DEPARTMENT OF ORTHOPAEDICS

ALL INDIA INSTTTUTE OF MEDICAL SCIENCES
ANSARI NAGAR, NEW DELHI - 110029

| Dated __&]11 28"
b TO WHOM IT MAY CONCERN

Ihis 1s to certify that Shri/Smt./Kum. - @ evavshy :
S/D/W of P\/c:}e;slq aged__8J* UHID NQ)‘; 224209
is suffenng from (Diagnosis) C-r"a . S cobarns ( ? N
He /She has been advised surgery | 4 "’"""e"": Cc t6
SCC- g N Pt )iy Costof the IMPLANTS is 12,364

-

(Rupees Tve { Gl (g Atee n_ o
S xtj: ~tau m.ajJ

/
Ahwie  Furded

NOTE: - The cost of the prosthesis is the present mig ate and is dependent on the Forein
?xchan c]faluc at the dme of purchase. DEMAND DRAFT may be issued in the
ame 8f ®ATTM A N R A/C.", alongwith the COVERING
LETTER frora the Funding Agency 1 the Deptt. of Orthopaedics, AIIMS, New
Delhi — 110029.
> Padent’s Personal Cheque, Dcma%ﬂr Cash is not acceptable.
» Th< implants are to be made avgilable $uthe time of admission / surgery.
> Esumate of the implants given © 15 provisional and can vary depending on the conditon 2nd
requirements during operative proGgdures.
» Reimbursement limit of y anization/funding source may be less as compared w0 cost

indicated above and rhg'ffcrc ¢ will have to be paid by the patient.
-
N L Seee

Counter Yigaetiire of Consulrant

\ ~ g N % fam
- _ VUKGARG .
" Dr. MRS Ea03, FIOG FIl
ENCL. TS OmONMANS, I s \
1. Copy of OPD Card /DeI.:”--"‘"-: iol 03P o0
2. Proforma Invoice mﬂ‘iﬂﬂ“ 731105 New Dt
@ o i
” Somor Ras - s
Rk ‘EN”/DW Of Cithopi:n
s frw/ New Deiy
pt ) ) )



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

1.Name & Age of patient Duo.ng'}..'an\ 6

2.Name of Hospital A@_q_m S Nees Dl
3.0PD/Regd. No : 10§33 6309

4 FatRer/Husband's Name

: 706—’9(\ Krmare

5.Address H“b__‘bb DY bledk QLJ‘\-nn i :

6.Diagnosis C—b\otk_ N hﬂ\wuw'\—bdk BB 6 -‘L s\'rg:;
ol ) r}:as FA

1.Financial Assistance required: Q_g §' ®, 24 \_1 ‘..._ 45 loml %{mda

(8) In case an operation is planned, the

N, ﬁ::g.%/ AUIAS,HE
Details of operation to be carried ot (* € » s Gt 2 A-ﬁ,e,,u-t....

<
Expenditure likely to be izcurred: e S, | Q_ 32{:( QC—J
~

(b) In case patient is undergoing a cyclical treatment
Like chemotherapy etc., the total expenditure per k NC‘
Month or expenditure per cycle be given and d{-‘lal|5 I
Of items on which expenditure is to b_f_.f mcu_m_:_d.

(c) Details of any other expenditure;* - _—

Signature

*Itis certif;:é"d_.fhﬁf--pac_l__inﬂa‘}'é given are true to the best of my knowledge.

*It s fur(hercertlfled that the utiization certificate of grants rele if any, ﬁmb\g\\ﬂw & Head

;P
submyttcd soon after the treatment i1s over. - u.;r:‘f‘:;‘ ommnfgf:h_j;
v Wn‘q ‘“;‘.ilfi;ﬁ./ﬂ“
QM-

Sign e of the Medical Superintendent
of 440/

pital/Mgdical Institution with Official Seal

NB: The estimate form should be filled by the treating doctor.
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T o 8, Red) me,
Govl. of Natlonal Capltal Territory of Dalhl, Indla 4

Lgn) i Ay North Delhl Municipal Carporallon
LG RE
Birth Cortlficate

(Isaued undor soction 12/17 of tha Ragisiration of Bitha nd Deatha Acl. 1969 and Rulas #/17s of the DN
Reglstration of Alrths and Denlhe Rulos, 1999)

This is 1o cortily (it the lollowing Information has beon lakon from Ihe origingl rocord wlklarth which s he
Rogisler lot RO ZONE Zone ol North Delhl Municupm___;:br'oqmuan.

wlll/ Name

DEVANSHI

[da/Gender  Female
12121 /Date of Birth  2w/002010

11006}

220l IPlaco of Birth YADAV HOSPITAL & MATERMTY CENTRE, P-¥235 SULTAN PURI, NEAR POLICE STATION, DELH-

i1 ) bl Name of Molher PINKY

Rren @1 @3t/ Name of Falher YOGESH KUMAR

am) & Sed @ e amen-fao o1 gal
(Address of parenis at 1N Umo of birth) '
D-4/100, SULTANPURI, DELHI-110086

ara-Iden @1 @Rl am

(Permanont Acress of parents)
D-4/100. SULTANPURI, DELHI-110086 »

tollwwl [Soliay Dale'el Registralion 15102018

yollwzon uxily Regislralion No. MODOUR-2218-007295481

arll ow@ ol A
Dale of Issue 1V12/2010 10:33:28

This certficale Is ;mputor generaled and doesnolmqulm any,snwslqpx_'atulm In origlnal, The regislralion no. fs unique to
gach evont. Tha Authenlicity can be leﬂy_d oty I[Hpﬂlfmadonﬁe.gov.hﬂ{gﬂ#rhd_n@mvmw
s o @ 9 & GiwTT GRRaA BT ENSUREREGISTRATION OF EVERY BIRTH & OEATH

EOT =T -2 1S AR o




o | APPLICATION FORM FOR FINANCIAL AID

1 Name & age of patient: ‘bulaﬂ%\); ad é\a/\h

2 Father/Husband s name: "f c:ju’.}\ Kouwnar
3 Residential Address( Attach-photocopy of Hwo —lvo, ‘\BH block

the relevant documents) BRING ORIGINAL S\ 4o, npuni ¢ lbis e )2’

do ts at the time of ission of ,

I:Lfme_n s at the time of submission o NariTh Tclelh;
application.
EeL12YS

A. Name of disease, since when suffering & treatment  (* é‘.{.ﬁ f ¢ (sh

R d : v —p “'RQS,F‘GE

equire e TR o WS s gcs
4 i e Ak

Name of the hospital from where taking treatment. F\rj_(j_ & s iy '

(attach a copy of 0.P.D slip)

(5]

6. financial assistance required »

Estimate certificate certified by HOD & Med.Suptd .3 £ ‘_1 IF__-
to be attached in ORIGINAL. P

7. Two passport siz;BHbtog:;aphs-qf the patiéqts
duly attested by M.S/Treati?ig doctor sultant 7 24

be enclosed out of which one shou sted on
estimate certificate and the ot his lication
form.
8 Whether the applicafit has taken such assistance No
from any other sgurces if sgf give details.
9 Whether the 1 has taken the assistance
from Del Nidhi/Kosh earlier also, if 5o, No

detal ereof . -

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

SIGNATURE OF THE ARPLICANT/PATIENT

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



T R AR UL f/ FILL Lifecare Limited
L ted vmlnl =yew
AMRIT PHARMACY ORTHOPAEDICS IMPLANTS AlIMS
C/o HLL LIFECARE LTD
(A GOVT OF INDIA ENTERPRISE)
GSTIN DFAAACIHSSIEILIZT
ESTIMATED QUOTATION
PATIENT NAME |DEVANSHI DATE OF CHALLAN 17-10-2025
BIS/MRD NO. |1082251715 DOCTOR'S NAME DR. BHAVUK GARG
DEPARTMENT |ORTHOPAEDICS CHALLAN NO. 16321
snD DESCRITION ary PRICE REMARKS
PARTICULARS (SPINE ART PERLA)
: Pedicle Screws 1 paal
2 Perla Palyaxial 250 Serew ’ 1
3 Setscrew (Packed with the screws) z
b \Prebent red 5.5 Thanium 562
s 23562
Connector
|
=
" TOTALAMOUNT 518364 g
AV ﬂfﬂ:“ A ILCH B C-S')
AN = hn P r\ \
AUTHORIZED SIGNATORY §°//h 15 P N
[ ‘° /N N3 \
‘ I ‘.' ‘\n.\..‘ '\‘ X A
lllﬂlll"u'l'[l.llll!.lll{ﬂ‘ﬂ“u!l I SDACTION | : "J. L] ..
GOODS ONCE SOLD WILL NOT BE TAKEN BACK | 1\'_ s % R
\l. \ =
AMRIT PHARMACY ORTHOPAEDICS IMPLANTS AlIMS 11OSPITAL - /’,i‘—\, y
= r'l/>
e
g al e
h@ Dr. BHA WKGARG o
-;r (W)M MRCS, "sc; .
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UNDERTAKING

L, Devani sfo,&ﬂa,wlo ) ro]°9, NY hinele SuH-unPw\;
Clolaele m@qgggﬂ: De lb} do herebysolemnly affirm and declare as under :-

1. That | I/ my wife / husband l son [daughter namely

has been
suffering with V) o~ disease and s under treatment at
AzaM e hospitdl for which the approximate expenditure shall be to the tune

of Rs.5,1R, R 64 |.-as certified by the hospital authorities.

2. That my total family income is Rﬁ-a,aanF (Rs.E W per
month. The source of income is by way o 1 h Give
specific details).

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

Name & Age Relation Profession lncomapgr
rnonth

)

1__. ?) | 0 \
5 Y)%lhb_]&umm @2_%.; - mﬁ% ==
-i:_.‘.toa,h_ um.EL.(i?-)_ Bosthen _s_i M"“‘nﬂ ‘f__.
5 |
6

. 4

DNeuany 6D | QL” i

- .

v .-\‘ ; .\' b,

=y
-

4. Thatl am not in a position to bear the expenses, of the treatment and am applying
to Delhi Arogya Nidhi/Kosh for financial asslslance

5. That | know that to make a false statement%&\an bffence punishable under relevant

Act and law and whatever is stated above is trile to the best of my knowledge and
belief. v N

DEPONENT

Verified at New Delhi on this .......... day of v 2015 and that the contents of
this affidavit are true_“an_l;‘t- correct to the best of my knowledge and belief.

S No Name & Address Signature

VERIFICATION :-

Wy ESJSES%

Q) X elnl {5086 _ o

(In"case 5alient is a minar, 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 )



