
APPLICATION FORM FOR ASSISTANCE 

APPLICATION NO. : 

NAME of APPLICANT: 

FATHER'S/SPOUSE'S NAME: 

OCCUPATION: 

TOTAL ANNUAL INCOME: 

PAN No. FTS UII H 

Sr. No. 

DEt- 4-24-03- 5504 

Sr. No. 

oy5|0026 

m. HAS AN 

Sr. No. 

BPL Card 
(Attach Card Copy) 

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is appllcable): 

APPLICATION DATE: 

(Healthcare) 

PRESENT RESIDENCE ADDRESS aHH ais yat 

LABOURER CFATHER) 
,20 eUD CFATHER 

Name of Family Member 

ALI non 0 CPATHER) 

PERMANENT RESIDENCE ADDRESS: PS 3Iri yaI 

AGE-YEARS 3-4 

|0? yEARs mLE 

EWS Certificate 
(Attach Certiflcate Copy) 

b9l4|25 

HEYGI fer fafa 3TYK 

Yes /No 

FAMILY DETAILS yart faa 
Age (Years) 
39 (a) 

NAME of OTHER SOURCE 

SEX fa 

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicablo) 

MARRIED (eeufea) / UNM�RRIED (sfeefta) 
YAttach Proof of Income) 

Gender 

"PURPOSE" for REQUESTING ASSISTANCE: 

Ration Card 
(Attach Copy) 

Medlcal Reports/Prescriptions Attached 

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES 

Koshika 
found ation 
Building block of lite. 

ONDRUKI0MA 

Relatlon with Appllcant 

FATHG 

Any OtherL 
Ba_is/Proof 

AMOUNT of ASSISTANCE BEING AVAILED 



DECLARATION by APPLICANT: aK CU YON A 

AOnim hat al details in this Form are True to lhe bost of mv knowlodgg, Any falso stoloment will rendor my Application 2 ongoing assistancs, fany liable for rejection/cancellation. 

ynm that asistonco, I recalved from Koahika Foundalion., wl ba usnd onlv for tho "purgoso', as stated in this Form, or which such ssglans Was requested by me 
ajhereby conlim lhat have not & wll not in fulur9, avall of rolmbursoment n nad orin ful. from any other sourcelemployerinsurarnce company, o ne amount for which this asslstance Is requested. 

)by aiking my signaturo or thumb improsslon on this Form, IApollcant) heroby agroo & authorise Koshika Foundatlon and l's Trustees 10 Use/publshput-uplreproduce my name, addross, pholo & dotalls of the 'uroose". for which guch assistance is requested/granted, througn any hedium, including but not limited to verbal, print, oloctronio, for golclting donatlons for Koshika Foundation andlor disseminating information about is adlviles/achievemento, Such uso of my pholo & detallo can be mado by Koshlka Foundatlon belorg or after my troatment or fulfilment of the purpose for which a8sistanco ls belng requested, 
2)(Applcant) further agroe that any such us0 of my namo, addross, photo & detalls of the "purpose", (or which such assistance is requestedlgranted, Will not automatlcally entitle me for recelving or continuing the sald ass/stanco. The decision for granting and/or continuing the assistance will rest soiely with the Trustees of Koshika Foundatlon, and thelr decislon is thls rogard will be final and acceptable to me. 

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION: 

AGREEMENT by APPLICANT (9IdC6 TU KU) 

Date of Surgery 

By affixing herounder, signaturo of our Authorlsed Signatory for recommending this caselpatient for financial assistance from Koshika Foundation, we 
(Hospltal) hereby affirm & accept following: 

30-11-2024 

1) that wo noither aro prosently nor will In future avail of financlal assistance from another NGO or any other source, for the same oquosting to got from Koshika Foundation, to the oxtent that such assistance is granted by Koshika Foundation Ifthe reouested assieonc ie ot rent by Koshika Foundatlon, in part or In full, then the Hospital reserves It's right to make up the shortfall from another NG0 or any other source. This confirmatlon ossontially states that the Hospltal will not avall any duplcate assistance for the same patient/case from any other NGO or any other source. 

is not granted 
2) The assistanco from Koshika Foundatlon is only financlal in naturo. The choice of the treatment/procedure advised/conducted by the Hospital on the 
patient, is based on the arrangement between the patlent & the Hospltal, and is in no way Influenced by Koshika Foundation. Hence, the Hospltal will assume sole & complete rosponsibility of the treatment & It's outcome & safety of the patlent, and Koshika Foundation will have no role or responsibility 
in the matter. 

. Dr. CHHAVI GUPTA 
Adiunct Consullaat 

AGREEMENT by HOSPITAL (EAIA GRI 6) 

Regd. No 00745 
Dculoplastyr 1d Ocular Oncology Services 

Mather 

RECOMMENDED FOR ACCEPTENCE Oculoplasty and Ocular oncology services 
Director, Medical Education Department 

Aegd-ter-trest 
Dr. Shroft's Charity e Hogtal 

Dr. Shrntarity Eye Hospital 

SIGNATURE of TRUSTEE1 

(Name of Dr. & Regn. No. with Stamp) 

Dr. SIMA DAS 
Director 

(Name, Designation & Stahp of Authorised Signatory 
on behalf of Hospltal) 

FOR INTERNAL USE of KOSHIKA FOUNDATION afG 3N t 

SIGNATURE of TRUSTEE 2 



Dr. Shrof's Charity Eye Hospital 
Caring for the communlty since 1914.. 

30 April 2025 

Dear Mr. Tandon 

Greetings from Dr. Shroff's Charity Eye Hospital! 

Please find below attached estimate expenditure of Mast. Mohd Hasan- E/0425/0026 

Name 

MR N 

S. No. Treatment 
date 

11/04/2025 

Best Regards 

Director 

Dr. Sima Das 

Estimate cost of treatment 
Dr. Shroff's Charity Eye Hospital 

Retinoblastoma Surgeries 

Mast. Mohd Hasan 

DEL-G-24-03 
5504 

Items 

Chemotherapy 

Total 

Oculoplasty and Ocular Oncology Services 

Addressl 

Phone: 

Age/Sex 

Cost per 
Unit 

2500 

3 years 

Village khulra, Kheri,Uttar Pradesh 
262701 

No. of unit 

1 

DR. SHROFF'S CHARITY EYE HOSPITAL 

5027, Kedar Nath Road Daryaganj, New Delhi-110002 India 
Ph:- 011-4352 4444, 4352 8888, Fax: 011-43528816 

E-mail: sceh@sceh.net, Website : www.sceh.net 

OTHER CENTRES 

Dr. Shroffs Charity Eye Hospital Delhi is Now NABH Accredited 

Male 

NABH 

2500 

ETY& QUALITY 

Aprox. Cost 

2500 

ALWAR SAHARANPUR MEERUT " LAKHIMPUR KHERI VRINDAVAN KAROL BAGH (DELHI) 


