CAUSELESS HAPPINESS ORGANISATION-REGISTRATION FORM

SPONSERSHIP FORM FOR FINANCIAL ASSISTANCE FOR MEDICAL TREATMENT

PATIENT REG NO : CHO/585/ DATE : 12-04-23

BENEFICIARY DEMOGRAPHY
PATIENT’S NAME :SUMIT KUMAR YADAV
AGE: 03yrs

RELIGION : HINDU

GENDER :MALE E FEMALE |:| TRANSGENDER |:|

PATIENT’S FAMILY DETAIL ( IN MIN 30 WORDS)

Baby Sumit is suffering with Retinoblastoma Eye Cancer and his treatment is going on AIIMS
Hospital. Sumit’s father is currently unemployed and hardly earns bread for his family. They are
in very miserable situation currently, kindly help child for his chemotherapy and surgery
treatment.

GUARDIAN ‘S DETAIL :
FATHER’S NAME: Mr. Manoj Kumar Yadav MOTHER’S NAME : Mrs. Manju Yadav

OCCUPATION: Unemployed OCCUPATION : Housewife

SIBLING : BROTHER| 1 | SISTER TRANSGENDER )

FAMILY INCOME: NA

TREATMENT DETAILS:

PATIENT SUFFERING FROM :RETINOBLASTOMA EYE CANCER

TREATMENT PRESCRIBED : CHEMOTHERAPY AND EYE SURGERY

APPROXIMATE EXPENSE FOR WHICH FINANCIAL ASSISTANCE REQUIRED: Rs. 1,50,000 (Approx)
TREATMENT IS DONE AT : AIIMS Hospital, New Delhi

DECLARATION:

| HEREBY DECLARE THAT THE INFORMATION GIVEN ABOVE IS TRUE AND TO THE BEST OF MY
KNOWLEDGE.I AM NOT IN THE FINANCIAL POSTION TO ARRANGE FUNDS REQUIRED FOR THE TREATMENT
OF MY CHILD.I AM FULLY AWARE OF THE FACT THE ORGANISATION WILL BE RAISING FUND FOR THE
TREATMENT OF MY CHILD AND | HAVE NO OBJECTION WITH IT.

(SIGN OF THE FATHER/GUARDIAN)
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Dr. Rajendra Prasad Centre for Ophthalmic Sciences
ALM.S., New Delhi-110029
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%3\ LABORATORY ONCOLOGY UNIT, Dr B.R.A.IRCH, AIIMS, New Delhi
& NCI-JHAJJAR, AIIMS

Requisition form for Routine Investigations

UHID : ®  (linical Diagnosis:
@  (linical Details:
Name : f?Q/JML l24 I(Bt\/‘r% ‘
®© ‘Payment status:
Age/Sex : Paying
EHS (No )
Exempted by (Sign and Stamp)

Investigation Requested

Parameters Cost Parameters Cost Parameters C.ost Parameters Cost
LABC"{*DLC Free /‘ Total Bilirubin Free FSH 200 HIV Free
CBC+DLC+ Reticulocyte - Free k Direct Bilirubin Free LH 200 HBsAg Free
PT Free \ SGPT/ALT Free Es&adiol 225 HCV Free
INR Free / SGOT/AST -Free Progesterone 295 IeG Free
APTT Free Total protein Free Cortisol 200 IgA Free
TT Free / Albumin Free Vitamin D 200 IgM Free
D Dimer Free kAlkaline Phosphotase Free Testosterone -200 AFP Free
Fibrinogen Free GGT Free SISTES T 200 CAIl25 500
Glucose R Free Amylase | Free FT3 Free CA19.9 100
Glucose F Free Lipase /////////////////////// 04 @497 Free CEA 205
Glucose PP Free Magnes = LCogg ////////// 200 PSA 275
GTT-50g Glucose Free Choleste ///////////////////// %4049 200 Free PSA . Free
GTT-75g Glucose Free Triglye SU”J‘IT ///////// 312 100 B-HCG Free
GTT-100g Glucose Free VLDL © Free HbAlc 150
= =5 = s _I-:I W T Nal;;questing Doctor
{\\ Creatinine Free HDL . Iron Free VJ/
) Uric Acid Free: LDH - Transferrin 100 | Sien
/ Calcium : Free CRP 28 Ferritin Free
'“} Phosphorus Free IL-6 Free TIRC i Seal
| Sodium Free Procalcitonin 1350 Troponfin 35
Potassium. Free Prolactin 200 CK-NAC 1235
Chloride Free PTH | 200° CKMB | 100
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All India Institute Of Medical Sciences, New Delhi

UHID: 106040497 Ses Male

Patient Name : Mr. SUMIT MANQJ YADAYV Sample Received Date ; 24-Mar-2023 18:07 PM

Age : 2Y 10m Department : Paediatnces

Lab Name: Dept of Laboratory Medicine Lab Sub Centre: Smart Lab New OPD Block *

Reg Date : 24-Mar-2023 18:07 PM - ‘Sample Collection Date: 24-Mar-2023 13:42 PM

Recommended By: Dr. 8. K. KABRA Lab Reference No: 2312211776

Sample Details : LH2403231329 Sample Type : Whole Blood m "
Report

HEMATOLOGY i -

Test Name (/o cionon ) Result N UoM Reference

Hb 15 i 7.70 e/dl 11.0-14.0

Hematoerit oo vow o 27.80 %% 34 - 40

RBC count owion 3.72 - 1076/l 40-52

WBC count i e flow citomen 5.92 107/l 5.0-15.0

Platelet count oy _368.00 1073/uL 200 - 490

MCV «atcutarcat 74.70 L. Ry

MCH i uruturd) 20.70 pg 24 - 30)

MCHC ticid) 27.70 g/dL

RDW-CV ¢ iouiu 31.20 Yo =

Neutro i et T 27.50 %o 30-60%

Lympho 7z s i 59.10 ’ Yo 29-65%

Eosino /e o 0.50 % 1-4%

MONO (7 /ot v tomen i 12.70 % 2-10%

NRBC ( Y%

Baso /i on s 0.20 % 0-1%

Neutro - Abs « ot 1.63 104wl 1.5-8.0

Lympho- Abs ¢ oo 3.50 10/l 6.0-9.0

Eosino - Abs /vl 0.03 107/l 0.1-1.0

Mono - AbS s 0.75 10%ul 0.2-1.0

Baso - Abs i 0.01 10%/pl 0.02 - 0.1

Remarks: Microeytic Hypochromic Anemia. Advice: 1. Iron studies, 2. Reticulocyte count. Kindly
correlate clinically

----- L:nd of Report-----
Dr. Sudip Kumar Datta Dr. Tushar Sehgal Dr. Sunecta Mecna Dr Kundan Kumar MD (Lab
(Biochemistry & Immunoassay) (Hematology & Coagulation) (Serology) Medicine)

24-Mar-2023 19:30

X % . > ~
Attenfion: Please collect blood samples by puncturing the rubber cap of the vacutamners. Manual opening of caps and filling it must be
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All India Institute Of Medical“Sciences, New Delhi

UHID: 106040497 Sex : Male
Patient Name : Mr. SUMIT MANQJ YADAV Sample Received Date : 24-Mar-2023 16:43 PM
Age : 2Y 10m Department : Paediatrics

Lab Name:
Reg Date :

Recommended By:

Sampic Details : LC2403231868

Dept of Laboratory Medicing
24-Mar-2023 16:02 PM
Dr. 5. K. KABRA

Lab Sub Centre:
Sample Collection Date:

Lab Reference No:

Sample Type : Serum

Smart Lab New OPD Block*
24-Mar-2023 13:42 PM
2312211187

Report
BIOCHEMISTRY i
Test Name v Result - UOM Reference
i - o SO | o=l e 0 _
Urea ’ 24 mg/dl. 17 - 49
Creatinine . Sy 0:2 mg/dl. 0.2-04
Uric Acid (v 2.6 mg/dL 3470
Calcium  ~ e 10.0 mg/dL 8.8-10.8
Phosphorus 4.8 mg/dlL 2505
Sodium 0 5 : 138 mmol/L. 135 - 145
Potassium 4.3 mmol/L, 3.5-5.1
Chloride 7. 104 mnrml."l_ 98-107
Bilirubin (T) 0.14 me/dL 0-1
Bilirublin (D) - 0.09 mg/dl. 0-0.2
Bilirubin (1) i itod 0.03 mg/dL 0-0.9
ALT 21 /L 0-26
AST 14 38 U/l =40
ALP 296 U/ 142 - 335
Total protein . 6.3 o/dL 6.0-8.0
Albumin ;7 4.4 e/dL 3.8-34
Globulin 2.0 g/dl. 3= 5.4
A/G ratio « 2.2 0.8-2.0

Dr. Sudip Kumar Datta
(Biochemistry & Immunoassay)

Dr. Sunceta Mecna
(Scrology)

Dr. Tushar Schgal
(Hematology & Coagulation)

Dr. Ramji Rao Ramijinni
24-Mar-2023 20:09

Attention: Please colleet blood samples by puncturing the rubber cap of the vacutamers, Manual opeming of caps and {illing 1t must be

2 R i . . : < : 1 : 1
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All India Institute Of Medica] Sciences, New Délhi

UHID: 106040497 Sex : Male
Patient Name : Mr. SUMIT MANOJ YADAV Sample Received Date : 28-Fcb-2023 18:38 PM
Age ; 2Y 10m Department : Neuro Anesthesia .
Lab Name: Dept of Laboratory Medicine Lab Sub Centre: Smart Lab New OPD Block
Reg Date : 28-Feb-2023 18:38 PM ! Sample Collection Date: 28-Feb-2023 15:32 PM
Recommended By: Dr. 3. K. KABRA Lab Reference No: 2312112776
Sample Details : LH2802231453 Sample Type : Whole Blood
Report <
HEMATGOLOGY
Test Name : irooooio Result UoM Reference
HDB (575 promoson s 7.60 g/dL 11.0 - 14.0
Hematocrit /i e 28.00 % 34 - 40
RBC count /1rp i s 3.76 - 1076/l 4.0-5.2
WBC count s 5o cmmn s 5.02 10%/ul 5.0~ 1510
Platelet count «opton o - 30800 ‘-/ ]OA?’/”’L 200 - 490
MCYV i« crcuioen; 74.50 L. 75 - 87
PJC}i flalcniated; 20'20 pg 24 X 30
MCHC ¢ wrcuiarcrs 27.10 g/dL :
RDW-CV o vvivia 31.40 % 11.6 - 14
Neutr(} b flesy cvpeaep ) : 26'30 - % 30'60%
Lympho oo st i, 59.60 % 26-659,
Eosing oo o i ¢.20 % 1-4%
P‘/]OHO 1 fuen fesy eyromnctiy 13-70 % 2- 10%
NRBC 1 %o
BaSO tHfen. flow crpameny s 0.20 % 0-1%
Neutro - Abs .0 e} 1.32 103/}11 1.5-8.0
Lympho- Abs ¢ .00 s 2.99 10%/ul 0.0-9.0
Eosino - Abs « v 0.01 107/l 0.1-1.0
Mono - Abs v jir o, 0.69 107/l 0:2-1.0
Baso - Abs /.0 0.01 10%/ul 0.02 - 0.1
----- End of Report-----
Dr_. Suqm_Kumar Datta Dr. Tushar Sehgal Dr. Suneeta Meena Dr Ranjan Yadav MD (Lab
(Biochemistry & immunoassay) (Hematology & Coagulation) (Serology) Medicine)

01-Mar-2023 00-58
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o s ecate of M SUMIT MANOJ YADAV an... http://192.168.1 5.S/ehospitaI/Ward/Discharge’[émp!ete/prinr[)isch‘: r

A 0 M oFS el

Dr. Rajendra Prasad Centre For Ophthalmic Sciences
= ALL INDIA INSTITUTE OF MEDICAL SCIENCES (AIIMS),New
—Delhi, 110029 = —_—
Discharge Report ]
PROVISIONAL DISCHARGE CERTIFICATE

pat = =

UHID : °~ 106040497 Cr No: R-033545-32 . |
Nzme: Mr. SUMIT MANQO] YADAVY Department: R. P. Centre (Eye Centre)
Age/Sex: 2 vears 5 mons 9 days / Male Unit: Unit-vr ozli = I f L{ Qi
Ward Name: 1A i . Bed No.: 121 __'_______.——-""’
Address: KHA]"O[IA, JAUNPUR, UTTAR PRAD}:SH, INDIA 81 ! (e} \ ! Q._
. Drug Allergy,if any :- L = il
Mobile Na: 9054137163 ( g AlleroyifanyEsy
Date of admission: 05/10/2022 11:09:08 AM l
[ |
Date of Discharge ; 08/10/2022 08:22:00 AM | 4 i
- — e S —— =
/ \
ICD Code: ~H36 > |
ICD Description: Retinal disorders in diseases classified elsewhere i
| Diagnosis / :
. - RE FORR ,'
LE MULTTF OCAL GROUP B RE?'IINOBLASTOMA
]
[ Investigation
Systemic NII ,‘ Ocular VA (CARDIFF)
) | RE DOES NOT FOLLOW LIGHT
| LE 6/12 AT 50 cM
I 0P
RE DIG LOW i
! LE DIG NORMAL
Treatment/Operative Procedure
Surgeon DR LOMI ! Surgery RE ENUCLEATION UNDER GA
Date 8871072022 i OPTIC NERVE STUMP 16 MMPLANT Szt 20 MM i -
S SILICON
0% : N
]
Condition at Discharge }
Vision NA | 100 DIG Low |
Anterior Seg. MILD WATERY DISCHARGE f Posterior Seg, NA |
WOUND OPPOSFELY |
CONFORMER INSITU i = |
Le g.azg ‘{“2‘;2‘_.; S e SRR B = . =
| Advice During Discharge 2" o 2 ; . !
|
Oral S5YP IBUGESICS PLUS 2.5 ML TDS FOR 5 DAYs l l Topical .RE |
SYP DIGENE 2,5 Mt OD FOR 5 DAYS e & .21 K ‘ E/D MILFLODEX 4T/D 1 WEEK i
Follow Up WITH DR LOMI IN 1428 AT 2PM ON 12/10/22 £/D ARTIFICIAL TEARS 61/D FOR 1 wrek .
BRING HIS TOPATHOL OGY REPORT — Position

T plosy— Z&il’») - T T
Pee-op ¢ s

VER K 2 ¢ Gmv 108 nres

Prepared By: Dr. Arnav Panigrahi

% . Signature Of Senior Resident

M\ Date & Time
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stitute may
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va;% ;g'n{ 2 GUD rformtguch .

L € :ess.ary or
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P T BIS P Y& V& FAT IRl H @M & H7 & 9o w0t @l |
Kindly keep this Card safely and bring it on your foliow—up VIS[:.% I ention
1. qHUH RV 2. BT BPE Dacl FSEH _ﬁﬁ@ﬂ 3. %‘NZ‘} b
1. No Smoking 2. Use Dustbin 3. No Spitting methods,
cedures /
the same.
oo TTay-TToTy U UE UPETAET and | give consent for
the same.
8. I have been given an opportunity to ask all / any questions and | have also been given option to ask for any second opinion.
9. | acknowledge that no guarantee and promises has been made to me concerning the result of any procedure / treatment.
10. | consent to the photographing or televising of the operations or procedures to be performed, Including appropriate

1

~



<AJENDRA PRASAD CENTRE FOR OPHTHALMIC SCIENCES
ALL INDIA INSTITUTE OF MEDICAL SCIENCES, NEW DELHi-110029

CONSENT FORM

U.H.LD.NO./O.PD.NO. _ summH- Noado BED NO.
NAME : . SEX : AGE :
SON / DAUGHTER / WIFE OF ___ Ml Kumas Saslav

ADDRESS :

g‘g//ﬂpﬁﬂ U2l Priedesd, - 4

TELEPHONE NO. (OFF) _gpe1,922/¢2 (RESI) FAX.

INFORMED CONSENT

AUTHORISATION FOR MEDICAL TREATMENT, ADMINISTRATION OF ANAESTHESIA AND PERFORMANCE
OF SURGICAL OPERATION AND / OR DIAGNOSTIC / THERAPEUTIC PROCEDURE

1. | hereby authorise the Dr. Rajendra Prasad Centre for Ophthalmic Sciences, A.LLLM.S. and those the Institute may
designate as staff to perform upon

the following medical treatment, surgical operation and / or diagnostic /

therapeutic procedures

2. It has been explained to me that during the course of the operation / procedure, unforeseen conditions my be revealed
or encountered which necessitate surgical or other emergency procedure in addition to or different from those
contemplated at the time of initial diagnosis. |, therefore, further authorise the above designated staff to perform such
additional surgical or other procedures as they deem necessary or desirable.

3. | consent to the administration of anaesthesia and to the use of anaesthetics as may be deemed necessary, or
desirable, except to the following exceptions.

(Indicate exception or 'None')

4. To the best of my knowledge, | state that | am / am not suffering from Hypertension / Diabetes [ Bleeding disorders /
Heart disease or '
5. | also state that | am not suffering from any know allergies or drug reactions. Which are

o

| further consent to the administration of such drugs, infusions, plasma or blood transfusions or any other treatment or
procedures deemed necessary.

=~

The nature and purpose of the operation and / or procedures, the necessity thereof, the possible alternative methods,
treatment, prognosis, the risks involved and the possibility of complications in the investigative procedures /
investigations and treatment of my condition / diagnosis have been fully explained to me and | understand the same.

| have alos been explained that in view of squint any one or both eyes may need to be operated and | give consent for
the same.

[ &]

| have been given an opportunity to ask all / any questions and | have also been given option to ask for any second opinion.

({&]

| acknowledge that no guarantee and promises has been made to me concerning the result of any procedure / treatment.
10. | consent to the photographing or televising of the operations or procedures to be performed, Including appropriate

1



Ail India Instit ute of ‘Viedical Sciences, New Delhi.
Division ot pediatric Oncology ) chcg ?017 ?‘?—-

TREATME: IT PROT JCOL FOR RETINOBLASTOMA

Namn S!dmﬁ ‘hdaﬁather s name ...... M qnf\’; ............... ;{ Sex...f./‘i’ioc NER s family

Groupf) Metastatic/Non metastatic Group Metastatic/Non metastatic
P

Baseline workup/investigations

.................... B Sidad... app??«.s anechodc Y.
EUA&‘{‘%& e (f""!‘iﬂ ..... i %“"SM\?M sl @ AL s Ceoé@

............................ M&‘:’t%@i T M Ayfw @

indirect Ophthalmoscopy

...........................................................................................................................................

----------------------

CT/MRI date & report

.............................. :g{,lm:a,l Sraeda. @uﬁﬂ AP SO (. » R tca O
............................... @‘WQM Wid . W fnelve of {

.................................................

...............

---------------------------------------------------------------------------------------------------------------

Hb:l’ ...... TLC.. aége Platelet, 6\2"“—AN @3‘1.0
SGOT/SGPT/S.Bil/SAP........... ‘7 )144‘1 é
. MT....N.E% ..... HBsAg o) .




