
S/D/Wof 

This is to certify that Shri/Smt./Kum. 

is suffenng from (Diagnosis) 

ALL INDLA INSTITUTE OF MED0CAL SCIENCES 
ANSARI NAGAR, NEW DELHI - 110029 

(Rupees 

DEPARTMENT OF ORTHOPAEDICS 

SItyau 

TO WHOM IT MAY CONCERN 

ENCL.: 

Sec- Se t Pek The Cost of the IMPLANTS is 

aged 

He /She has been advised surgery 

Devashi 

NOTE: - The cost of the prosthesis is the present markc tate and is dependent on the Foreign Fxchange jvalue at the time of purchase. The DEMAND DRAFT may be issued in che 
iamc. 8f AIIMS PATIENT TREATMENT A/C", alongwith the COVERING LETTER frora the Funding Agency and sento the Deptt. of Orthopacdics, AIIMS, New Delhi � 110029. 

> Patient's Personal Cheque, Demand Drafvor Cash is not acceptable 

1. Copy of OPD Card 
2. Proforma Invoice 

> The implants are to be made available athe time of admission / surgery. JAN 

UHID Noos326309 

> Estimate of the implants given abovc is provisional and can vary depending on the condiion and requirements during operative procedures. 

sNT 
Ra 

> Reimbursement imit of your organization/funding source may be less as compared to cCst indicated above and th¿ difference will have to be paid by the paticnt. 

Dated &|1|25 

Sentor Resi': t 
1/Doptt of Cthop 

frei/ALAM.S, Nw Del 

(Dr. 
Counter gtùre of Consulrant 

Dr BHAVUK GARG 
MS(Ortho) MAMS, MRCS, FACS, FCG, FIASA 

snard/.a3C: 

sTT fMTT/ Dep2tcii of Ort sp. 
AHIAfatASJMSNw Deir10029 

RS364 



ESTIMATE CERTIFICATE IN R/O PATIENTS SEEKING FINANCIAL ASSISTANCE FROM DELHI 

1.Narme & Age of patient 

2.Name of Hospital 

3.OPD/Regd. No 

4.Father/Husband's Name 

5.Address 

6.Diagnosis 

: J0s 326309 

AROGYA KOSH/NIDHI 

Cblok Nthuetelh aß6 
7.Financial Assistance required: 
(a) In case an operation is planned, the 

Expenditure likely to be ircurred: 

e,364 

(b) In case patient is undergoing a cyclical treatment 
Like chemotherapy etc., the total expenditure per 

Month or expenditure per cycle be given and delails 

Of iterns on which expenditure is to be incurred: 
(c) Details of any other expenditure: 

Detals of operation to be carried out (EsSont e Apgita 

Signature deati poc 
CBHAVUK 

GARG 

"It is certified that paiaotas 

fat/A92Cah10029 
sn/Pcla 

MS 
(Otho) 

MAMS, 
MRCS, 

FACS, 
PICS, 

FRASA 

Rtn 

fNTM/Dopatnen! ot 

Orthopac/cs 

given are true to the best of my knowledge. 

PHOTOGRAPHOr 

subm1ttcd soon after the treatment is over. 

Dr-BHAVUK GARG 

iAs (Otho) WAVS, RCS, FACS, FYCS, FIASA 

arGI/iofassor patmeat of Orthopaeddcs 

L 
/AJJA.S, New Deh11002: 

Signature of Hepd of the Deptt. 

"Itis further certified that the util1zation certificate of grants relcaf ary, AVbHITTAL 

NB: The estimate form should be filled by the treating doctor. 

IZ/P1essor & Head 

sfaN 
STT, 

Signature of the Medical Superintendent 

/nt ofl Orthopaetcs 

fr/A .Neu Deh 1luv29 

ot fhehokpita/ Mgalcal institution with Official Seal 



JAN LAKS 



MUeGI UHID:105326309 

Dro YOGESH 

o Ylo 3IO HO YGI/A.LI.M.S. HOSPITAL af f faT1/out Patient Department 

4Y TM 20D/FIAfs) 

Aera/Diagnosis 

Dupt No: 20230000008350 

H DEVANSHI DEVANSHI 

Rs/Date 

rMATA 

SULTAN PURI DEUHI DELHI NDIA 

Pollow Up Ptlent 

20 ceo 

General Ru D 

43) Beatt 

Bj 

TA Tn R/SMOKING IS PROHIBITED IN HOSPITAL PREMISES 
nI Room 

C-108 

F205 
Unil-, Odhopsdice. 

SAT TT 

Rapering. 10 3 50 
1486n024 

Ady 

20240403152 9 

T 

qotolo vtya io/o.P.D. Regn. No. 

Age 

TyUTr/Treatment 

OPR-6 

q/Address 

Niy pro cedure 

JAN LAKSHYA 

L Neuro Surgery opinibn 

CLPr Ashsu thawr) 

done-I4]2 

cleavamce 
for Sorfeg 

Chctorniby coreeso) 

CLEAN AND GREEN AIMS/ 1 Tl Ta, KUGI a heAC 

s0TGTA-Gua E 34ER/ORGAN DONATION-A GIFT OFLKE 
O.R.B.0., AlIMS, 26588360, 26593444, www.orbo.org Helpline1060 (2 hrs service) 

Resioen LAV MEANTA dosthopaedw 

meraaspatal.nhp-gov.in 



atn fTM/ Deptt. of Orthopaedics afta to/Senior Resident 
RD AKASHDEEP SINGH BALI 

LA 

6nonters 

LSndim 
hole 

Seolozs 

JAN LAKSH 

l6 

Toroar2024 

SAT HITA T. T, 

Unit-l Orthopodlcs 
F71 
C-108 

1s 
Follow Up Patlent 

SULTAN PURI DELHI, DEL HI, INDIA 
4Y 10M 16DFi(AÍtA) 

DIO YOGESH 

LIDEVANSHI DEVANSHI 

KDepl No 20230080000359 

n ÜHID.105328309 



OO YOGESH 

AS3Oep No. 20230000006359 
de DEVAN SHI DEVAN SHI 

4Y TM 200IFIafzn 

3Ho HIo 3Io Ho 34GlIe/A.JJ.M.S. HÓSPITAL aft f far out Patient Department 

Aa/Diagnosis 

UHIO: 105376309 

SULTAN PURI DEU DELHI NOA 

Follow Up Ptent 

fr/Date 

slaley 

MTt R ywna y t/SMOKING IS PROHIBITED IN HOSPITAL PREMISES 

iigvin 

20 ceho 

Genera Rs 0 

BË 

Queue 

Aoom 
C-100 

F205 
Unit-, Othopedics, 

SAT TT 

Adu 

Reperting 10 38 59 
14082024 

20240403152 14 

Age 

Roofdo tga Ho/0.P.D. Regn. No. 

3UR/Treatment 

De<orn 

Niy pro ceduyc 
JAN LAKSHYA 

OPR-6 

n/Address 

L Newro SUrgery opinbn P 

bne 

CLDr shsu 

h 

done-la]2 

for Sorfer 

CLEAN AND GREEN AIMS/R{ Tl IG, qUt 

3rma-utq4 E S4ER/ORGAN DONATION-A GIFT OF 

clearance 

AV ME 

thatwr) 

Senkt Res:ue 

s iespitel 
slk 

O.R.B.O., AlIMS, 26588360, 26593444, www.orbo.org Helpllne -1060 (24 hrs service) 



daldas 
AKSHYATH 



JAN 

HYA RUST 



H/ Namo DEVANSH1 

f/Gender 

Govt, of Natlonal Capltal Torrltory of Dolhl, Indla 

(lssuod undor nocilon 1217 ol tho Rogistrotlon of Birtha and Doaihs Act. 1969 and Rulos W13 of the Dulh 
Ruglsiralion of Aliths and Denlhu Rulos, 1999) 
This (s lo cortily that the lollowing lntormallon has beon lakon from tho original rocord ul larth wkcth s Ihe 
Rogisior lor RON ZOE Zone ol Norh Delhi Municupal Corboroion. 

Fealo 

Iaia/Dato of Birth 29092010 

Norih Dolhl Munlcipal Corporallon 

alit ol ll|/ Name of Mother PINKY 

(Address of paronis at ihe umo of bintl) 
DA100, SULTANPUR; DELH-110086 

Mol/PIaco of Birth YADAV HOSPITAL & MATEAATY CENTRE, P.y235 SULTAN PUR, NEAR POLKCE STAION, DELH110Der 

ll o aA/ Namo of Falhar YoGESH KUMAR 

(Permanont Aaress of paronts) 
D-/100. SULTANPÚRI, DELM- i10006 

Date of Issue 

Birth Cortitlcato 

olo Cotia Dale of Reglstralion 15/102019 

joloz iAy Registauon No. 

1V122010 1033:28 

AKSHYÆ 

TRUS 

srds q d tsu rea 

FORM-S 

MCDOUR-219-007395AB1 

This cortficalo ls compulor ganaraled and does nol (oqulro any.soolslgnalure In original. The rogislralon no. is unique to 

cach ovont. Tho Authentlclty can be vetfiod athtp/l/mcdonno.gov. ln/rlndrno mcdportalanser 
ENSUREREGISTRATIQN OF EVERY BIRTH & DE TH 



2 

3 

4 

5 

6. 

7 

8 

9 

APPLICATION FORM FOR FINANCIAL AID 

Name & age of patient: Dewanshi a 
Father/Husband s name: gesh Kuman 

Residential Address( Attach-photocopy of Hno-loo,4blok 
the relevant documents) BRING ORIGINAL Sultenpni documents at the time of submission of ath u application. 

||D086 
Name of disease, since when suffering & treatment 
Required 

Name of the hospital from where taking treatment. 
(attach a copy of O.P.D slip) 

Financial assistance required 
Estimate certificate certified by HOD & Med.Suptd. 
to be attached in ORIGINAL. 

Two passport size prtbtographs.of the patiênts 
duly attested by M.s/Treating doctor/Consultant 
be enclosed out of which one should be pasted on 
estimate certificate and the other on this 

Whether the applicafnt has taken such assistance 
from any other sources if so give details. 

Whether the applcart has taken the assistance 
from Delhi Arogya Nidhi/Kosh earlier also, if so, 
detals thereof.. : 

blbde 
delhi 

oH UK GARO 

s,364| 

No 

o MAMS, MRCS, FACS,FYCS, rA3A 
Srerd/Prc-s.x 

frT/Departmant of 

It is certified that the information furnished above is true to the best of my knowledge & belief and 
that I am in no position at all to arrange for/provide funds for the purpose stated above. 

SIGNATURE OF THE APLICANT/PATIENT 

(Please bring Original Documents at the time of submission of application) 

application 
form. 



PATIENT NAME DEVANSHI 
BIS/MRD NO. 

DEPARTMENT 

SNO 

2 

3 

1082251715 

oRTHOPAEDICS 

|Pedicle Screws 

AMRIT PHARMACY ORTHOPAEDICS IMPLANTS AIIMS 

Perla Palyakial 25SD Screw 

Connector 

DESCRITION 

Set screw (Packed with the screws) 

|Prebent rod S.5 Titanium 

PARTICULARS (SPINE ART PERLA) 

C/o HLL LIFECARE LTD 
(A GOVT OF INDIA ENTERPRISE) 

GSTIN O7AMACHS5980123 

ESTIMATED QUOTATION 

TOTAL AMOUNT 

ALL DISPUTES ANE SsUBIECT TO OF LH UWSOICTION 
GO0DS ONCE SOLDWILL NOT et TaKEN DACK 

DATE OF CHALAN 

DOCTOR'S NAME 

CHALLAN NO. 

12 

PAICE 

282744 

121384 

7112 

23562 

23562 

518364 

AUTHORIZED SIGNATORY 

AMRIT PHANMACY ORTHOPAEDICS IMPLANTS AIMS IoSPITAL 

|17-10-2025 

HLL Lilecaro Limilod 

DR. BHAVUK GARG 

11632 

,PiCG, FIMSA 
Dr. BHAVUK GARG 

MS (Ortho) MAAS, ARCS, FACS, 
srgTd/Prolsc 

RTÜT fIgn/Depadment of 0:opacc.s 
.41.1. AS.tleu Ceh-110028 

REMARKS 

Ai5 



mUHiD:105326309 

Dept No: 20230080006350 

DIO YOGESH 

dTTál/ DEVANSHI DEVANSHI 

5Y 11M 10D /FAufge) 

aftn r /out Patient Dfartment 

Follow Up Patient 

JIT 4 yiqra FI/ SMOKING IS PROIBITED IN HOSFITAL FREMISES 

sULTAN PURI DELHI, DELHI, INDIA 

AeA/Diagnosis 

Ris/Date 

o9a|25 

General Rs. 0 

Ququs 

pHIRoom 
C-106 

Cord k le. 

Nosolit cord. 

F145 
Unlt-1, Orthopedlcs 

Repertng: 10-59:59 
Da0912025 

tolefto rta /0.P.D Regn. No 

Age 

gYrN/Treatment 

OPR-6 

Atw 

T/Address 

Bot 

to o Coo non a 

Dr. AKASHDEEP SNGHBALI 
984, S (Otho) DNB (Ortha) burgh 
uft/Settor Resident 

afn faATM/ Dept of Ortiopaedics 
6 fte/A.LLM,S.. New Delh-2 

JAN LAKSHYA TR 

CLEAN AND GREEN AIMS/ T TÂl K4, Qwal I T 
3iZTH l I jl qVER/ORGAN DONATION -A GIFT OF LIFE 

oREO. AllMS. 2658E 360, 26533444, vww.erbo.org Helpl1ne -1060 (24 hrs service) 
meraaspatal nhp.gov.In 



Genew 

193 CAM 

F173 

Fiet & te l ats the hmes 

JAN L 

F186 

KSH 

Vial Markers 

TRUST 

et a 



slo,dlo,wlo Yosesh Kunmaro|00, D4block 
�alede JeaLsT helh do hereby'solemnly atfirm and declare as undor 

1. That I my wife husband son ldaughter namely eQanshi_ has been 
suffering with CokScolioje disease and is under treatment at 

hospital for which the approximate expenditure shall be to the tune 
of Rs.5,12,264as certifed by the hospital authorites. 
2. That my total family income is Rs. &,nao (Rs.Eiet month. The source of income is by way of CoueGive 
specific details). 

S. 

3. That the details of members in National Food Security Card is as under: 

1 
2 

Deanghi 

3 
4 

5 
6 

Name & Age 

UNDERTAKING 

P o4eah Kunan 38) Fa thea 
Yash 0Sun (2) oth 

VERIFICATION: 

Relation 

Verified at New Delhi on this 

4. That I am not in a position to bear the expenses of the treatment and ann applying 
to Delhi Arogya NidhilKosh for financial assistance. 

WITNESSES 

5. That I know that to make a false staternent is an offence punishable under relevant 
Act and law and whatever is stated above is true to the best of my knowledge and 
belief. AKS 

S No. Name & Address 

day of 

Profession 

Student 

this affidavit are true and correct to the best of my knowledge and belief. 

1.Fbwez Ahmed R-o- D48,Sutanpui 

Income per 
month 

Nithai Jothust Dethi ||oDB6 

Signature 

2015 and that the contents of 

DNENT 

oepdMENT 

2.Paioun kuman l-||S,D4 bhc swtanpi Wath oestbelhi (|0086 
(in case patient Is a minor, the deponent would be father, in case patient is housewife 

deponent would be husband, in case patient is adult and self dependent he/she would be 
deponent ) 

:nY 


