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PATIENT NAME

BABY SHIVANI KUMARI

PATIENT FATHER NAME

MR. BHARAT YADAV

DOB AND GENDER

5 YR / FEMALE

DISEASE NAME

EYE CANCER
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MEDICAL SCIENCE

REGISTRATION NO 108197031
DEPARTMENT NAME PAEDIATRICS
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PATIENT ADDRESS
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DEPARTMENT OF RADIODIAGNOSIS
ALLM.S.,, NEW DELHI - 110029

PLAIN X-RAY/CONTRAST STUDIES REQUISITION FORM

' Npgat Age/Sex : Ref. Deptt./Unit : Date : ;
| N syfl- 223
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(for IVU patients only) :

Signature of Referring Physician / Date :
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| hereby give consent for the performance of any diagnostic or therapeutic radiological procedure with or
without the use of contrast injection and / or sedation. The associated complications and risks have been

explained to me.

Signature of Patient / Date :

Your appointment is on ! Room No. :

Time Slot : 8:30 9:00 9:30 10:00 10:30 11:00 11:30 12:00 12:30
X- Ray No. Size / No. of Films

Date : Kvp/mAS:

Sign. of Radiographer : ' PT.O.
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Duplicate
Exemption No :17932-2025 Y
Exempted Date :22-08-2025
UHID : 108197031 Patient Name : Miss. SHIVANI KUMARI
Age : 5 years 5 mons 2 days Sex : Female
Address : VILLAGE JAMUNEE ,DISTRICT GAYA , BIHAR
Category : OPD Patient ' Sub Category General
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DEPARTMENT OF RADIODIAGNOSIS
AlLLM.S., NEW DELHI - 110029

PLAIN X-RAY/CONTRAST STUDIES REQUISITION FORM

Name : )Y RN Age/Sex : s\ {= Ref. Deptt.iUnit: (0 excls . Date: 2}.3-y
Indoor (Bed No.) / Outdoor / Gasual UHID No. : LMP ;
] J CRSPEREY

Examination Required :

| Clinical History and Examination :

Clinical / Working Diagnosis :

T UNDATION
(for IVUE&RS P'AR \V ARTAN F 0

Signature of Referring Physician ! Date :
BN

Consent :

| hereby give consent for the performance of any diagnostic or therapeutic radiological procedure with or
without the use of contrast injection and / or sedation. The associated complications and risks have been
explained to me.

Signature of Patient / Date !

Your appointment is on : Room No. :

Time Slot: 8:30 9:00 9:30 10:00 10:30 11:00 11:30 12:00 12:30
X- Ray No. : Size { No. of Films

Date : Kvp/mAS:

Sign. of Radiographer : R.T.0.
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ALL INDIA INSTITUTE OF MEDIC
AL SCIENCES
DEPARTMENT OF PATHOLOGY | '/ DELHI

Matient Name : SHIVANT KUMARI

LIk !
Accession Mo 2 5 . | .
ssie } 52516578 ' F/H Name V0D BHARAT
- bV Femile Additional 1D e
Chinie/Tept : Pacdiatrics Unit - o
Cuonsultant Inclaree z D, Rachna Sethy il

___ EK_PARIVARTAN FO UNDATION e

HISTOPATHOLOGY REIPORT

GROSS EXAMINATION: © .=

Accession No. 1 S2316574A

+ Specimen laballed as "Orhi i L —— -
i elled as "Orbital mass " comprises of multiple linear soft coras measuring 0.2-0.4 em in maximum dimeasion

MICROSCOPIC EXAMINATI '
section examined shows a partly neerotic wmor composed of eslls with seant to muoderate, eccentrie eosinaphilic eytoplusm. Tumor
cells show loss ol INTT immuneexpression.

Desmin and W show CyTopTasie dot-pasmivity. pad shows ditfuse strong ie, mutant-type stining, Myogenin and MyoD] are

negative. BRG I expression is retained. ——

Featwes are thase of extrarenal rhabdoid wumor.

Case tmnsferred 1o the undersipned on 2470472025

DIAGNOSIS: - ; S
S2516578A Orbital tissue biopsy Orbital Mass Biopsy = Extrarcual rhabdoid tumor 8963/3
End Repart
Reporting Resident:  Dr. Kamlesh Darji Reporting Faculty: Dr, Aanchal Kakkar, M.D.

Additional Profcssor

Reporting Date/Time: 29-04-2023 19:41

Diselalnier ; idered valid
| This repor is electronically generated and dogs nat requirs a signature oF stamp) SR LERE 1R

i g 4 a i Y i e wind other myzsfiaanmis
: 5 : i S (o eomiunelion with clinical fatres, magmg, un =
1. The pathofogy dingnosis is to be interpreted by the nealing piysal :



INJECTED ACTIVITY {mCi): Ht: Urea:

TIME OF INJECTION: Wt Creatinine

" Previous Imagin i
ging Site of Cannulation

“/

Date  Previous PET [Private/AlIMS) 1AL ﬁphﬁ;
|

Date Finding :-

K BRRIVARTAN NDATION

Instruction to Patients: e p:.?;?‘ﬂ\f'{'ﬂ‘ol 'ﬁﬂ
b LA -’\Eleiase brin : s 0{_.‘:3‘3 4 1“‘?‘196‘1“;_“#

. g DD/Pay order for Rs. $000/7500 in favour "AIIMS M N‘T;ﬁ(ﬁﬂ Tyt write name
©  of patient on reverse of DD with date of scan. Payment is to be maﬂﬁhﬁfﬁfcf the test.

For 2nd PET Scan charge are only Rs. 4000/- A

4y . 9. Charge for PET/CT film s Rs. 100/- :

3. Patient may eat light breakfast before 7 am after that may take water only, n@ food for at least 4-6 hours.

4. Mustbring all old records.

5

study is.subject to availability of RADIOISOTOPE

O (2 .
Qﬂ t’%oﬁom:_ NMCQ-W N s Date : Time:

\ ‘j}“" <3 Consent
| have been explmim& contrast media & m’diopharmaceutical

injection. | hereby give MY consent for the injection of contrast media/ RP 1o the
dose as deemed necessary for PET/CT Imaging/Biopsy.
administered by the treating
. iEe 'G'Tffﬁﬂ THR 2 sip]
f ’V%r/g o4 e Jagdish Prasad tdeand
Do T e padditional Professet

1 o] i.-;r&a!l o | Dot o padiatrics
9‘4/ 'S | : s, G zﬁ*.—mus..nmmw-:ﬂ

e TR0 Meseemennay
' Chimestd Q)
¢ wwé G defe 4.‘) _ 1 j,uj:iié /f',i:':

ja)e*?

patient by any route and
| understand that sedation if necessary will be

_department [ anesthetist




. \l BATRA HOSPITAL & MEDICAL RESEARCH CENTRE

E - OF CH. AISHI RAM BATRA PUBLIC CHARITABLE TRUST

1, Tughalakabad Institutional Area, Mehrauli Badarpur Road, New Delhi-110062

BATRA HOSPITAL . Te-: +91-11-20958747 Extn 2078 Mobite.: +91-9999828211

T T I TR T e Avallable between : 10.00 AM to 4,00 P.M. Monday To Saturday

HEALTH & HAPPINFSS FOR ALL E-ma",: maildriﬂan@gma".cnm
Dr. Irfan Bashir

MBBS, DNB Fellowship St. Christophers (London)
Head of the department Radiation Oncology
Chairman-Radiation Safety Commitee

. | q
e Life Time Member Of Association Of Radiation Oncalogist Of India (AROI) Date n? Ltl?""'
e Life Time Member Of India College Of Radiation Oncology (ICRO)

NAME it i LA A o S AR . issimsssiissassassanins asmssones Age : .....Ej..........{yrs} Sex : M@
Diagnosis :-
Complaints:- (pmi 56 ﬂg AD wwﬁqﬂ £nodod § MryO Sonomdy
068 WAC C2> |2]2
3ot Of VeR
—3 (Lo on 28(4\18)
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Blood/Components requisition form

_Iﬂlﬁﬂf‘.lp) P)(h \ '

,l’fﬂzm..'ﬁ_'___ﬂ_f ‘
AR

UPER SPECIALITY HOSPITKFS ;

Blood Bank Registration o, "~~~

(Mo B

BLOOD BANK, TRAUMA CENTRE & S
IMS, BHU, VARANASI-05
MRD No. _
%229 GO | Only fully filled & signed form will be accepled.

e Well labelled blood sample of t

he patlent, 2 ml each In EDTA & Plain lube, must be sent alongwithAh&requishion form

ﬂ\ ve ) }
— ™

Patient's Details :

Name : CLWVANL KU A LT Patient's Blood Group :

Age : L Sex : MIF) Diagnosis :  Retiamo blashsuwaa
Ward/EOPD No. : ofhthal Hb% (gm): ¢ PlateletCount: Aol

Dr. In-charge : ?’a-o-é Traahant

T)L‘,bﬂt\fwk-

H/o Previous Blood Translusion : Yes KNG

Requirement : PLANNED 7 URGENT RUSH

Plasm

0

Blood Product Required : h
—
Name Whole Packed Random Donor FFP Cryo ppt. Plasma
blood RBC Platelet (RDP) e —
Quantity 10
) J_
'J S.N.| Specialized Service / Product : it
1 Single Donor Plateletpheresi
SR

Washed Packed RBC

nlslw|m

Patients only.)

Factor VII, Vi, IX, FIBA, vWF (For registered Haemophilia

Note : Certified that | have
| have explained the necess

personally collected the blood sample aft
ity of blood / componen

t transfusion & ris

er identification of patient's MRD No. & name.
ks associated with it to patient / relatives &

have taken informed consent.
Intem ¢ JR-1) | JR-2 | JA-3 SR | MO | 2fane ~
Date : !‘8[’5 \ 1LY Time: 7 20 AM/PM Signature wj}&’ Il Name
Note: Kindly read instructions overleaf before filling requisition form.

) FOR BLOOD BANK USE ONLY

Unit No. allotted &

Donor Reg. No. n
SN Donor's Name (DR No) Receipt No. Amount | " o matched
1.

2.

3.

4- —
Group & Cross Match Requisition recelved on:

e Date: Time : AM/PM e Date: ]R]g \ 9.c Timog.‘? o[ AMEIEM
e Blood Group : e Pt.'s Sample recoived : JYES/ NO

e Saline / Coomb's/Gel e Form proporly fillod & ¢ YES / NQ

M\ e
Full Name of BB Staff Signature Full Name of BB Staff ignature
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