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g 279k £Ecer (z64¢ )

aaltloy | oxe @ ATp BE (o 69¢)

28 |qlou] BC(n Q12 1\(%‘)

Ogluloy | cxe elp(Bls) C 1)

tioboy | Bt Moo, Etio (oo

(£ ( / A (V)
cBG \/ ABG \ ACT

DATE NUMBERS| DATE |NUMBERS| DATE |NUMBERS| DATE |NUMBERS
Sote g [y 93 g\ 2 ol Agtas 98], ers)idea
EXAKTRYRTIRTING >4 (o qﬂ;ﬂ-@ﬁ)
Rlqlg I {iosa¢) 22 [aloy [1CEza)

quPm‘ i mm\/ Pal1ley | 1AAo1)

Date PHYSIOTHERAPY

Vo
21la/9y 1183 /m '8 /zzoo
gelalon ¢ 0o I belo f10. 'm/ 292 00

240al9, | S 20fAcks [18:y5
zolale, 9 icsﬂ bus

e,  [lOLS

NEBULIZER OTHERS

DATE |NUMBERS| DATE |NUMBERS| DATE | NUMBERS| DATE |NUMBERS
slaf2a | 4]
aglaley |14t
c2Qlay |+
Q@!q ‘lq [+]+]IH

| ’LE)VL. [+
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AUCTUS LABS PRIVATE LIMITED

NO.11. OLD NO.5. 1st FLOOR. CORPORATION COLONY MAIN ROAD,RANGARAJAPURAM,

State Code : 33

Place Of Supply TAMILNADU
KODAMBAKKAM,CHENNAI - 600024 Ph: 044-48509191 GSTIN 33AAMCAZ113K1ZY
DL NO: 4001/MZI1/20B : 4166/MZIi/21B
CREDIT-BILL

To: 686 Bill Date Bill No & Page No

UNITED ALLIANCE HEALTHCARE (P) 28/09/2024 AUC/WS644 1/1

LTD - CARDIAC PATIENT

P—— Terms Salesman Name

. : WHOLE SALES 4-PATIENT
KODAMBAKKAM
CHENNALI 600024 GSTIN DLNO: NA
{PH: 33AABCU3%41Q1Z2Z
S.NoaMFR Description PCK |HSN Batch No. |Exp |Qty |Fr |[GSTY GST Rate | MRP Amount
1 INA | MECHANICAL HEART VALVE 21AGFN-75¢ 1 30049099 | 32000931 02/29 1 |0 | 5% 4906.19 |98123.80 |103030.0 | 98123.80
AORTIC
[
i
[TEMS : 1 QTY: 1 BASE : 98123.80 SGST: 2453.10 CGST: 2453.10 GST: 4906.19 Goods Value: 98123.80
Category | Gross CGST SGST Amount P(Disc) |DB
5 %  |98123.80 2453.10 2453.10 103029.99 CR
CD _ [0.00 /.00
Rounded Net Amount 10303600

AXIS A/C : 922030011606851 IFSC : UTIB0001165

Customer Qutstanding:

User Name
HARI

Amount In Words : One Lakhs Three Thousand Thirty Rupees Only
Chq in Favour of AUCTUS LABS PVT LTD

Remarks : PN-RAJARAMAN NADARAJAN-IP-2024002270-DR.KAILASH A JAIN
126121725.00

AUTHORIZED SIGNATORY

For AUCTUS LABS PRIVATE LIMITED




(Fo. 72} Employees State Insurance Corporation

KK Nagar Chennai, TN (ESIC Model Hosp.) g NS
;f. 20 La22 b Referral Letter e 9 % ™
o s e ey @8 F /yo DO NOT MUTILATE THE QR CODE
Referral No : Tamil2024048152 Insurance No/Staff/ Pensioner Card : 5134834854
Mame of the Patient : M, RAJARAMAN . Age/Gender : 54 Years [Male UHID :HKKNMBQM
UAN of IP : -
Address/Contact No 5
identification marks {if any) s
1P/ Beneficiary/Staff 1 Beneficiary
Selationship with IP/Staff : Dependant father
Entitied for Spedalty Rx LYES Vomse Ly
Entitied Super Speciaity Rx IYES ! '
Diagnosis - 16D - Rheumatic heart disease, unspecified - 109.9 Remarks ;
CGHS (Name and Code)* - 535 - MaR/AVR - Cardiovascular and Cardiac Surgery Procedures / Treatment /

Investigations - No Of Sessions Allowed - 1 - Validity Upto - 28-Sep-2024
Remarks Additionat Clinical information/ Procedure/ Investigation

Reasons / Purpose for Referral Investigations/Rx/Procedure : lackof facility

Mame of the empanelied hospital whereto refer Haspital MEDWAY HGSPITALS
pepartment  Cardiology "X
i

AT
Date & Time of Referral 18-Sep-2024 11:40:47 AM "am&\-«h"s Désignation of the Referring Doctor \
2 & Time of Referral -Sep- :40:
Gl P Or. Abarna devi S - ASSISTANT PROFESSOR
Or,Agreeing to / contrit:;n,ng—tﬁgabave, 1 voluntarily choose N\. v DN‘/\T‘P : Hospital for treatment of self or
formy ___

}
it é E?F‘ F’ {relationship).

n
Date and Time: 4 . . ;
Signature/Thumb Impression of Ip/Beneficiary/Staff
\ ) B MNP
1 —_ g o

Referred to ____ . Department of . Hospital/Diagnostic
CORFETON e o e __{ Reason/purpose for referral).
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(VERTFLED & RECOMMENDED BY) o O \ (AUTHORISED SIGNATORY WITH STAMP)
{Signature, Name &Designation} A e 4 (Signature, Name &Designation)
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The entidement eligibiiiw‘*::‘g?' the patient should also be verified through 1IP Portal at www,esic.in. Referral  shail be
governed by the rules and administrative  Instructions  issued  from time to time.Referred Hospital is instructed to perform
only those procedure [treatment for which the patient has been referred to. In <case any additional  procedure [/
treatment /investigation is. esséntially required w be carried out, permission for the same Iis mandatorily required from
the approving suthority of the refering hospital. The validity of this referral is upto 7 days from the date of issuance or
as per the contract whichever is later and Is subject to fulfilment of other terms and conditions as defined in the
contract/agreement.
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