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ACTIVITY RECORD FOR BILLING  °j/
, R
Name: - P S,
UHID NoO : =====mmmmmemeem PNO:-eeemmmmecmeceaaae Consultant : . - Dept -ﬁw@g}p
Date of Admission : -G-- f‘lm‘-l Time : --—i-;m-h: Date of Discharge : --=---==--------= Bime: ————awez—
Room / Bed No : ===========uuu- Ward : A (LU Suggested Billable bed t;;pe :
WARD TRANSFERS
Date Time From To Signature of Nurse
66196 | 9! 30P’ eR_J PlLev - Ny
Cross Consultation Visit
Doctors Name Date Order No. Signature
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"MEDICAL EQUIPMENT ( WARD & ICU)
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PROCEEDURE

Date Proceedure Quantity Order No. Signature
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ANY OTHER INFORMATION

Date : Time :

Prepared By :

Staff Nurse Shift / Ward

N &

Billing Assistant

Billing Supervisor




Rainbow H.No.3-7-222/223,Sy.No.51 to 54,0pp.Karkhana P S Karkhana Main Road,Kakaguda, Karkhana ,Hyderabad
Children's _ Telangana, INDIA ,500009.
Hospital B _ TEL NO :040-42462200, Ext 2000,2001,2002

. : ' WERB : https://rainbowhospitals.in

e ‘ Rainbow Children's Hospital - Secunderabad

ADMISSION SHEET

. (PO
Registration Details : RN ||

Admission No : IP-00060252 Admit Date : 06-Jun-2026 Admit Time :08:26 PM UHID : BAH-00546320

Patient Details :

Patient Name : Master KRIVAM DIDDI Age :TYSMT7D
Guardian : Mr SACHHAN DIDDI DOB : 30-12-2018
Gender . Male Religion
Occupation : Martial Status
Address (H) - ~ Lallaguda Hyderabad Telangana INDIA Phone No . 9873469755

® 110005 E-mail . NA@GMAIL.COM

Admission Details :
Bed Type : SHARED WARD Bed No : ER 101 Ward Name : N (0 GF-EMERGENCY

RoomNo : ER 101 Admission Type : First Visit

Contact Details :

Name : Mr SACHHAN DIDDI Relationship : S/O
Contact Address  : ~ Lajlaguda Hyderabad Telangana INDIA Phone No © 9873469755
110005

ature

Doctor Details :

Doctor Name ;2 l%rt-) g?DlCHERU\ VISHNU VARDHAN Specialisation : GENERAL PEDIATRICS
Referral Doctor : Self Phone No

Co-Consultant

Payment Details : Deposit Amount  : 0.00

Payment Mode : Cash Payor Name : SELFPAY

Printed Date / Time : 06/06/2026 20:27 Printed By : 017231 Page 1of 2



BAH-00546320 IP-00060252 "

Master KRIVAM DIDDI S
Rainbow
30-12-2018 TYSM?D M . . § .~
Dr. KODICHERLA VISHNU vmnnm( : Children’s » Birth ng ht
Hospital . BY RAINBOW HOSPITALS
AT e | W

NURSING INITIAL ASSESSMENT FOR PICU
Date of Admission: 6[6[% ........... _

Source of Admission: [ OPD M (] Other: tR ............................................................................................

Reason for Admission: . C{ﬂ—M Ul‘lﬂ!jl In zdwn ..... D.)C ...... o2.. TI&H !5 ....... [DMC{U’U- ....................
Admission Diagnosis: ..... :ﬂCﬁm{l«n-lﬂ _.Lnaas‘['wn ...... G;f ....... Tab.: L[pm .........................................................

Accompanied By:‘ﬁ/ Parent [JGuardian [J OtherName: ..........ccooccvevvevvicicecinreeesieesenn, R — . A—
Primary Language: [ -Fefugu CIEnglish ~ CIHindi 1 OHErSPECHY oo oot
Do you require an interpreter? [1Yes —+TNo
Allergies: [ Yes D‘No/' [] Medications 1 Blood Transfusion CIF00d [T Other: ... s
Ifyes, identify ......c.coovvviriiiiiiiiceenne! 5ol TS ORONPRIR NPRINTCTRIRUNINPRRII, NS, -
Source of Information:  [] Family [ Patient L] Others; SPECHY ........cccomssassiisierssi i vrssssssisoissoll
Past Medical History Past Surgical History Last Hospital Admission
SIGNIFICANT 5 i
HISTORY Famlly H!story: .................................................... T DTITRTTRTIIIVRNSORI.  ST— L —

Has the child or close family member had recent contact with a communicable disease? [Yes [ No
Hyes pleasalist,...c.ccvmumnanimmimnmmimsmnmanasmansanimmarssa i R
Was the child's birth normal? u)ﬂ!s’ LINo IfNo, please describe problems: ..........cccooviiinrnicviieieieniiniann,

Arethe child's immunization up to date? E‘I’@' [JNo

Taking Medications? [1Yes +TNo
CURRENT If yes, Fillthe reconciliation form

MEDICATIONS | wedicine broughttothe hospital?  [1Yes =g~
Observations:  Weight: 3.5 Length: ... Head Circumference (< 2Years): ........omeveeerveerniessnens
3 N l
Temp.: . 986 F . HR: ..o B RR:..o28. bl p:. 1 u 7y (£6.) ...
PainScore: ... Q... SpeCiTy Site: ...covireverivaaiirinns R L R (Follow Pain Assessment Sheet & Document)
Fall Risk Assessment: [1Yes <O SCOME: oovvvvrvoeeve oo (Document in the Humpty Dumpty Sheet)
Risk of Pressure Sore (Braden Q Score ............... s ) (Document in the Braden Q Assessment Sheet)

Docu. No. : RCH/ FRM / CLINICAL / 122 (PT.0)



Patient Sticker

Behavioural Status on Admission

[ Sleeping (1 Crying alm [] Distressed/Consolate [] Drowsy
FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
L] Mability problem [] Walking Problem D’f’bnormahty Detected
[] Developmental Delay [ Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING:
[l Underweight ] Overweight [] Special Feeding Method
[ Feeding Problem ] Special diet _L_#oAbnormality Detected
Inform consultant for positive criteria

Psychological Screening: [0 Significant Findings
Unusual concerns about patient's Psychological Status: [ Yes m

If Yes Consultant Notified: ......................ccco.o... T Tl YRT  erior (Date/Time): .............. s
Social History: Lives With... d'xul ...................................................................................................................
Siblings in household [ Yes m (if yes How zany'-’) ....................... 3350082 AR RSSOV
Orientation has been given regarding the following aspects:

71D Bandin situ

_~"Bedside safety explained

_~PICU Routine: Doctor's rounds/Medication time

AT Visiting policy explained
Orientation given to: /Ei’ﬁnily [] Others specify .................. oiens R R—
Name of Person Orientation was givento: ................ t’}oTﬁ‘cr .............................
Orientation not gIVBITREASON: i misisimmmsisi i it i onins

Nurse Name: ............ Cgrdkﬁlﬁ ............... Nurse Signature:: ......... WL s> st GOSN

Date & Time:.....2 /612“@0’3 ....................

DISCHARGE PLAN
Source of Information: £ Family O] Friend
Will patient require transportation arrangements to go home: [lYes [rNO

Will Physiotherapy require athome: [ Yes mﬁ
Is home medical equipment anticipated: OYes OO0
Is home oxygen therapy anticipated: [ Yes =N

Are dressing needs athome anticipated: ClYes [#NG
Any other needs anticipated: [ Yes lj/ No IfYes Specify

Discharge Medications: [ Yes yla
0y g v B A e s Ve G oA A R AT o3

.m:{mfd? Tndgesdion.... a7[ ...... Gb. Cloriding..oo

Nurse Name: ........CHY.. fd & 'H'l&. Nurse Signature:: ............ @%’v ..............................
Date&Time:....éz.é.! ﬁ@q SDPW\ .....

Final Diagnosis: .....=—=*




11l Lr Eﬂ'.?é’r%":s ‘BirthRight"

PATIENT TRANSFER FORM Hospital _ | ) zseciorme

Your Right to a Safe Delivery

| :t.”::::ﬁm oiooi raos Date & Time of Admission Date & Time of Transfer Order
5 mggaunznu;;:ut::nonmlm 6’61 %_1 9,02 G) @ 9"}”9'\/
Ill\'Illlllllll\llllllllllI|I|I|lil W @ FAPm  6|0]3 ‘

Transfer Ordered by Reasc for Transfer

R C%Jdmi\&%iw.

From Unit To Unit lnfoeraﬁ}tq Attendant
Yes No
eR_ p1oU !

Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to attendant

@ \;gg ’@ Yes@/ﬁ No[ |
If yes, what ?

OPD il T‘V‘%

Medications / Consumables / Surgicals / Hand over

Sl.No. ltem Name Quantity
1.
2 -
- ,ﬁn
3.
4.
5.
Shifting Summary / Notes Written by Doctor : Yesg( No| |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

Bueganl) Jghy | spr. Ganah .

ka\{f’%

Patient & Clinical Records Received by

Date & Time of Patient Received : 6[ 6 ]?é‘ @@ i Z:cpﬂ’)

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

Docu. No. : RCH /FRM / CLINICAL / 102
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PROGRESS NOTES AND DOCTOR'S ORDER
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30-12-2018 TYSM7D ' / - Rainbow® ) .-

Or. KODICHERLA VISHNU VARD _ / Children’s B|rthR|ght
VI ||l ' Hospital L

. It takes a lot to treat the litthe. Your Right to a Sate Delivery
DRUG CHAR

Date oF AAMISSIoN: iviuninmnasmai Brig AUBIIIBS! «icnnnnimiirnniibn i ' Not known any Drug Allergies

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

e Wrses

1) Right Patient

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

2) Right Drug
- 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 Poligy.

3) Right Dosage ~ 4) Right Route

5) Right Time

S0S / PRN (As Required Medication)

DRUG :

Date

Tie

Dose Route | Frequency

Start Date

Doctor’s Signature | Valid Period

Pharm.

Additional Instructions:

‘;bnus :

Date

Til;ne

Dose Route | Frequency

Start Date

Doctor’s Signature | Valid Period

Pharm.

Additional Instructions:

DRUG :

Date

Tige

Dose Route | Frequency

Start Date

Doctor's Signature |Valid Period

Pharm.

Additional Instructions:

Docu. No. : RCH /FRM / CLINICAL / 118
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BAH-00546320 IP-00060252
Master KRIVAM DIODI

30-12-2018 TYSM7D (M)

e RE SCRIBTIONS  Weight. .93 5 [ Wara. (A
AURTEE T 3 o

DRUG : %E;i*

Dose Route | Frequency |Start Date

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Date»,
DRUG : U PAvop RALoLE Tigneé\’°

Dose Route | Frequency |Start Date

108 | W | oMEEL | blobl Vg0ed

\

T

Name“& Signature of the Docfor e
Starting the Drugs: -
- o %ﬂ‘

Vol i

Additional Instructions:

f~70 [Lf&lw/

Daily Doctor’s Endorsement by a Sign

Date»
Time

DRUG :

Dose Route | Frequency |Start Date

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

) Date}
DRUG : Ti'

Dose Route | Frequency |Start Date

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Page: 2/4
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r. KODICHERLA VISHNU VARDHAN
T ammm WGH ... Ward,
>
VARIABLE DOSE Dats : _
Time [ Nurse sig [ Murse sig [ turse sio
Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign
Route Start Date e o how e
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Qo fose Do Qo)
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: noe Ue e U
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE Tig]e ] Nurs; Sig. l Nurs; Sig. [ Nur_:l; Sig. I Nursi Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign Dr. Sign. Dr. Sign Dr. Sign
RO Ute Stﬂ rt Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor e i Dose Dose
Dr. Sign. Or. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: - e - —
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
) — Dosage & Other ;
im . Signature
Date Time Medication - Route g Nurses
Page: 3/4 (P.T.0)



T TtaTD ™) E ‘ ‘B :
Dr. KODICHERLA VISHNU VARDHAN : | ; - Ward
ALHHTE T FLUIDS CHART  WEight ..o WAIG. oo

> Gomposition of LV. Fluid
Date Time (Hf infusion, mention ml./hr = Mca/kg/min. etc)

Flow Rate| Doctor | Nurse | Date of | Doctor [ Nurse
mi/hr Sign Sign [Stopping| Sign Sign

W \OY® | IMF - D W | bo ﬁ( il \ﬁ" . i
g;‘ﬂuﬁ" g/
% | %o Ll \\&g/ AQVB/ ‘Jy’/

: /
e 4 ol

Route

‘Xo
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Mast. KRIVAM DIDDI UHID : BAH-00546320 IPD : 7Y5M

4
D sAm-oc0sas320
Master KRIVAM DIDDI

30-12-2018 TY3SMT7D (M)
Dr. KODICHERLA VISHNU VARDHAN

AR TR

EMERGENCY ROOM TRIAGE FORM

patient's Name - . M@AL e W sty awwn

Patient Name : IP-00060252 Gender: Male Age |

IP-00060252

BirthRight

Lc =ie=

£ 2 3. I‘-J
.l/;-l.'.f 2% A

H—& AL Gander; () Female
om:. 0l6. 126 Time of Arival : ... & -“t FM 0/ /7
Aligrgles: [JYes [ Food [ Medications [ Blood Transfusion [ Other (Specity): .. &'Rej , %ém
Source of information - 0 om@m; i R
b 5 R i R S W

Initial Vital Signs:  Temp:676.. oF
Chiet Complaints: .C.L0.... .kugnhml\':& _hqul-"’"

J-Dgn Sp0,: l@a./' >
.gthamumdﬁ clanidine

INITIAL PHYSIOLOGICAL CATEGORIZATION I?‘- PHYSIOLOGICAL STATUS
Appearance Work of Breathing
& Normal A Normal [ increased O Unstable
) Sick Looking Circutation / Colour [) Decreased [ Gasping / Apnea O Not - Life - Threatening
Jaformal ) Abnormal () Bleeding O Ule ~Thweatening
Triage Classification CTAS
Level 1: Resuscitation Immediate
Level 2: EMERGENT : Lite or limb threatening < 15 min
~ Level 3: URGENT : Significant ilness / injury with potential to become life or limb threatening | 30 min
«” Leveld. LESS URGENT : Significant iiness but not life threatening ~ 60 min
Level 5. NON = URGENT : May receive care when convenient 120
NOTE : All immunocompromised children and preterm bables to be considered Level 2. A
All Children less than 2 years age with high fever to be considered Level 3. 9 . Gund
* CTAS - Canadian Triage and Acuity Scale Triage Compietion fime : . ®..2 02 P™

Communicable Disease Triage Screening

PART A. The following questions should be asked to all
patients at the initial screening:

1. Have you had fever (elevated temperature) in the past 2
weeks

2. Have you had cough or a rash in the past 2 weeks

3. Have you had shortness of breath or difficulty breathing in
the past 2 weeks

PART B. For patienis reporting lever and respiratory/rash

1. Have you wavelled outside the INDIA? or had close |

contact with someone who has recently travelied outside
the INDIA, in the past two weeks?

If yes, State Location: .....

2. Are your parents / close contacts at home is/a healthcare |

worker? (please encircle the choices} (e.g.. nurse,
physician, ancillary services personnel, allied heaith
services personnel, hospital voluntees, or laboratory
worker, others) who has had a recent exposure to an
indvidual with a highly communicable disease or
unexplained, severe febrile respiratory or rash disease?

Name of Triage Nurse : Aeda &; .................

PART C. A positive communicable disease Iriage screening is
mm-unthu*nulunlhm
following criteria:

Any patient with Fever / Rash / Vesicles / Discharge from Eyes
and Cough

Any patient with fever and respitatory symploms who answered
“YES" to any of the questions on epidemiologic risk factors in
“PART B" of the triage screening above.

PART D. ACTION / INTERVENTION: (lor positive suspecied
communicable disease tnage screening)

| Patients should be immediately isolated in a negative pressure
room or a single room (as appropriate) for pending evaluation,

The patient should be given a surgical mask immediately, it not
already wearing one.

Both patient and triage staff should perform hand hygiene.
| The staff should use PPE (as appropriate).

...... Signature of Triage Nurse : ..'kf—..

Date & Time : ([C{LC@*&:O?‘)"‘

Docu. No. : RCH /FRM / CLINICAL / 085



Patient Name : Mast. KRIVAM DIDDI UHID : BAH-00546320 IPD : IP-00060252 Gender : Male Age: 7Y 5 M

1)
BAH-00548320
Master KRIVAM DIop)

30-12-2018 7 *r s
u 7
Dr. KODICHERLA v ~

IP-00060252

i~ MLC R
' T
59 Sty By
NURSING INITIAL ASSESSMENT IN EMERGENCY RO&A
- Date : GI‘ LLC e, Time of arrival : .. 32OV PM. ,ﬂ‘;
Chief Complaints: *%Mﬂl&\ wﬂ-\aﬁn o ’_m&l%éﬂ z 0/ ayfd /
Height - 3.3 C™ waight - 31( ... Head Circumference (<2 years) ...
Allergies:  Yes Ao Medications | Blood Transfusion I Foad U Other .BE............. 88 ...
VG ORI o e i b b s s s s s s o e ¢ S
Pain Screcniuw “'No If Yes, PainScore: .......2.... PainTool Used: ©' NPass ' FLﬂcg/ﬁc;ng Baker
2 DHBERONS .......c.oremsreomioss I LOGEUON .......cc... Tveesisses 2 FROQUIBOGY: «voniiovreiios iobssioss D@RtioN ===
RISK FOR FALL: Functional Screening: & alities Detected
| if patient is < 6 years 1 Mobility Problem
tick below fall risk intervention directly | Walking Problem
Asse:smn:z ;elﬁwye;fémtefs D B ey :
: M loskeletal | Abno i
History of Falling: within past 3 months [iYes [JNo soulonkaiotsl Cong Qe a . J
Ambulatory Alds: __ Inform consultant for positive eriteria
* Wheelchair [JYes [INo
* Uses furniture for support L] Yes No |
Gait/Translerring:
* Bedrest/ immabile :Yes | | No N utrm onal Screening: /fbnnnnamm baacied
* Weak Yes | No
. : Underweight
* Impaired Yes No 0 nt
Mental Status: Forgets limitations [1Yes [1No verf”etg
Feeding Problem
IF YES FOR ANY CATEGORY = RISK FOR FALLING Special diet
Fail Risk Intervention: ?
ho
[ | Escort while ambulating : CPROM S et d:
1 A ient Inform consultant for positive criteria
~ Educate patient and family on fall precautions/prevention

Psychological Screening: mﬁcam Findings
Unusual concerns about patient's Psychological Status: Yes r-""ﬂ'c?”

It Yes Consultant Notitied: ... (DEE/TIME): ..o eesreeeeneee.

Social History: Lives With ... . oivcts K i1 SRS SO | S
Siblingsinhousehold [ 1Yes [ | No (dyesHowMany?) Gisiv i
Time of Initial assessment completed by ER Nurse : ... 8.9 ’ ‘ PM '

Docu. No. : RCH /FRM / CLINICAL / 120 _ | (PT0)



Patient Name : Mast. KRIVAM DIDDI UHID : BAH-00546320 IPD : 1P-00060252 Gender : Male Age - 7Y 5M
7D

Nursing Notes (Including Labs / Medications / Other Care):
Time Nursing Notes M LC

b LT P-J-? et (owre Yo @ £R

1‘.'5"“. € NVitag checred & 12 2o AR !.cQ
20 % Os. Geanetlh  Seen e P—R—?v-nk" &
g "6 v adviced adnatitlor

G150 Dt sS5 /00 FrropfsSS olprie

B IGP A\ S mmh%mn do>24.

200 ERIBS pig ¢ oo 4o A recona,
Pt ghiftld +o Prcu

Samples collected by: Time% - 4D
-
Samples sent by : } S L‘A'd—;" Time:.k Pm

Medication given in ER:

Dae/ i . peart Doctor ~ Nurse E
Lo/ Medication Rogte Dosage & Instructions Sign Sign 1 |
: i.

_ ; :

e |

/ |

~Condition of patient at time of shift - out : _Details of Shift-out _"3

. B ’00/4{“)3” -------------- Shift - outfromERto: .. PLC\/

: ) SPO; © i 460!" Time of Shift - out: @/330@“ ........ o
GCS:.. 15 1.5.. Temperature : Handover given to; ...

Pain Score: ... @....... (Nurse's Name)
Repeat RBS (if applicable): .............fcoeeeecenen,

Tick as applicable: /@ 'LAMA  /BROUGHT DEAD
Procedures dond Wl QELEHE [IEBIVIL oo i ciirerasinssessvnnsinssvavs svobansbsssshon Saamhas seus bonsslhs kst i usins £ s vads Svasusubers s S iig ke ;
Name of the Nurse © ......... Sdra’z. ....................... Signature of the Nurse :

pate aTine: e L LR CW O 20P



