





Ref. No.: FRRVinayak/1006/2025-26
Dated:? 70520025

PROFORMA INVOICE / FUND REQUISITION REPORT:

|4 Winayak Burn Centre Nolda Initiative)

|Patient Mame: haster lai.

Sex: Male Age:5 Years .

|Father Mame:Satender Singh.

Addresa:House Number 74 Kizhan Vikar Sultanpurt C Block Delhl.
|Diagnasis: Approx 353 Thermal Burn.

I[.'lm of Admission: 27/05/2025

Qwarall Analysis: The patient - Master Sai was brought in to our hospital by bis Gatber - N Satendsr Singh on 2780 Bay 2025, The
hild has sustained thermal Burn Injury due 1o sccidentally coming in contact with Bot milk while e wes playing al home. His
mother was warming milk for her family suddenly Master lal contacted with hot milk and barnt . As & resils of the incident, the child
has sustained mostly Ind & 3rd Degree Deep 35% TESA Thermal Burn Injury. The Burns is cnabdomen, genitel area and legs areas.
The nature of Injuny s life threatening and requires considerable degree of specialist intenvention and close monitoring. The patlent
is a child ot 5 years, the injury is of a grave natune. We plan to manage the child consematively @pplying wound dressing and
debridement procedures te close the wound a5 carly as possible Surgical Skin Grafting if roguired, would be undertaken at a later
Islage.

Fund Requirement - During Hospital Stay
Please find below the detailad fund reguirement far the first 2 Weeks of treatment.

{Funds - Hospital stay 42,000.00
IFundu - RMIA, Mursing, Consultants & Specialists 42, 000.00
IFunda - Diressing & Procedures 41,000.00
IFunds - Rehablllitation (Physiotheraphy] 2,000.00
IFunda - Medicines + Conaurnmables « Tranafuslons 45,000.00
lrunds - Pathology & Diagnostics 7.,000.00

Total {In numbers) 1E0,000.00

Total (in words): One Lakh Eighty 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 10,000.00
Tetal [in numbers) 10,000.00
Total (in words]: Ten Thousand Only

IFund Requirement - TOTAL

Stage 1 180,000.00

Stage 2 10,000.00

Total {in numbers) 190,000.00
Total {in words) One Lakh Minety Thousand Only

Kindly release the funds at the earliest for us to go shead and execute the treatment for Master Jai .
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Preventive Care

Follow up
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Occupation ............

Uit £ Comsiitarn

Date of Dischargo .

Religion

.........................................................

Father's | Hushand's NaME ......o.oooieesecenscrssssissssrssesssses
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Advance Recelpl No. ..o
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Infectious natufe of disease ; Yes/MNo
Outcome “LAMA / Stable / Improved / Cured / Died

DeatH Recerd filled by Dr

Name & Address of accopanying relative .............coevereens

Phone : Office ..............

FOR DELIVERY CASE ONLY
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[ Shifted £rom ROOM NO. «ovsioverssssiomssrsmsmrsorsion

| hereby declare that | am gam.ng admitted in this Hospital
on my own will. The expenses have been explained to me
and | agree to makedall payments before discharge.

| agree that | amkeeping no valuable with me in the
Hospital and no one will be respansible in the events of

theft if any.
el

Signature of Patient / Relative

Patiant shifted from Room No. ..cciiciines

Shifted from ROOM NO. i ssiimsissssssnimars MO ssisssnssississss

Discharge Date ........
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Received / Refundable after adjustment of advance RS, ...

Authorised Signatory






