


Ref. No.: FRRVinayak/ 1005 f2025-26
Dated: 30,0405

PROFORMA INVOICE / FUND REQUISITION REPORT:

|4 Winayak Burn Centre Nolda Initiative)

|Patient Mame: Master Anant.

Sex: Male Age:l¥ear & Months.

|Father Mame: Prehant

Address:House Number 77 Vil Dogwan Bulandshahr [LLP.].
|Diagnasis: Approx 40% Thermal Burn.

[Date of Admission: 20/04/2025

Ovarall Analysis: The patient - Master Anant was Brought in Lo eur hospital by his fether - M Prehantan 200k April 2025 The child
s sustained thermal Burn Injury due Do acddentally coming in contact with ot milk while be was pliyving al home His mother was
wearming milk for her family suddenkby Master Anant contacted with hot milk and burat . As a result of the Incident, the child has
sustalned maostly ¥nd & Ard Degree Deep A0% TBSA Thermal Burn Injury. The Burns Is on chestiarea, sbdomen, hand area and l=gs
areas. The nature of Injury is [Ite threatening and requires considerable degree of speclallst intervention and close monitoring. The
|paticnt is a child of 1year @ months, the injury is of a grave nature. We plan to manage the child conservatively applying wound
dressing and debridement procedures to clese the wound as carly as possible.Surgical Skin Grafting if required, would be undertaken
at o leler slawe,

Visuals:

Fund Requirement - During Hospital Stay
Please find below the detailed fund requirement for the first 3 Weeks of treatment.
{Funds - Hospital stay 72,000.00
IFundu - RMIA, Mursing, Consultants & Specialists 78,000.00
IFunda - Diressing & Procedures 71,000.00
IFunds - Rehablllitation (Physiotheraphy] 5,000.00
IFunda - Medicines + Corsurnmables + Tranafusions 76,000.00
lrunds - Pathology & Diagnostics 7.000.00
Total {In numbers) %09,000.00
Total (in words): Three Lakh Mine Thousand Only




Fund Requirement - Follow Up
Pleage find below the detailed fund requirement far Follow Up perlod of 1.5 Month Post Discharge.

|Funds = Follow Up Visits & Drassings 11,000.00
Tetal [in numbers) 11,000.00
Total [in words]): Elewen Thousand Dnly

IFund Requirement - TOTAL

Stage 1 309,000.00

Stage 2 11,000.00

Total {in numbers) 320,000.00
Tatal [in words) Thres Lakh Twenty Thousand Only

Kindly release the funds at the earliest for us to go shead and execute the treatment for Mater Anant .
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A Unit of Chaudhary Nursing Homa Pvt. Lid,

V.H. No. .

Room No . 2 X4
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Date OF DISCHENGS ....civviaiisarasms intrs brassns saisasns iwsh sasedisni ssnnain

CANRS QMO M

Father's / Husband's Name .,

Address , HNG q:.‘_'I\HLL
&uLHmDSHHH& ue

Office ..
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Infectious nature of disease : Yes/MNo
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| hereby declare that | amgetling admitted in this Hospital
on my own will. The expenses have been explained o me
and | agree to make all payments before discharge.

| agree that | am keeping no valuable with me in the
Hospital and no one will be responsible in the events of

theft if any. <
A

Signature of Patient / Relative
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