





Ref. No.; FRR/Vinayak/1055/2020-21
Dated: 05.10.2020

Jia vinayak Burn Centre Molda Initiative]

PROFORMA INVOICE f FUND REQUISITION REPORT:

Iratient Name: Master Rishi,

Sen: Male Age: B years,

|Father Name: Mr.Amit Singh.

Address: Kheri Colony Near Nahar NIT Faridabad Haryana.

|Piagnasis: Approx 45% Thermal Burn,

IDita of Admission: 05/10/2020

Overall Analysis: Thie patient - Master Rishi was brought in to cur hospital by bis Tather - Meamit Singh an Sth Qct, 2020, The child
has sustained Electrical Burn Injury due to accidentally coming in contact with 11000 high woltage while he was at home. The child

as playing at home at roof and contacted with 11000 high tension wire which is passing with his home so that he burnt . As a result
of the incident, the child has sustzined mostly 2nd & 3rd Degree Deep 3% TESA Tnermal Burn injury, The Burns are on hands
area legs area. The nature of injury is life threatening and requires considerable degree of specialist intervention and close
monitoring. The patient is a child of 8 years, the injury is of 2 grave nature. We plan to manage the child conservatively applying
wound dressing and debridement procedures to close the wound as early as possible Surgical Skin Grafting if reguired, would be
undertaken at a later stage, Chest Physiatherapy sessions and Pressure Garments would also be advised to achisve the best possille
results against & possible pulmanary collapse and for 2 contracture and scar free recovery .

Fund Requirement - During Hospital Stay
Please find below the detailed fund requirement for the first 4 Weeks of treatment.

IFunds - Hospital Stay{ICU and Ward) 75,000.00
IFundi - RMO, Nursing, Consultants & Specialists 65,000,080
IFtunds - Dressing & Procedures 05, 000.00
IF'unds - Rehabillitation |Physiotheraphy) B,000.00
IFunds - Medicines + Consummables + Transfusions 97,000.00
IFunds - Pathology & Dlagnostics 35,000, 00

Total [in numbers) 375,000.00

Tatal (in words):

Four Three Lakh Seventy Five Thousand Only




IFund Requirement - Follow Up
Please find below the detailed fund requirement for Follow Up period of 1.5 Month Post Discharge.

|Funds - Follow Up Visits & Dressings 5,000.00
Total (in numbers) 5,000.0:0
Total {in words): Five Thousand Only

|Fund Regquirement - TOTAL

Stage 1 375,000.00

Stage 2 5,000.00

Total [in numbers) 380,000,080
Total {in words): Three Lakh Eighty Thowsand Cnly

Kindly release the funds at the earliest for us to go ahead and execute the treatment for Master Rishi .

For Vinayak Hospital

(& Division of Yineyak Hospital)

Sth Floar, Vinayak Haspital, Sector 27, atta Market,
MH - 1, Molda - 201301 (UP)

ACYAD
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