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(&) CANCER CARE TRUST et

Contact No:. +91 9643335086

PATIENT APPLICATION FORM

PATIENT’S DETAILS
NAME: IRANYAADITI PALAI
FATHER NAME: UMA SHANKAR PALAI
'DATE OF BIRTH / AGE: 3 Years
SEX: . FEMALE
Kudabarua, Bhadrak, Odisha-
ADDRESS:
756101
Relapsed B-ALL (V-early medulla
DISEASE: P _(, Y o
relapse) Ph positive
HOSPITAL . AlIMS, Delhi
DEPARTMENT ) Oncology
TREATMENT Chemotherapy/HSCT(BMT)
EST. TREATMENT COST Rs. 15,00,000/-

For CANCER CARE TRUST
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