


Ref. No.: FRR/Vinayak/10018/2026-27
Dated:09.10.2026

PROFORMA INVOICE / FUND REQUISITION REPORT:

(A Vinayak Burn Centre Noida Initiative)

|patient Name: Master Divyansh.

Sex: Male Age:11 Months.

|Father Name:Pushpender .

Address:House Number 112 Village Garhi Chokhandi Sector 68 Noida G.B. Nagar (U.P.).

|Diagnosis:Appmx 25% Thermal Burn.

[Date of Admission: 08/10/2026

Overall Analysis: The patient - Master Divyansh was brought in to our hospital by his father - Mr.Pushpendar on 8th Oct 2026.The
child has sustained thermal Burn Injury due to accidentally coming in contact with hot rice water while he was playing at home. His
mother was boiling rice for her family suddenly Master Divyansh contacted with hot rice water and burnt. As a result of the
lincident, the child has sustained mostly 2nd & 3rd Degree Deep 25% TBSA Thermal Burn Injury. The Burnsis-on hand, abdomen
area,leg and genital areas. The nature of injury is life threatening and requires considerable degree of specialist intervention and
close monitoring. The patient is a child of 11 months years, the injury is of a grave nature. We plan te.manage the child
conservatively applying wound dressing and debridement procedures to close the wound as early as possible.Surgical Skin Grafting if
Jrequired, would be undertaken at a later stage.

Visuals:

Fund Requirement - During Hospital Stay

Please find below the detailed fund requirement for the first 3 Weeks of treatment.

IFunds - Hospital Stay 52,000.00
IFunds - RMO, Nursing, Consultants & Specialists 45,000.00
IFunds - Dressing & Procedures 47,000.00
IFunds - Rehabillitation (Physiotheraphy) 2,000.00
IFunds - Medicines + Consummables + Transfusions 57,000.00
IFunds - Pathology & Diagnostics 8,000.00

Total (in numbers) 211,000.00

Total (in words): Two Lakh Eleven Thousand Only




Fund Requirement - Follow Up

Please find below the detailed fund requirement for Follow Up period of 1.5 Month Post Discharge.

|Funds - Follow Up Visits & Dressings

4,000.00

Total (in numbers)

4,000.00

Total (in words):

Four Thousand Only

|Fund Requirement - TOTAL

Stage 1 211,000.00
Stage 2 4,000.00
Total (in numbers) 215,000.00

Total (in words)

Two Lakh Fifteen Thousand Only

Kindly release the funds at the earliestfor us to go ahead and execute the treatment for Master Divyansh .
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