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@»{Ff occurs last. Interim maintenance 11: 8 weeks.

#NOTE: IT MTX ALONE TO BE GIVEN IN PROCEDURE ROOM.
VINCRISTINE IS TO BE GIVEN SEPARATELY OUTSIDE IN TRANSFUSION
AREA. DO NOT LOAD INT RATHECAL MTX AND VCR TO BE GIVEN AT
SAME TIME.
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:f ) All India Institute of Medical Sciences

REIMBURSEMENT CERTIFICATE FOR OUTDOGCR PATIENT
ESSENTIALITY CERTIFICATE ‘A

Certificate granted to M}—

EEApISYOd D . commiomitih et e LAMEN L X7 g 1) 0

Name of the Patient . ﬁﬁﬂkwm .........................

(Te be completed in the of the patient who are not admitted to the hospital for reatment)

alE i, I . e R hereby certify that

(a) That | charged and received Rs. .............. ... . for administering injections on dated ................
at my consultation room.

(b) That | charged and received RS. .........................._ for administering injections on dated ... ..
at my consultation room

(c) That the injection administared ware not for immunising purposes.

(d) That the patient has been under treatment at Hospital at my consulting room and that the undermentioned

medicines prescribed by me in this condition of the patient. The medicines are not stocked in the A |.ILM.S.
Hospital / Dispensary for supply to the patient.

S. No. Name of the Medicine Price S. No. Name of the Medicine Price
i : .

» MSH—L6R2  p3-ol18 Q96— -

E 13.

i 14.

5.

h A
O\

16.

o 17.
O‘?fc)ﬁ S 18.
e 19.

= © ®» N o

o

{e) That the patlent was / is suﬂermg frorn

TROIT: st s s e A T
(f) That the patient was not given pre-natural treatment.
(9) The X-Ray, Laboratory Test etc. for which an expenditure of Rs. ................._.. was incurred were necessary

and were undertaken on my advise at

(h) That | referred the patienttoDr. ... for specialist consultation and the necessary approval of
L [EESEio UCRRRRO (Name of the Chief Administrative) obtained.
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ALL INUVIA INSITIUIE OF MEDICAL SCIENCES
Room No. 75, Ground Ficor, Teaching Block, Near Computer Facility
Ansari Nagar, New Delhi-110 029, India
Tel : (+61-11) 2659 4638, 2659 23305 E-mail : deptofimmunology2015@gmeil.com

REQUISITION FORM
HEMATOPOIETIC STEM CELL TRANSPLANTATION

AR NS

Name: ..., ;}9/”’/’? AUSHRE ... RegNo... /02288584
Sto, Wie-B15 . K: F'l DISHRA..

Age/Sex........0 [ 10 Ethnicity..................| Hospital ... FUDE
Date & Place of Birth . ca //
Unit/ Ward .....S.S 004
Address.. @Wm Fo. . Kremdlada..... .
M

e BB
Phone. ..... ?#50 30 33 55
T T

..History of relapse-Date @
h ) s Hugmm BEM.. f,fb
.................. &me(pﬁ'wj)

Blood Group.........8 %:...... .Number of units given so far ";ODate last Transfused

TR O i d -7 LI, HIV [Pos[Neg] HbsAg [Pos|Nee

Other relevant information

OcMmL: OmMDs ] Aplastic Anemia
[J Muitiple Myeloma [J Thalassemia ] Others
Immunogenetics Tests Re
Low Resolution

lass | (ABC) EiCiass I (DR/DQ)

High Resolution v
lass | (ABC) Sclass il (DRDQ)

Ilh]:lﬂ_l'taﬂt ® No report will be provided if this form is incomplete.
® Family information should be provided overfeaf
® Specimen requirement : 8-10mi EDTA Blood.

= T—ting Details : Samples collected on Monday and Wednesday, w;th prior appointment only. ‘./
A 4@ P
consuL{AN‘ie*s ﬂe&nuge f‘ SEAL




ALL INDIA INSTITUTE OF MEDICAL SCIENCES

Department of Transplant Immunology & TImmunogenetics
Ansari Nagar, New Delhi - 110 029

Challan Form

B RIn, B s eruss Date \\ng}]'.}/‘
Cashier may please receive the sum of Rs. __ #9@(}4@&—" P ———
% , b S

from Dr./Shri/Smt./Km.

(Rupees

e —————

—

____-—4.——__..——4._——,___,__~

on account of TEST CHARGES in cash or vide Bank Dralt No. e,ny‘I/\ K=

- —

Note : 1. Please deposit money with the Cashier, Central Admission ofidnder HLA Revolving Fund
4ITIMS, New Delhi
2. Cashier limings : 24 hours daily.
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Interim maintenance fo start when the ANC > 1,000/cumm AND a platelet count > 1,

00,000/cumm, whichever occurs last,
Interim maintenance I: 8 weeks
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DEPARTMENT OF HEMATOLOGY
fERaiasn A

ALL INDIA INSTITUTE OF MEDICAL SCIENCES
aftrer wREi anrgfis wxem

T ANSARI NAGAR, NEW DELHI - 110029

I TR, 7¥ Reeh-q9003¢
TELEPHNE : 011-25 34370

TO WHOM IT MAY CONCERN

This is to certify that

Patienl Name Actt h[ [ MMJLLQ.
Age : g{“MP __Gender : [L_"LQ@
StoDioWlo __ K vy Evpea  MAN
OPDICRNo. [ 2.2.3% 38 b

is sulfering from Diagnosis g "A’u/

and is under treatment from department of Hematology, AlIMS.

It is propesed lo treat the patient with Chemothera
therapy. This treatment is potentially life saving for a
afford the trealment,

fous buthod oy oy
The approximate cost of the lotal lreatment amounls to Hs, : . Al

1 approximate breakdown
is given under the subheadings listed balow. The cost under ane subheading may exceed the projected estimate
and the excess would then be used from the other subhecading.

py/lmrﬁUnomodplaﬂon/Bona marrow transplanalion/Other
serious hematological illness. The family is poor and cannot

1. Chemotherapy 02, cos
2 Antithymocyte globutin N -
3 Antibiotics L d00,00-

4, Blood component kits and tests - ‘?Dl,ca_ °

5. Growth factors —  3b.000 N
B. Room charges for Isolation o o

s Past Transplant Immunosuppression o B

8. Miscellaneous charges S 186D

9. Total . L( )00

This certificate’is being issued to avail financial assistance only, Financial assistance may be given on

humanitarian grounds. The cheque is to be issued in favour of Directar, AlIMS, New Dalhi,

A
Dale : (’{hﬂ’ /I\IT-"%?{'. i
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TO BE FILLED BY THE M.O. INCHARGE OF THE CASE/ HOSP[TA[_ ETC. WHERE THE PATIENT IS

RECEVIENG THE TREATMEN
1. Name of the patient & Hospital Registration No. Ty MiSHbA J3 958
2. List of Report of important investigation done B AL
e

3 DIAGNOS]S: — .
A short note on the present clinical
condition may be indicated

4. 1f the patient has been operated,
Please indicate date of operation.

5.(a) The name of the hospital where the patient is
receiving treatment,
(b) Whether Hospital is Govt./Private.

6. Amount recommended for treatment,

7. Item-wise break-up of expenditure recommended
In column NO. §

Name of the ccnsumables/ mednclncs required
For operation 'l / treatment

Py 28 Mishrs
3 11, ¥ Accitanal Profeeser
Fj%;"‘ [ "'f 950/, Aelnehacge
Ul Assth Brofessorpadily offis il

Certified that the Patient’s particulars given above are trye ta the best of my knowledge and belief,

S:gnature of the Medical Superintendent of the
_ Hospital/ Med. Institution with offlce seal
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