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Centre of Excellence
A Unit of Uma Sewa Sansthan

¥ +91 9026816950, + 91 7525877373

Cost Estimate Form
Please fill our the form with capital letters

This form, duly completed, and signed, should be returned prior  You can also send this form by :

to admission to : 1- Scan and email to :
LIFE LINE HOSPITAL AND TRAUMA CARE CENTER OPPOSITE lifelinehospitaltraumacarecent@gmail.com
INDIAN BANK G.T. ROAD ABOO NAGAR FATEHPUR 2- PHONE No. 9026816950

*Please keep the original form for a minimum of 12 months. During this period the insurer reserves the right
to ask for the originals at any time.

Cost estimate for the hospitalisation) : Mr. EI Mrs. D Ms. D

Full Name of Insured member: _ DNhivendan ot SO B e B . - Personal reference
number: 8003992006082 Date of Birth (dd-mm-yy): o (,2 |+ t38) . . . Expected date of
admission (dd-mm-yy) : -1-6{ 0.8 / 202.6......... Expected Date discharge (dd-mm-yy): _| =F/o .&(26 ........ N

To be completed by the hospital and / or physician

Diagnosis and reason for admission *** - Road ’(VﬁﬁicMMdev\f4$mchm .....................................
Present Medical History / Current situation : ._Patin [ " TOd:wre‘ b, o LA Re B e o
. .,J;Q.LQ.&{ DI, pdapi B _ Date of first symptoms .'..Q.l 68 ’lé ,,,,,,,,, . Principal Procedure / Type of surgery /

Treatment M‘kefedw&bﬂwg (POP) A Clemael T e o N DR

Follow-up plan and Discharge Medication

Name, Address, tel/fax, email address of hospital. Name, address, tel/fax of physician/surgeon
Name of Contact person .
8003920082,

SP oMna .
Option A : ol s b SNSRI o ¢ L e /day
Option B : Type of room Private Semi-Private Ward Gen Ward @ No. of Day
Hospitalisation expenses A
(e-g- medicines, x-rays, lab. etc) | 2390 / s . el
Doctor's fees ** | 1600/._
Surgeon's fees T I N e o
Anesthetist fees =
Assistant e JQ_QQ/_" ks
Medicine J 480 ~1
Bed Charge _{ 3060/~ |
Nuysiryg Charge
mptart Pop/totfiny [ 1900/ |
Total | °'°‘§E/" )

" /Iwwﬁ N
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Date and signature of Patient
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e Page No... 1
,IFE LINE HOSPITAL & TRAUMA CARE CENTRE <
SHAURYA MEDICAL STORE BillNo  : MO006876 By: 001
ABOONAGAR FATEHPUR-212601 Bill Dt - 17/08/2026 Time :17:28
Phone : 7525877373,9026816950 Patient Name DIRENDRA PATEL
D.L.No. :UP71210000775 Mobile No : ONLINE
GST : 0SAABTU287711ZW
E-Mail : richapradhan1986@gmail.com
S.No Item Descriptions Pack Quantity Batch.No Expiry M.R.P Dis% Amount
1 FUROCHECK CV 500MG 1*10TAB | 10 TAB CT25484A May.,2027 653.00 0.00 653.00
2 TRAMAXIA TC 1*10TAB | 20 TAB | JTD26D55A Mar.,2028 165.00 0.00 330.00
3 OSTEO-D 1*10 10 TAB RFT-1613 Aug.,2027 195.80 0.00 195.80
4 EMPTY DSR 1*10CAP | 10 CAP EJQ26001 Mar.,2028 155.00 0.00 155.00
5 7MUNE GOLD 1*10CAP | 10 TAB LSG-4390 Jun.,2027 234.37 0.00 234.37

{ GST 1551.17*0%=0SGST, } MRP Value 1568.17
Less Discount 17.00
Rounded Off (+/-) -0.17
In Words - Rs. One Thousand Five Hundred and Fifty One only Net Amount 1551.00
-_*[%BER____%I%%T BILL For| LIFE LINE HOSPITAL & TRAUMA CARE CENTRE
*NO RETURN FOR LOOSE/OPEN/CUT GOODS
*NO RETURN AFTER 1 MONTH
*All disputes subject to Allahabad Jurisdiction only
Authorised Signatory
*Please consult your Dr before using these medicines
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