] T R

'ﬂ M h‘% ﬂ“m‘ﬂ-

¥ ’ \
Aug 4, 2026, 14




Ref. No.: FRR/Vinayak/10011/2026-27
Dated: 05082026

PROFORMA INVOICE / FUND REQUISITION REPORT:

|4 Winayak Burn Centre Nolda Initiative)

|patient Mame: hiaster layash Kurmar.

Sex: Male Age: 7 Years.

|Father Mame: Dhirendra Kumar fha.

Address: 575 Sharmik Kun) Sector 122 Nokda (ULP.).

|Diagnasis: Appros 353 Thermal Burn.

[Date of Admission: 05/08/2025

Owersll Analysis: The patient - Master Jayash was brought in to our hospital by his father - Mr. Dhirendra Kumar on 5th Aug 26, The
child has sustained thermal Burn Injury due to accldentally corming In contact with hot water at home His mother was making food
tar her family suddenly Master Jayash contacted with hotwater and bumnt. As a result of the incident, the child has sustained
maostly 2nd & 3rd Degree Deep 35% TB5A Thermal Burn Injury. The Burns is on thigh area genital and abdomen areas. The nature of
finjury is life threatening and requires conside rable degree of specialist intervention and close monitoring, The patient is a child of 7
weans, The infury is of @ grave nalure, We plan Lo mamege Uhe child conservatively applying wound deessiog and debridement
lorocedures 1o close the wound as early as possible Surgical Skin Grafting if required, wouldbe anderraken at a later stage,

Fund Requirement - During Hospital Stay
Please find below the detailad fund reguirement far the first 3 Weeks of treatment.

{Funds - Hospital stay 42,000.00
IFundu - RMIA, Mursing, Consultants & Specialists 52,000.00
IFunda - Diressing & Procedures 57,000.00
[Funds - Rehablllitation (Physiotheraphy] 8,000.00
IFunda - Medicines + Conaurnmables « Tranafuslons 51,000.00
lrunds - pa thology & Diagnostics 10,000.00

Total {In numbers) 220,000.00

Tatal [in words]: Two Lakh Twenty 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 & Dressings

5.000.00

Tetal [in numbers)

5,000.00

Total [in wornds):

Five Thousand Only

IFund Requirement - TOTAL

Stage 1 220,000.00
Stape 2 5,000.00
Total {in numbers) 225,000.00

Total {in words)

Twao Lakh Twenty Five Thousand Only

Kindly release the funds at the earliest for us to go shead and execute the treatment for Mater fayazh .
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| hereby declare that | am gettilg ddmitted in this Hospital
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