





Ref. No.: FRR/Vinayak/10D08,/2026-27
Dated: 76062026

PROFORMA INVOICE / FUND REQUISITION REPORT:

|4 Winayak Burn Centre Nolda Initiative)

|Patient Mame: haster Suresh.

Sex: Male Age:8 Years.

|Father Mame:Paras Paswan.

Address:Ward Nurmber 1 Belauncha, Madhubanl, Bihar.

|Diagnasis: Approx 453% Thermal Burn.

IDm of Admission: 26,/06/2026

Qwarall Analysis: The patient - Master Suresh was broughl in to our hospital by his father - Mr Paras Paswan on 2600 lune 26 The
hild has sustained thermal Burn Injury due 1o sccidentally coming in contact with Bot il while he was playing al borme His motbe
wed & making food for her famiby suddenly Baster Suresh contacted with hot ol and got burnt _As 8 pesult of the incident, the child
has sustained mostly Ind & 3rd Degree Deep 15% TBSA Thermal Burn Injury. The Burns is on back area, face area hands and legs
areas. The nature of Injury Iz [Ite threatening and requires conslderable degree of speclallst Intervention and close monitoring. The
patient is a child of & years, the injury is of 2 grave nature. We plan to manage the child conzervatively a pplying wound dressing and
debridement procedures te close the wound a5 carly as possible Surgical Skin Grafting if reguired, would be undertaken at a later

sLage,

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
IFunds - Rehablllitation (Physiotheraphy] 8,000.00
IFunda - Medicines + Conaurnmables « Tranafuslons 61,000.00
lrunds - Pathology & Diagnostics 15,000.00

Total {In numbers) 235,000.00

Total [in words):

Two Lakh Thirty Five 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 5,000.00
Tetal [in numbers) 5,000.00
Total [in wornds): Five Thousand Only

IFund Requirement - TOTAL

Stage 1 235,000.00

Stage 2 5,000.00

Total {in numbers) 240,000.00
Total {in words) Two Lakh Farty Thousand Only

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