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% & Rainbow Children’s Hospital - Secunderabad
Rainbow ' H.No.3-7-222/223,Sy.No.51 to 54,0pp.Karkhana P S Karkhana Main Road Kakaguda, Karkhana ,Hyderabad

Children’s "0 Telangana, INDIA ,500009.
Hospital g TEL NO :040-42462200, Ext 2000,2001,2002
R~ WERB : https://rainbowhospitals.in
ADMISSION SHEET
: 2 s B AT U (AR LR LT
Registration Details : B A
Admission No : IP-00060271 Admit Date :OB-Jun-ZE_J_-'ZE:‘g'-:‘-'

Patient Details :

Patient Name : Master JAKSH AVADHUTH PONNALA Age :2YBM20D
Guardian : Mr DR. MINIL PONNALA DOB :19-11-2023
Gender : Male Religion

Occupation : Martial Status

Address (H) - PLOT NO 108/3, RK ENCLAVE JYOTHI Phone No : 9959546834

COLONY, SEC-BAD Trimulgherry Hyderabad

Telangana INDIA 500015 E-mall & na@grnall.com
Admission Details :
Bed Type : SHARED WARD Bed No :ER 102 Ward Name : N0 GF-EMERGENCY
Room No : ER 102 Admission Type : First Visit
Contact Details :
Name : Mr DR. MINIL PONNALA Relationship : Father
Contact Address : PLOT NO 108/3, RK ENCLAVE JYOTHI Phone No : 9959546834

COLONY, SEC-BAD Trimulgherry Hyderabad
Telangana INDIA 500015

1Y)

Signature
Doctor Details :
Doctor Name : Dr. KODICHERLA VISHNU VARDHAN Specialisation : GENERAL PEDIATRICS
REDDY
Referral Doctor : SELF Phone No
Co-Consultant
Payment Details : Deposit Amount  :0.00
Payment Mode :Cash Payor Name . SELFPAY

Printed Date / Time : 08/06/2026 13:32 Printed By : 011776 Page 1 of 2
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K . Rainbow Children's Hospital - Secunderabad

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 Brihean TEL NO :040-42462200, Ext 2000,2001,2002

W WEB : https://rainbowhospitals.in

Patient Name: Master JAKSH AVADHUTH PONNALA Age : 01 3
IP No: IP-00060271 Sex: “Male ¥ K R vy

Tl 1
Consultant: Dr. KODICHERLA VISHNU VARDHAN REDDY  Ward/Bed No: N 0 GF-EEMERGENCY/ER 102

The undersigned patient and | or responsible relative or person hereby consent to and authorize Rainbow H_ospita!s doctors
and medical personnel to perform medical examinations, conduct routine investigations and administer medical trea}tmen'ts.
outpatient procedures, minor dressings, vaccinations and immunizations during the course of the patient's care, as in patient.

Patient, be deemed advisable or necessary.

| understand that the confidentiality of all medical records shall be protected to the full extent of the Law. The undersigned
;0 consent to the use of health related information/ audiovisuals of the patient for research & training purpose or for
surance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
care of the patient.

In giving my general consent to treatment, | understand that | retain the right to refuse any particular examinations, test,
procedure, treatment, therapy or medication recommended or deemed medically necessary by treating doctors. | also
understand that the practice of medicine is not an exact science and that no guarantee have been made to me as the results
of my evaluation and | or treatment.

| understand that | shall not bring valuables to the Hospitals and that the Hospital will not be responsible for the loss,
destruction or theft of my personal belongings. | assume full responsibility for all my personal items and release the Hospital
from responsibility and liability for such personal items and valuables.

"I am aware that during the patient care it is inevitable that certain re-useable equipment shall be re-used after sterilization
and disinfection. | am informed that the hospital assures maximum level of precaution and care in sterilizing and disinfecting
the equipment and monitors the whole process as per evidence based guidelines”.

Note:

1 We do not allow use of medication brought from outside by the patient.

2 | have received attendant passes as per my room category. | understand that | have to return it back at the time of final bill
arance. In case of failing the submission, | will pay 200/- Rs.

K

3 IP Guide book has been given to me and | have been explained about the Hospitals rules and policies.
4 Financial and billing counselirfg has [been done to me.

Signature of Patient/Relativ

Name: {VTFIW"’{ PO {’{Lw”ﬁa ' Patient Address:

el A PLOT NO 108/3, RK ENCLAVE JYOTHI
Retatonship:  [-C1t COLONY, SEC-BAD Trimulgherry

Date: é{é (Zé Time: = I ') Pm X Hyderabad Telangana INDIA 500015

Wittness Name: Gé . J:_iw‘;f’

Wittness Signature:

Printed Date / Time : 08/06/2026 13:32 Printed By : 011776 Page 2 of 2




Ref. No.: F/HW /CON/HIV/08

\%

Ralnbow

: ~ht | Children’s
Blrthnght Hospital

Your Right to a Safe Delivery It takes a lot to treat the littie.

Patient Name : MQJEKJQ\C%(ADU(\“C{F‘U%

Gender: MBI FO - IP No:....@Qlfﬁl..(.........................MaritalStatus:..,.::::............_.............
Ward/Bed N ... oo IPIOPNO. o ST S o DR Rféj

| have to say that | have been counseled about the test and the reason for undergoing the test has been
clearly explained to me. | have also been explained about the implications of the test result-positive,
negative or indeterminate All the details pertaining to HIV, its transmission, testing procedure Its
limitations and interpretation of the results have been explained to me in language that | can
understand.

|, hereby give my willful consent for the HIV test to be conducted on me in order to ascertain my HIV
sero status. The status of my HIV test will be confidential

Patient Attendang : Parent (when patient is minor) :
Signature : : STRDRINIPE & csosssinisesssinssoions
Name : MWLL " PERBIE 2 oo crlnpisirsismspumssensmsveenassasoss tabistbnis
Relationship with Patient: PPQ\'H ... s

REIBTION . oottt
Date & Time : ......... 8\6].'2 .. Q... 2400

Date & Time :
OR (Next to kin in case of unconscious patient) :
Signature : NN | oo romsemssssisssiunsissiobioni OOt saishboses
Relation : ; i Date & TIINE & iouiniiimiumiunensirmsmhsisissompsssissssisnmsoiss

|, certify that the Consent form for the HIV test has been signed in my presence and patient has been
given pre-test counseling and post-test counseling is ensured by me and my team.

Doctor:

.....

www.rainbowhospitals.in
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6 1P-00060271 e
Y“’:;:::‘j:?s“ .‘VﬁDHULHz:%Nm:“’ —— - 54 A N Rai n b%w.
27 2Y6 B B8 W by - i iaht
::gr.i!:ozglzgusam\nsmu VARDHAN W e ) A il .- Children’s . BlrthR|ght
It G ol | e
.. . , P A — Your Right to a Safe Delivery
Date of Admission: f\ﬁk\{ ........ DIUG ANIBIGIES: ovrvvvvvevevvemmeresesssseeessessssessnessessssessee —-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
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 GPR). Follow Hospitals's Verbal Order Policy.

NURSES

SOS / PRN (As Required Medication)

Date»
Ti[vne

DRUG :
Dose Route | Frequency |Start Date

Doctor's Signature | Valid Period| Pharm.

Additional Instructions:

Dater
Tigne

DRUG :
Dose Route | Frequency |Start Date

Doctor’s Signature | Valid Period| Pharm.

Additional Instructions:

Dated |
Tirpe

DRUG :
Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period] Pharm.

Additional Instructions:

Docu. No. : RCH /FRM / CLINICAL / 118 Page: 1/4 (P.T.0)
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YATTVULud g0 IF-00060271 et 184 L.
Master JAKSH AVADHUTH PONNALA i W &
19-11-2023 2Y6M20D  (m)
Or. KODICHERLA VISHNU VARDHAN

L .

- REGULAR PRESCRIPTIONS  Weight. ....‘..f..!-?:’.’()»vara. flw...

A0

DRUG : i) -ONDENLE TROA [Time
Dose Route | Frequency [Start Date

Irma | Qv ?foamw glot

Nam¥ & Signature of the Doctdr

Starting the Drugs:

Additional Instructions:

O]~ 01 teptatma
B aod T

Daily Doctor’s Endorsgment by a Sign

= - -
DRUG :W'fw’top LA Lol %?‘t]%

Dose Route | Frequency |Start Date
-

\S W | Peain| dlot
Name & Signature of the Doctor
Starting the Drugs:

Ny Ao

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Date
Tirpe

Y

DRUG :

Dose Route | Frequency |Start Date

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

—

v

[——— Date
DRUG : Tine

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



i X
Weight. /L’@ Ward.
{

Preo

Date» I
VARIABLE DOSE Ti;pe 1ot ‘,r Nurse Sig. l Nurse Sig. ] Nurse Sig
Dose Dose Dose
DRUG : Dr. Sign Dr. Sign Dr. Sign. Dr. Sign
Route Start Date e o e Ot
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign
Name & Signature of the Doctor Do e Do Dose
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: o Dose ose Dose
Dr. Sign Dr. Sign Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE Tiﬂ]e l Nurse, Sig. I Nurs; Sig. Nurse, Sig. I Nurse Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
ROU te s[a i D ate Dose Dose Dose Daose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor how il D biie
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Additional Instructions: oose e o pose
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign
STAT / ONCE ONLY DRUGS
) _— Dosage & Other :
Date Time Medication Instriictions Route Signature hNurses
-t %
Ty OnneENSERoN f
gh\u QM [ W) 5 34 \U S ()
: {
; - v g =z —.’EQbN
£ ACTwATED § \ o
L\Q" SO A Tk o
g\ \2 >R CHAR AL r A - e
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VIH-00205726 IP-00060271
Master JAXSH AVADHUTH PONNALA
18-11-2023 2Y6M20D (M)

Patient Name : Mast, Jaksh Avadooth UHID ™ fSRVcrEIEA sty ¥MRAN o der : Male Age : 2 Y
e T

Rainbow”’

Children’s BirthRight
M L( fospital ()rsmme

NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Date : g(‘fﬁ PRIV SR § i1 amvai ‘ '3#"’) “J
Chief Complaints: . AC@—&M M"'\m %’ M-\‘{O\. XJ?HBS q—-ﬁ-ﬁd [f', ﬂ
Helght ;.. > ....... Weight - B—’ﬁ . Head Circumference (<2 years) ...
Allergies: ~ Yes ~To Medications Blood Transfusion Food SRR s R
BRI et b s S e R I S bt
Pain Screening;~Yes | ' No If Yes, Pain Score: ... % ... Pain Tool Used: | N Pass &~TFLACC [ Wong Baker
Character ......... s S ) Location .......c.omen., FrEQUENCY «...ooeroroerseoseene Duration ....."—.............
RISK FOR FALL: Functional Screening: ‘Z,zﬁ'o Abnormalities Deiecred—l
—7_| I patient is < 6 years ] Mobility Problem !
tick below fall risk intervention directly Walking Problem
Lp::;in;: ';lis:e:arfanmers Developmental Delay
History of Falling: within past 3 months lYes 0 =1 s G "y
Ambulatory Aids: Inform consultant for positive criteria
* Wheelchair 1 Yes ’z;uo
* Uses furniture for support lYes #INo
Gait/Transterring:
* Bedrest/ immabile . Yes - Nutritional Screening: _"To Atnormaiities Detected
* Weak i ]1Yes /Nn Underweight
* Iimpaired “lYes #TNo o : g
Mental Status: Forgets limitations 1Yes ,#TNo T
Feeding Problem
IF YES FOR ANY CATEGORY = RISK FOR FALLING ; :
Special diet
FAS A I 1 Special feeding method
{1 Escort while ambulating P g
[ Assist Patient Inform consultant for positive criteria
/ Educate patient and family on fall precautions/prevention
Psychological Screening: A Significant Findings
Unusual concerns about patient's Psychological Status: | Yes NG~
——
JEYOE EONMBERTNEIUIR - iooicosivinimnimivossiveconisivves PRI TITINEE siavecisvoc ioms il saaves sssinssis s
0 g
Social History: LwesWrth-ﬁmré‘j
Siblings in household/ffes‘ INo (ifyes How Many?) ... .i.-
Time of Initial assessment completed by ER Nurse : ... l u[f ...

Docu, No. : RCH /FRM / CLINICAL / 120 PT.0)
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VIH-ouzusns
Master JAKSH AVADHUTH PONNALA
1! 112023 2Ye6M20D (M}

LA VISHNU VARDHAN

e e m|\|mummmmnm T W i
* Nursing Ne:as'_ ' ' M LC

"8 oM &P:-t-?enl Giw e Cn
\ %P £ checkel R Rececded
(wePm g Doty = S pdionk & rase s

Time

Q»‘M*”_*Gm-(—mc .QAvﬂ-’de dewe A €&

aupr % ClaostCo

2 AP = alood .Samp’m/ aﬂeci- se+ 1ol
Lo f’ut'ren-!’ s&aﬁei <o Picv

Samples collected by: &3 Qan(g Time: @ b S ™ Pr
-33" ? Time: Q b A | 229

Samples sent by :

Medication given in ER:

......

?ﬁ;‘l Medication Route Dosage & Instructions Dggr?r N:g;?'i E
(Ja.oqcm an I\‘GL \ C?/w\. } v \f»“%_
Condition of patient at time of shift - out : ~ Details of Shift - out
C\OOKEM. L gp: l&?[{‘CJﬁCFT > 35" 2. Shift - out from ER to: !J ................................
'“)f_\f'? L too/+.. A )B(— Time of Shift - out: . &\G .......... Tr‘.’f“ ..............
Ti L1 SO,
0. T . Handover given to: 5“"’» '}"\
Pain Score: . {Nurse's Name) b
L
Repeat RBS (if applicable): ......c....ccc T ccininsinnn ] ¥

Tick as applicable: /ﬁ LAMA  'BROUGHT DEAD

Procedures done with details (if any):
SN . A, St | ‘I\/ placemev\l“ ..... C‘.m&— ..............................................
Name of the Nurse : A'xcL'Hm ............................ Signature of the Nurse : ’B

Date & Time : 8/‘/)4@"‘;“1’“



VIH-00205726 IP-00060271
Master JAKSH AVADHUTH PONNAL A
18-11-2023 2Y6M20D (M}
Dr. KODICHERLA VISHNU VARDHAI

Patient Name : Mast. Jaksh Avadooth UHID : I” II"“”“'M'"" m””"l"“ nder : Male Age:2Y

e
Rainbow" .
e -1-’.!’2“% "‘tr ket ; Ch"dm’s Bminhnmight
Ly ! HWF“‘I pileeiseriotion]

s i

EMERGENCY, oom RIAGE FORM Yol
RGS - P, u}
Patient's Name : “'W& &.-S H‘leob‘ka . Ao SN Gender-7T Male O] Pl
o SLLISE SR [T e
Allergies: >0 () Yes [ Food ([ Medications () Blood Transtusion [ OUr (SPECHY): .....ovoroooroomooresmsrrecsrcor (] Not known

Source of Information : ~~"Parents (| Others {Specﬂy)
Mode of Arrival - ~=TEmbulatory -] Ambulance

Initial Vital Signs: wmﬁ}" A&L h{/géh’ RR: | Jﬂ 590, L""/ G DJ

Chiet Complaints: . m 5% m-nl-m A;,. ...... 2
INITIAL PHYSIOLOGICAL CATEGORIZATION INITIAL PHYSIOLOGICAL STATUS
Appearance Work o O Stabie
o A Normal [ Increased 21 Unstable
%zﬁm Cgmzdwummmmm () Gasping / Apnea Not — Life - Threatening
O Lite —Threatening
Triage Classification CIAS
Level 1: Resuscitation T Immediate
Level 2. EMERGENT : Life or imb threatening C 1 < 15min
/ Level3- URGENT : Significant ilness / injury with potential to become ife o limb threatening " 30min
Level4 - LESS URGENT : Significant illness but not life threatening ~ 60 min
Level 5. NON — URGENT : May receive care when convenient ~ {120 min
NOTE : All immunocompromised children and preterm babies to be considered Level 2. 1&"’“,1’ .
All Children less than 2 years age with high fever 10 be considered Level 3,

Signatur®ot Parantl Guardian

* CTAS - Canadian Triage and Acuity Scale Triage Completion Time : -35’?{!&
Communicable Disease Triage Screening
PART A. The following questions should be asked to all PART C. A positive communicable disease triage screening is
patients at the initial screening: considered for any patient who meeis one of the two
e following criteria:
1. Have you had fever {elevated temperature) in the past 2 Yeos 7 No
weeks [ Any patient with Fever / Rash / Vesicies / Discharge from Eyes
2. Have you had cough or a rash in the past 2 weeks wos M0 and Cough
o . | Any patient with fever and respiratory symptoms who answered
3 wwﬁwmssawwmmm ms/"ﬁo “YES* to any of the questions on epidemiologic risk factors in
DAGLT washs “PART B" of the triage screening above.

PART B. For patients reporting fever and respiratory/rash
symptoms: | | Nol applicable

PART D. ACTION/ mmnmu {WMWM
1. Have you travelled outside the INDIA? or had close | Yes ../un communicable disease triage screening)
SORACL W1 AOMEINONG: WIS 0 PODNHY- TSRO Aol " Patients should be immediately isolaied in a negative pressure
e INDIA. in the past two woeks? room of a single room {as appropriate) for pending evaluation.
yes, State Location: .. / {1 The patient should be given a surgical mask immediately, if not
2. Amyomwmsfsinsecomactsathm is/a healthcare | | Yes already wearing one.
worker? {please encircle the choices} (e.g.. nurse, r . ;
physician, ancilary services persannel, alied heaith ] Both patient and triage staff should perform hand hygiene.
services personnel, hospital volunteer, or laboratory [ The staff should use PPE (as appropriate).

worker, others) who has had a recent exposure 10 an
individua! with a highly communicable disease or
unexplained, severe febrile respiratory or rash disease?

Name of Triage Nurse © ....... &ua‘uf Signature of Triage Nurse : @v'
sumatine: R6.[26 Lok 05 3 (FW

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