! Rainbow Children's Hospitals - Visakhapatnam

i % Plot No.15, Health City layout,Sy. No. 21 & 27 Part of Chinagadili, GVMC Limits. Govt General Hospital Kdz
Rainbow, Vishakhapatnam ,Andhra Pradesh, INDIA ,530040.

[

oW
Children’s .Bir,h- ight

{ospital

TEL NO :891-3501601
WERB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details :

RO ORET AL LR LARRT LR I

Admission No : IP22-00023336 Admit Date : 21-Jun-2026 Admit Time :03:25 AM UHID : HCV-00040853
Fatient Details :

| Patient Name : Baby P.NUVAN Age :0Y7M28D
Gu.” tian : Mr P.GOPALA KRISHNA DOB : 24-10-2025 01:00 AM
Gender . Male Religion i
Occupation Martial Status
Address (H) . 58-15-9, s-4, sri sai soudh appt, shanthi Phone No 1 9377031234

nagar, nad kotharoad Depot Vishakhapatnam E-mail . no@gmail.co
*'__ N Andhra Pradesh INDIA 530009 = % S e

Admission Details :

Bec Type : GENERAL WARD Bed No : GW 336 Ward Name : 3F-THIRD FLOOR !
RoumNo : GW 336 Admission Type : First Visit |
Contact Details :
Namie : Mr P.GOPALA KRISHNA Relationship : Father
Contact Address - 58-15-9, s-4, sri sai soudh appt, shanthi nagar, Phone No
nad kotharoad Depot Vishakhapatnam Andhra !
Pradesh INDIA 530009 5
i
YO
Y EX
Si §
,..\ gnature |
| f
i Doctor Details : |
i
; : . I
Du-tor Name : Dr. Kandula RadhaKrishna / Dr. Raju Specialisation  : GENERAL PEDIATRICS :
Kakarlapudi !
Reverral Doctor : SELF Phone No :
Co-Consultant |
E
Payment Details : Deposit Amount  : 0.00 {
Payment Mode : Cash Payor Name : SELFPAY E
i
I H
l |
rinted Date / Time - 21/06/2026 03:25 Printed By : 018613 Page 1 0i 2
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Rainbow® . .
Children’s @ BirthRight
Hospital .BYRAINBOWHOSPITALS
ACTIVITY RECORD FOR BILLING nm.ugu!:uau;m Your Right to a Safe Delivery
Name:
UHID No :.......... ::;:;n:m::s“ o ..Consultant Dept
24-10-2028 OY7TM28D (M)

Date of Admissic ©Or. Kandula Radhakrisnna /0n. v Date of Discharge:.............ococo.. TIMELuuvniiece.

Ll

fIATHI

Room / Bed No : ll“

.......Suggested Billable bed type:..........ccccoeiiiiiinnne

WARD TRANSFERS
. Date Time From To Sigr}?ture of Nurse
21 \IL\QR:: U:| A K W e | Aowas

Cross Consultation Visit

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

Name of

Connecting

Y
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INVESTIGATIONS

Date Investigations Order No. Signature
N, C&'pf C/QF{ 5'/(01&[\10%‘/{“ '8 L,. "
A% e U T | [ fa,
RA5 — 10 (wsld] J D>y |J !
ANl C \xfi- 122 33?, Cond L
S 1k [ Stool LN Sdle 23340 | soudyc
: ™™ /9“'!‘
/ /MO_/M/\
/ 04 C/&Jiyj

/

&L

[/

ad

e




PROCEDURE

Date Procedure Quantity Order No. Signature
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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-00040083 1P22-00023336
Baby P.NUVAN
4-10-2028 0YTM28D ™
UHID ID ¢ nri xlanaumlnamxmnnu Or. Raju }
Department :
Consultant

RCHHCV/FRM/GENERAL/065

o




[P22-00023338

T HCV-00040053

Baby P.NUVAN
::-?&znzl o Y ? M n n uun

L i

Padiatric Multiorgan History & Physical Examination

Name : Age/Sex

Information given by: Reliability

Chief Presenting Complaints & Duration ( Chronologically):

Clo  loese -Q'FDOL& X 1511 &DlROdJLJ day ?JX.D

\Porwhn% X R%-4 emmdsv\ lalnju, 5"1@“-
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History of present iliness:

torse  Stnolh— uoo)(esm in  tonmislen ty

Pt tiplo Vep ieads lo]aq

J

D@Uﬂl"\ol mm K &

Vomifipad = Non nlioos .
I _afte doed ntalo .

gz'tmwujn{)w decstased -




HCV-00040953 1P22-00023336
Baby P.NUVAN
24-10-2028 oYrmae0  (m

W T

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

Birth & Neonatal Histo Family Chart

U—0

rﬁ _
h

l utﬁ) No NLCO ttay

Birth & Socio Economic History:
About Father:
About Mother:

Any additional Information:

Developmental History:

¢S] {O&L cm{;a

Immunization History:
Q. pel AULP
Anthropometry:
Head Circum (cms) (Centile ) Height (cms) (Centile) )

Weight(kgs)g[ ~__(Centile )

= 92 .
nyw\ar\ B.P. ‘ r SPO2 18{“

On Examination:

Temperature: @ Pulse Rate :
L
Resp. rate and type of breathing :
Rash Jogwn 8] cLo,ﬁﬁolmf\on@
Lymphadenopathy____— \]
Oedema:

Allergies (if any):




HCV-00040053 1P22-00023336
Baby P.NUVAN
24-10-2028 0Y7TM28 D (M)

Dr. Kandula RadhaKrishna / Or. Raj
T

Respiratory System:

Inspection (any s/o distress): m\

p—
Air entry & breath sound : %l C @)

Any Addes sounds :

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

Cardiovascular System:

Inspection of procordlum ;\
Heart Sounds : (S e O
Any murmur:

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

Per Abdomen: @
Inspection :

Palpation : L{-}H”
Ausculation :
Spine : External Genitelia :

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

Central Nervous System: Clb.u—
Level of Consciousness : AVPU / GCS Score:

Cranial Nerves :

Motor System:

Nutrition :

Tone: . Power

Co-ordinator :

Posture:

Involuntary Movements :




HEV-00040083

Baby P.NUVAN

24-10-2028 OY'}M’.D
[ Dr. Kandula RadhaKr)

I i i

IP22-0002233¢

(™)

Refiexes:
DTR Superficials:
Plantars

Bladder / Bowel:

Clinical Summary & Diagnostic:

AGE T Lo dwﬁcimjiw\

Pediatric Multiorgan History & Physical Examination
Preventive aspects of the treatment:

Desired goals of the of the treatment:

Planned Labs: Planned Management:
CR ¢
CRP ONS @ 90 mut
CO— ue
¢ € lecholyly :
$ ool Raahtwe 4 tox v
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B Z & D dyopt
uUlbhb '
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Stoo) ey oty vieua

Slgnature of the Doctor dM/ Signature of the Consultant:
Name of the Doctor : CJ ‘AW QML Name of the Consultant :
Date & Time : Date & Time :

5




'= 1CV-00040053 IP22-00023336

— laby P.NUVAN
'410-2028 0Y7TmM28 D
Ir. Kandula RadhaKrishna / Dr.

IR T lllll!llll 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 [J Family Home Care [J Horre Professional Assistance
[INeeds Assistance In: Remarks
[ Medication O Yes OO No
[ Bathing [ Yes [] No
[ Eating [ Yes [JNo
[ walking O Yes CINo
[ Dressing [ Yes [ No
[ Toileting O Yes [] No
4 Nutritional Plan:

[ Ditary Instruction Discussed with the:

[ Patient [J Family Member L OUSES v nosramsessapivorne

5. Discharge Planning Discussed with the:

O Patient CIFamily Member DTHOMIOLS. . cormmserssncnssssmnaseensppaemmmssasssiiiiiosiisaenigss
6. Patient / Family Education Plan: |

[ ECRIBTIION. TIORNE P8 o vusiios ssinssivsssons v ois uaiiss s oesvo iion saussnidsin s aiuiduomions invos sbmiomasdbaiis

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

O Patient [ Family Member CJOther:.....ccecececeereecinnes

Doctor Signature:

Name of the Doctor :

Date & Time :




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

HCV-00040083 IP22-00021323¢

A Patient gapy p.NuUVAN
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Ref. No. : F/HW /PGN / INPR /15

{CV-00040953 IP22-00023336
a laby P.NUVAN
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CIN : U85110 TG1998 PTC029914 www.rainbowhospitals.in







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

Patient Name | .ovvveoeieeeereemeeereeeeeneees
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Ref. No.: F/HW /DC/INPR /05

"z
Rainbow®
Children’s
Hospital

It takes a lot to treat the lite.

Patient Name : ........... HCV-00040083 1P22-00023336 — Age LA RRU R
Baby P.NUVAN

Gender OM O F-F 24-10-2028 0Y7M280 (M)
Dr. Kandula RadhaKrishna / Dr. Raj

‘BirthRight‘ Conasltan: ... IIII II||I||II||||| |||l||||\|

8Y RAINBOW HOSPITALS
Your Right to a Safe Delivery Date of Admission :

DRUG ALLERGIES :

FOR THE SAFETY OF THE PATIENT

GENERAL -

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 I1hruugh 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 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

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)

DRUG: (v P- (guye\& 3:;1 \\(.4

Dose Route  Frequency| StartDt. _

Ym) Plo so¢ | n]4 o]

Doctor's Signature |Valid Period| Pharm.

Py e~
Additional Instructions ({L
\¥J
Date}p
DRUG : Time

Dose Route |Frequency| StartDt. | ~

Doctor's Signature | Valid Period| Pharm.

Additional Instructions

DRUG :

Datelp
Time

Dose Route |Frequency| StartDt. |

Doctor's Signature |Valid Period| Pharm.

Additional Instructions




1CV-000400853
laby P.NUVAN
14-10-2028 oY7Ma80n (™)

1P22-00023336

)t. Kandula RadhaKrishna / Dr. Ra| I.P. No. Sheet No. Wards eight (kg)
T i LIS
y REGULAR PRESCRIPTIONS 0
Date \ 3
e, 2 1 DO TEbiak
Dose Route | Frequen Y Start Dt. 6 59',4 w
il | Plo [2u zﬂoc A =
Name & Signature of the Doctor =
starting the Drugs:
,Qr N RIRNA
Additional Instructions:
Daily Doctor's Endorsement by a Sign. GL (l
h 4 L A -
DRUGSILY 4O § PRAOLS FENBiRl |
Dose Route |Frequency| StastDt. [A U 'HJE;-@ I P
Qo \\ [y |2y TDC o > 1T
Name & Signature of the Doctor | - ‘i"q
starting the Drugs: I (L
A ADH A — WW-#
Additional Instructions: 4 Y ] 1
] ~1
: ] A % Yok i
Daily Doctor's Endorsement by a Sign. m 'Q}, et
DRUG: Ty ORNIDANCSIRON 2
Dose Route | Frequency| Start Dt. ; s
n P ]
V2 W jewlyjolio (bl TT ARST
Name & Signature of the Doctor ~ 4 s ™ .
starting the Drugs: o A
%, Dugana B E’\\‘“,
Additional Instructions: A ¥
A D a\'—"’
MY 3 |
Daily Doctor's Endorsement by a Sign. bv @;«
v .
o ¢ eut, o oSV
Dose Route | Frequency | Start Dt. u' \ / "
S prep|  plo | @l A\ |biaw E
Name & Signature of the Doctor
starting the Drugs:
@r i\ ‘
Additional Instructions: 3
palay
Daily Doctor's Endorsement by a Sign. @L
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2
Eﬁiﬁﬁﬁ; R, \ Ref.No.: F /HW/DC//RP /INPR/ 05.2
I _ 1P22-000
fospital, | FAE o e .
Patient Name : ,””” '””'Im”"””"m m 1.P. No. Sheet No. Wards | Weight (ko)
AR PRESCRIPTIONS
Date

CRuG: RepoTiC daclaly |

4

Dose Route | Frequency| StartDt.

Time
v

N

'f» addpo | BlaK 3,{%

N\ | &’ v

Name & Signature of the Doctor

A" o

£

=)
-

yal = 1
starting the Drugs . (r e LV (A
S o)
Dl - HH‘ . pr il' - k \
Additional Instructions : \\ \ \ Ji
P

Daily Doctor's Endorsement by a Sign.

Date ¥
DRUG : Time
Dose Route | Frequency| StartDt. |
Name & Signature of the Doctor
starting the Drugs
Additional Instructions :
Daily Doctor's Endorsement by a Sign.
D 4
DRUG : ==
ime
Dose Aoute | Frequency| StartDt. |
Name & Signature of the Doctor
starting the Drugs !
Additional Instructions :
Daily Doctor’s Endorsement by a Sign,
DRUG : ]
ime
Dose Route | Frequency| StartDt. |

Name & Signature of the Doctor
starting the Drugs :

Additional Instructions :

Daily Doctor’s Endorsement by a Sign.

CIN : U85110 TG1998 PTC023914

www.rainbowhospitals.in




Date B¢
VARIABLE DOSE Time | | Nurse Sig. | Nurse Sig. | Nurse Sig. | Nurse Sig.
Dose Dose Dose Dose
DRUG : Dr Sign. Dr Sign. Dr Sign Dr ﬁ_qn.
Route Start Date = - i oo
Or Sign Or Sign. Dr Sign. Dr Sign.
H
Name & Signature of the Doctor — oo Dose F’"“
Dr Sign Dr Sign. Dr Sign. $r Sign.
Lo
Additional Instructions Dose Gose [Pose Dose
Dr Sign Dr Sign. Dr Sign. Dr Sign.
Date ﬂ'—
VARIABLE DOSE Time | | Nug.:_Sig. [ Nurse Sig. | Nurse Sig. | Nurse Sig.
Dose Dose Dose Dose
DRUG : Dr Sign Dr Sign. Or Sign. Dr Sign.
F
Route Start Date iad i o= F"“"
Or Sign Or Sign, Dr Sign. tr Sign.
Name & Signature of the Doctor Desz [Bose [Bose Dose
Dr Sign Dr Sign. Dr Sign. Or Sign.
Additional Instructions [Pes* 0. [Pose [pose
Dr Sign. Or Sign. Dr Sign. Dr Sign.
STAT / ONCE ONLY DRUGS
DOSAGE & OTHER
DATE TIME MEDICATION INSTRUCTIONS ROUTE SIGNATURE | NURSES
EFTRIHAO 0 {-
)/Hd?Z[)I\OPWV)jE,\] ( HRONE UO lw_j (Y _
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HCV-00040083

— BabyPuvan I.P. No. Sheet No. Wards g
:4-10-202! ovnu.o
Patie g, . ndul
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LV. FLUIDS CHART

Flow | poctor | Nurse | Date of | Doctor | Nurse
IME Composition of I.V. FLUID ROUTE | Rate
DATE It

; i i Sign.
Sign. | Sign. |Stopping
(if Infusion, mention m! / hr = Mcg / kg / min. etc.) (ml/hr) g
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| Ref. No. : FIHW/PTF/INPR/14

Rainbw” | @ oo PATIENT TRANSFER FORM

Children’s g
Hospital | . BY RAINBOW HOSPITALS

It takes » hot to trest the tte. Your Right to a Safe Delivery
HCV-00040983 1P22-00023336 Date & Time of Admission Date & Time of Transfer Order
Baby P.NUVAN

::.1:;::;7- Rum:t::n:‘:: r:: w {y jtﬁ #-' \/\ u 'r‘.l ( M
i bl | sk

Transfer ordered by Reason for Transfer
¢ :
From Bed / Ward / Hospital To Bed / Ward / }:ospital Information endant
E/? Yes No I:]
LR
Number of Sheets in clinical file Number of Imaging films Personal belongings including
clinical documents. If any handed
over to attendant

\/& o YBSE/' No

If yes, What ?

Medications / Consumables / Surgicals / Hand over
SI.No. Item Name Quantity

' PDVL roouk B
b cor €D

]

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:

ﬁﬂm_{_ - 74m«1‘ wy | Coniedey Qd%

Patient & 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




