


Ref. No.: FRR/Vinayak/10056,2024.25
Dated: 07.01.2005

PROFORMA INVOICE / FUND REQUISITION REPORT:

|4 Winayak Burn Centre Nolda Initiative)

|Patient Mame: hMaster Arman.

Sex: Male Age: 3 Years.

|Father Mame: Maksud,

Address:Village. Barula Uttar Pradesh (U.P.],

|Diagnasis: Approx 30% Thermal Burn.

[Date of Admission: 05/01/2025

Owersll Analysis: The patient - Master Arman was brought in to our hospital by bis father - MroMaksod onodath Fanuany 2025 The
child has sustained thermal Burn Injury due to accldentally coming In contact with hot water while he was at home, suddenly master
Arman contact with hot water and got burnt . As a result of the incident, the child has sustaimed mestly 2nd & 3rd Degree Deep 30%
TE5A Thermal Burn Injury, The Burns is on back arcalegs arca and genital area, The naturgsat injury is life threatening and requires
considerable degree of specialist intervention and dose monitering, The patient is a child of 3 years |, the injury is of 2 grove nature,
e plan (o rmanege the child conservatively applying seaund dressing and debridement procedures 1o clase the wound as early as
lonssible. Surgicel Skin Grafting if required, would be undertaken at a later stage.

Visuals:

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

{Funds - Hospital stay 46,000.00
IFundu - RMIA, Mursing, Consultants & Specialists 52,000.00
IFunda - Diressing & Procedures 53,000.00
IFunds - Rehablllitation (Physiotheraphy] 4,000.00
IFunda - Medicines « Consurnmables + Tranasfusions 47,000.00
lrunds - Pathology & Diagnostics 8,000.00

Total {In numbers) 215,000.00

Tatal (in words): Twio Lakh Fifteen 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

Tatal [in words]

Five Thousand Only

|Fund Requirement - TOTAL

Stage 1 215,000.00
Stage 2 5,000.00
Total {in numbers) 220,000.00

Total {in words)

Two Lakh Twenty Thousand Only

Kindly release the funds at the earliest for us to go shead and execute the treatment for Mater Arman .

Far Winayak Hospital

[& Division of Vinayak Hospital]

Sth Floor, Vinayak Hospital, Sector 27, Atta Market,

MH - 1, Mizida - 231301 |{UP)
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\4 N AY AK V.H. No. \76619‘-},&{"

HOSPITAL Room ng’i-):g........,....cgmgnry .....................
A Unit of Chaudhary Nursing Home Pvi. Lid. Dale of Admission 06 1. 3.5-

Name ............] M HS-I-E'RARM&M
sto, Qoo . MiIS,. . MAKSUD.

OcCupation .....ceriseiisiesiissesns

DS OF DIBBREIDE oot

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

Phone ; OfiCE ......coooeevresennerssasnnses Res.

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

Provislonal DIagnosls.. .. eissisisssrisssssssssinsssssonnssssiosnis

Final DIagnosis ....ccoosiessspmme - thpess oo i

T LT T T T T T PP e

Infectious nature of disease : Yes/No
Outcome ; LAMA/ Stable / Improved / Cured / Died
g—

Advance Receipt No. .......cccoorrerrmreresnane Date .@6)]}% Retord filed by Dr

POFREL ceeromerisnsssssosnsnirssensssssomsussasiasssanmmsarapasssasnscaminsisasaibasss
Name & Address of accopanying relative .............cceseennns

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

----------------------------------------------------------------------------------------------

Phone : Offiee .....ccoccimmminsimisones Res.

FOR DELIVERY CASE ONLY

Daté'and Time of DEIIVENY ...cccerverreriiemnsrinnirernsanseesmsssneesanias
New Bomn : Male / FEMEIR ....ccveserssrsmessserassserssssessssssssessssss

Birth record filled by DI .......cccnmmimsniiresssammmnrmsmmsmssssesnse

~0. o S B EH Ehcrne N: 4 &
Admitting nf%wgr;i&m at ] Us

eceptionist

| hereby declare that | am getting admitted in this Hospital
on my own will. The expenses have been gxprainad to 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. | H’

Signature of Patient / Relative

||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||

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

Discharge Date

FOF B8 vicinismiiaismsi S Recelved / Refundable after adjustment of advance Rs. .......ccccniiianninen.

Authorised Signatory

Unit fConsullrxnlmA,ﬁ.ms..&ﬁﬂfgﬂ.yﬁim 0’



~ Preventive Care

By VIRAYAK

19795 EMERGENCY ASSESSMENT
name ... o AT ﬂ K. f"i\l L AGE [ SEX s 9"‘?@& DATE ﬂfz’ j?ﬁﬁ O i
Personal History Chief Complaints

Alcohol / Smoking / Tobacco

Chewing / other 1““’1{1;%]{,4 ﬁfhm hﬂruzl’l't o (;Duv :ﬂu"{
Wil
:::‘Irfl::tnr\r )Za lu.__!, ,,PC/\ILV}’ ;I)G“f rt ‘!,.J ”/L %’U—Ln J"l—{
Diabetes / HT /IHD / TB %7}} Qﬂaq L’J/% ij% ‘—fﬁkff b:J!T"
OTHER |
/ gEg,(ﬂ-J Mdﬂd’fy -Qﬁjr&f

Menstrual History

Current Medication B@w ]"'ﬂl ’4&“\ &

Vaccination Status 7'(1 a
\f’h:‘ U\

inital Assessment & Treatment

Examination \ h L’ﬁu
Pulse Rate -

BP- f’b-ﬂl Pertton Bowers e
Resp Hate-gé F{c.u MLAL

Temp - ' 51’&,“

Ht / Wt - C" 9—:1?' Q%

Dietary ﬁ.m
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