


Ref. No.: FRR/Vinayak/10005,/2026-27
Dated: 01.06.2006

PROFORMA INVOICE / FUND REQUISITION REPORT:

|4 Winayak Burn Centre Nolda Initiative)

|Patient Mame: Ba by Aarishi.

Sex: Female Age: d Year: .

|Father Mame: Ankit Fanchal.

Address:Ganesh Chowk Mohalla Takaky Saharanpur Uttar Pradesh.

|Diagnasis: Approx 30% Thermal Burn.

[Date of Admission: 31/05/2025

Owersll Analysis: The patient - Baby Avishi wes brought in to our hospital by her father - Mr.Ankit Panchal on 31th May 2026 The
child has sustained thermal Burn Injury due to accldentally corming In contact with hot water while he was &t home. Her mother
wia s boiling water for her family, suddenly baby Svishi contact with hot water and got burnt #s a result of the incident, the child
has sustained mostly 2nd & 3rd Deprec Deep 30% TBSA Thermal Burn Injury, The Burns is on legsarca and back arca | The nature
of injury is life threstening and requires censiderable degree of specialist intervention and clesemanitoring, The patient is a child of
4 years, the injuryis of @ grave nalure, We plan (o manage the child conser vuliveﬁﬁupllﬁns wotind diessing and debridement
lorocedures 1o close the wound as early as possible Surgical Skin Grafting if required, would be underraken at a later stage,

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

[Funds - Hospital stay 41,000.00
IFundu - RMIA, Mursing, Consultants & Specialists 42, 000.00
IFunda - Diressing & Procedures 45,000.00
IFunds - Rehablllitation (Physiotheraphy] 4,000.00
IFunda - Medicines + Conaurnmables « Tranafuslons 69,000.00
lrunds - Pathology & Diagnostics 15,000.00

Total {In numbers) 216,000.00

Total {in words]:

Twe Lakh Sinteen 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 4,000.00
Tetal [in numbers) 4,000.00
Total [in words): Four Thousand Only

IFund Requirement - TOTAL

Stage 1 216,000.00

Stage 2 4,000.00

Total {in numbers) 220,000.00
Taotal [in words) Two Lakh Twenty Thousand Only

Kindly release the funds at the earliest for us to go ahead and execute the treatment tfor Baby Avishi .

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

A Unit of Chaudhary Nursing Home Py Lid,

Room M.
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