


Ref. No.: FRRVinayak/1006/2023-24
Dated: 14.05.200%

PROFORMA INVOICE / FUND REQUISITION REPORT:

|4 Winayak Burn Centre Nolda Initiative)

|Patient Mame: Master Shivansh.

Sex: Male Ape: 3.6 Years.

|Father Mame: Mr.Abhishek Chauhan

Address: Sector 45 noida G.B. Nagar(U.P.).

|Diagnasis: Appros 20-25% Thermal Burn.

IDm of Admission: 17,/05/2023

Qvarall Analysis: The patient - Master Shivansh was brought inote our hospital by his father - Meabhishek Chauhan on 17th May
2073, The child has sustained Thermal Burn Injury due to acadentally coming in contact with bot milk sohile e was playing al homes,
Iis mother was warming milk for family and he wes playing near to her suddenby he contacted with ket milk and he gor thermal
Iourn . s a result of the Incident, the child has sustained mostly Ind & 3rd Degree Deep 20-25% TRSA Thermal Burn injury. The
Burns is on chest area, shoulder, face, hands area, and back area. The nature of Injury i lite threatening and requires conslderable
degree of specialist intervention and close monitaring. The patient is a child of 3.0 years theinjury is of a grave nature. We plan to
manage the child conservatively applving wound dressing and debridoment procedures toclose the wound as carly as

Jeossible Surgical Skin Gralting il required, would be undertaken al a later slage,

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

IFunds - Hospital Stay[ICU and Ward) 55,500.00
IFundu - RMWIA, Mursing, Consultants B Specialists 50,500.00
IFunda - Diressing & Procedures 53,000.00
IFunds - Rehablllitation (Physiotheraphy] 3,000.00
IFunda - Medicines + Conaurnmables « Tranafuslons 61,000.00
lrunds - Pathology & Diagnostics 15,000.00

Total {In numbers) 238,000.00

Total {in words): Twa Lakh Thirty Eight 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 2,000.00
Tetal [in numbers) 2,000.00
Total [in words): Two Thousand Only
|Fund Requirement - TOTAL
Stage 1 238,000.00
Stage 2 2,000.00
Total {in numbers) 240,000.00
Total {in words): Two Lakh Forty Thousand Only

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

Far Winayak Hospital

[& Division of Vinayak Hospital]

Sth Floor, Vinayak Hospital, Sector 27, Atta Market,
WH -1, Mzida - 201301 [UP)
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