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DECLARATION by APPLICANT ~ i;rn m<l"T! '<'!· ---------._-

,) I hereby confirm that all details 1n thts Form are Tn,e to the best of 
liable for reIect,on/cancellaOon "'Y knowledge Any false stalemenl ,,.. II render my Apphcah 1 & ongo rg a,s15'an e , a 

2) so e.,,nly ro~r,rm ,hat assistance ,t received from Kosh1ka Four,dao 
.. as reque~lf>d by me on will be used only for the pu~se as stated r th s FOM1 for 1,h11't> s 

1 1 t,,e,eby ronf1rm that I have not & wII not n 'ulu e avail of re mburs \ 
for wr,ich r s assistance 

5 
requested erne'1t n Part or r ful fro any o;her s0urce,erip ayer nsurance company of lt>e cl u t 

l)li"l"l'Or,'P.'l'li~rq~<lK'!TJ'!l~~?l'{!~~:i..pmm<i~ • l 
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JJ ll 'F- ~ t fcf: m ,m,;'11 l'l 7P,; ~ .;'T ~ t ~ um 'l;J l!i!m: 'It~ 'll" ~ faril mi .inlTJl 7'11 ni Wi"I Jl 1n1 lT'll t, 
~ f<n:ii ;sr-q ~.,il?;] ~ ii , m ft:f'l1 t am " t ~ Jl ,rn 

t GREEMENT by APPLICANT 

1 J By aff x ng ,1y signature or thumb ImpressIon on this Form, I 1Apphcanl) hereb ( llr<t~ ~ il>m, 

use pub 1sh p I-up/reproduce my name address. photo & deta,I; of the "purpos/ ~:;:: & a,,.•t>or so Kosh1~a Foundation and ,1 s Trustees to 

medtul'TI inc ud q but .,0 t limited to verbal print electronic for sohc,t,ng donatio , K ch such ass stance Is requested granted thro gh any 

act,v 1Ies,ac'11evemerts Such use of m1 photo & details cari be made by Kosh,~ansF or dush ka ~o d.it o ard vr dIsse In.'.Jt ~g ,r'ormal on abo~ ' s 

f 
oun at,on before f 

or wh ch ass,starice ,s being requested or ~ ler y 1rea1rront or '.i ! t of lhe pi.rpose 

2 1 Appl can: further agree that a~y such use of my name address. photo & details of th • 
e ~urp0se to w" " d 

m not autor-at,ca.ly entrtle me tor receiving or continuing the said ass,slance The docts I t s ass st .. ce 1s rec,;ieslad grante . 
ion r granl1' g and or t 

,•,,th the Trustees of Kost>,ka Foundation. and their dec1sIon ts this regard will be fir al and co rtu ng t e s sta11ce w I est sol Y 
acceptable to mo I 

1)~V'l:l'll~~mlll~<filW1'('1T1f<!;'{,i¼°(~) m-m'lfil,i;1'jfu~(~"~i~otrr~ • • • • 
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~- -q;m .>it( ;;it m"'1 ~ ~ 1l mm ~. d« ~ 'm, 'llF-R1/7U ';"" ~ ~ ~ ~ 3IT( ~!'11 • I 
• - • • .s. .• .............. ..)._... .,. . , ,r;ft:rll•;r,mlfl~l!T1lf'I 
'Il~<liT-leli~~ ol'lfl:'l'!'a<lil '"'"'"' 'l< ~"' ~~<1 lll~ 'l'lir'!'li~"~mv., ?-1"'1:';ft ~ii 

~ ,; .,,~) !'< ..-ra ~ m-ir<I {f<l;-itu 'llll, 'lill, -q;izi ~ m"'1 ;;i) f<I; mmT Tf'~'l"TTTI 'lffe.fa t ~~.~"':nm~ ;r,,rai lll Wql~-q 

-~·· ~ ~ ~ .;;i 9"1tl 31foq ~ ~ m 

APPLICANT S SIGNATURE OR LEFT THUMB IMPRESSION : 

3ll'-ml' "' ~m 'Ill ~ 'ifl r""1R 

AGREEMENT by HOSPITAL 

By af' x ng hereunder s gnature of our Authorised Signatory for recommending this case pat 

'Hosp ·at hereby a" rm & accept 1ollow ng 
• tnat Ne ne ltler are present y nor ,. Ii tr> future avatl of financial assistance from anolhe' NGO r any o • s 

req;iestmg to get 'rom r:osh ~a Foundation. to lhe extenl that such assistance Is granted by Kos ka Fo 'ldat 

oy t.osh ,a Founoat on. m part or m full. tnen the Hospital reserves ti's nght to make up the s c1fa from a 

con' rmalon esseritia ly states that the Hospital will not avarl any duplicate assistance for the same pal e'lt case 
2 The ass stance from Kosh,~a Foundation Is only ftnancral In nature. The choice of the treatrrel"~j)l'()Ced -e ao s 

patiEPt s basec on L1e arrangement betv.een the patJent & the Hospital. and Is m no v. ay nfiuenced b II. s F 

assume so e & comp,e•e resoons b 1ty of the treatment & II s outcome & safety of the pat ert :id Kos ~a F 
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RECOMMENDED FOR ACCEPTENCE 

'<'{f'ffiil t 1 Ill_ w,1f.T 

Date of Surgery 

Ml' 
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nr t \ V\ GUPTA (Name Des19 I Authorised Signatory 

(Name of'f11' ,,No,. Stamp) oil~ of Hospital) 
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' ~'' Dr. Shroff's Charity Eye Hospital 
===L ~~~~,,.,,,~~#: C rl 
~;,1111\~~ a ng for the community since 1914 

!O\ly202s ... 

Dear Mr Tandon 

Greetings from Dr. ShrofPs Ch• .·, , E . •111•) ~ye llosp1tal! 

Please find belo,, atta I d . c 1e cst11natc expenditure of Baby Ananya Kuma . . n- E/052 5/0041 

-
Estimate cost of treatment 

Dr. Shr~ffs Charity Eye Hospital 
Retmoblastoma Surg_eries 

Name Baby Ananya Address/ Ward 91 , Rehapur, Sarnast,pur B1.1ar 

848522 ' Kuman 

Phone: 

MRN DEL-G-21-02- Age/Sex 4 years 
3960 

S. No. Treatment Items Cost per No. of unit 

date Unit 

l 05/05/2025 Lxam 1na11on under 2000 I 
Anesthesia 

Total 

Best Regards\~ ✓/ 
Dr. Sima Das 1/ 
Director 

Oculoplasty and Ocular Oncology Services 

DR. SHROFF'$ 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 

·-

Female 

Aprox. Cost 

2000 

2000 

OTHER CENTRES 
ALWAR • SAHARANPUR • MEERUT • LAKHIMPUR KHER! • VRINDAVAN • KAROL BAGH (DELHI) 
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