequency| Start Dt

Doctor's Signature |Valid Period| Pharm.

Additional Instructions

v

DRUG :

Time

Dose Route | Frequency| Start Dt

Doctor's Signature |Valid Period| Pharm.

Additional Instructions

v

DRUG :

Time

Dose Route |Frequency| Start Dt.

Doctor's Signature |Valid Peried| Pharm.

Additional Instructions




HCV-00024720 1P22-00023394
Master 3 PUNEET
01-10-2018 eYamaso (™)

[ Dr. RAVI HIMAJA

0RO

|.P. No.

Sheet No.

Wards

Weight (kg)
P

v REGULAR PRESCRIPTIONS

DRUG : To.1 (€ AT NT Axu Nt

Time

Date \u

Dose Route | Frequency | Start Dt.

we r\)-(_,' 3 A
s | IV f’\ut.iML L6 [

a
v
L <]

LA

L~

Nams & Signature of the Doctor
starting the Drugs:

&

Additional Instructions: ,
OilAL '~ Lo A NS

O N A | 1'/*-4\_ TN

Daily Doctor's Endorsement by a Sign.

st
Date.
DRUG : =
Dose Route | Frequency | Start Dt
Name & Signature of the Doctor
starting the Drugs:
Additional Instructions:
Daily Doctor's Endorsement by a Sign.
v
Date
DRUG : oo
Dose Route | Frequency| Start Dt.
Name & Signature of the Doctor
starting the Drugs:
Additional Instructions:
Daily Doctor's Endorsement by a Sign.
v
Date®
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 L
VARIABLE DOSE Time | | Nurse Sig. | Nurse Sig. | Nurse Sig. | Nurse Sig.
v v v v v
Dose Dose Dose Dose
DRUG : Br Sign. Dr Sign. Dr Sign. Dr Sign
Route Start Date o e - pone
Dr Sign. Dr Sign. Dr Sign Drﬁnn
Name & Signature of the Doctor . S Do [Bose
Dr Sign. Dr Sign. Dr Sign Dr Sign.
£
Additional Instructions Boss Do Dose Doss
Dr Sign. Or Sign., Dr Sign Dr Sign
Date D
VARIABLE DOSE Time | | Nurse Sig. | Nurse Sig. | Nurse Sig. | Nurse Sig.
v v v v
Dose Dose Dose Dose
DRUG : Or Sian. Or Sign. Or Sign. Dr Sign.
e
Route Start Date Ve S s o
Dr Sign. Dr Sign. Dr Sign. Dr Sign,
Name & Signature of the Doctor Dwse Dose base Dose
Dr Sign. Dr Sign. Dr Sign. Or Sign,
Additional Instructions Hoee Row oo [Pose
Dr Sign. Dr Sign. [I-)r Sign. Dr Sign.
STAT / ONCE ONLY DRUGS
DATE TIME MEDICATION DOSAGE & OTHER ROUTE | SIGNATURE | NURSES

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

Patient N PP I
- CONSENT FOR atient ameEr Magkon. S, Punz;g
Ealitli(!l::%v:’s . @ BirthRight' SPECIAL PROCEDURES Gender : M FOJ IPNo.:0.Q02331Y
‘OSF{!E&!W .% AND SEDATION Age %Y'f Department : B >~
Date v, ....... SR BB LI s s

hereby CONSENt fOr the PIOCEAUIE Of.........errerersesmrerraenersecssmimssssssssss s s
For my patient/ MySelf NAMEM........ccwuwrrssmrrsssissssmess s UHIDNO...... 3022239 e
The doctos have clearly explained to me in language known to me about the following possible complications of the
DTOCEUUIE © ovvvvvvveveeeessessesessassoseee4888 RS 4RR 4L
The doctor have explained to me about the alternative to the proceduresas : . -" g 28V

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

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

| have been explained about possible complication of sedation suchas : fallin blood pressure

Fallinheart rate : suppreésion of spontaneous breathing COENEIS .ot cresererenesseresseeressrsnssaens s sasass e
| have been explained about the alternative to the SEAALIVES 8S & .....vuvuuummmmumsssssssisssmssismmmanissss e
| have understood the matter mentioned above and give consent for the procedures as well as sedation.

@

Name of the Dactor performing the procedure : bf”‘“”‘:\] . -

Name of the Doctor administering the sedation : ‘D(ﬂ’

Patient Attendant : B Witness :
Signature : W‘\' SIGNALULE : ..vvoivsensseessiennssasnsssssssss s i
Name o0 S..DM .............................. Name .

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

Relationship with Patient : FJPM .............. Dot B TR oo N
Date & Time : %\Llf)_&aﬂ:“‘quM

Doctor (who is talging the consent) :
Signature : ..o fermmenniininii e
Name : D“@W ......................................

Date & Time : .26. IGI% ......... \[-Yobtm. ..
CIN : U85110 TG1998 PTC029914 www.rainbowhospitals.in
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Rainbow® ‘BirthRight"

Children’s
Hospital e e,  CLEARANCE FOR SURGERIES / PROCEDURE

1t takes 2 ot to treat the Bte.

& ae
DATE: [ &b( o [26 J DEPARTMENT (P@ Lolcc 59 J

NAME:[M% ) Puau} - ] UHID/1PNO.: (1 cv - 000 24T 20- )

WARD / BED No.:( ({ f’, J EMERGENCY / NON EMERGENCY

~
TYPE OF SURGERY / PROCEDURE: (‘D

NIAN)

3
ESTIMATION OF THE COST OF THE SURGERY [ J
ADVANCE AMOUNT PAID: ( J DATE; [ J
RECEIPT NO: [ ]

CLEARANCE GIVEN BY:

% -

CIN : U85100 TG1998 PTC028914 www.rainbolwhospitals.in




