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DECLARATION by APPLICANT: ~ "GJU ~ if':: 

1) I II der my Application & ongoing ass1sta~,. hereby confirm that all details m this Form are True to the best of my knowledge Any false slatement WI ren -.. 
liable for reiect1on/cancellat1on. Form for whicr such 

2) I solemnly confirm that assistance, 1f received from Kosh1ka Foundation, will be used only for the ·purpose", as stated in th1s · assista• 
was requested by me . 

1 
a f t 

3) 1 hereby confirm that I have not & will not in future, avail of reimbursement, in part or in full, from any other source/employer insurance comp ny, 0 he arn!l\i, 
for which this assistance 1s requested . 

l) 1' lTT""1J ~ { f<l; ~ ~ it ~ ,yq 'll'fl flmur -q-(1 ~ ~ ~ml!~~ ll ~ ~ flml!I ~ ~ 3m'1'l 'llll1 ;;{@! l ii im lm'fffl f-Rm ,ti oJ1 W!iin t 1 

2> itt ~ otl ~-um-~~ ... ~ m"" ~ t, ~ o'flll11 om om"" 'if<! <!l fu-q f<i;qf -afllTTI, ~{ff~ tt 'fU Tflll t , . 
3) ~ ~ 1fi«ll ( f<l; f,;m ~ tr1 ~ ffl <I>'\ TT{ t .ti~ <n1 ~ lll ll'M! ffl fll;m 3PI ll@Jf.flrrwliflitin ~ ll '! ii ft;!7u t 3lt{ '! 1ft ~ -q '\'l.'lll 

AGREEMENT by APPLICANT ( ~ mJJ ,t;m) 
1 l By affixing my signature or thumb 1mpress1on on this Form. I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to 
use/publish/put-up/reproduce my name, address, photo & details of the ·purpose", for which such assistance is requested/granted, lhrough any , 
medium, including but not hm1ted to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information ~bout II s. 
aclivitieS/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the purpose 
for which assistance is being requested. 
211 (Applicant) further agree that any such use of my name, address, photo & details of lhe ' purpose", for which such assistance 1s requested/granted. 
will not automatically en!itle me for receiving or continuing the said assistance The decision for granting and/or continuing the assistance will rest solely 
with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me 

I) ~'lm'll ->fll'lfflmlll 3lrra<i>'tlJ111<'1'n1'i1:, ~ (~) am\m-qfl\'<l>'\~1!i«11('11;1i''~'liTmT'I ;im~~ "11>1 ~<f;«ll(f<l;mf'!T'I, 

'tilt, ~ 3m ~ ~ ~ re tt lUfl@ !, ~ "~" ~ ~. ~. ~ \m $ ll ~ 1Tfi1fllfl1'1l 311'{ ~ ~ IBll ~ 'll WR ~ 

ll "SHllful 'Iii('! 1fi ~ ~ ti ,tt re <n1 flmur ,tt ~ 1fi 'Ire 111 ~ it ~ 1j; ~ "lfi1mlltt -q;J3ffl" ll ~ ~ ti 
2) 1' (~) ~ ~.\ ~{f<l;,rn "Ill!, 'tilt,~ ;im ~~f<l; ~.;~~ mfttt l~1<f<l: ~<nl ~ ,m <Rrall ~ 'i!'4N if 

·~· ~ ~ ~ <n1 f.!1lfq • JfR ~ m1 
APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 

~1fi~111ai'@<n1f.mt, 

AGREEMENT by HOSPITAL (~ ~ <l,(f{) 

By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Kosh1ka Foundation, we 
(Hospital) hereby affirm & accept following 
1) that we neither are presently nor will in future avail of financial assistance from another NGO or any other source, for the same patienUcase, as we are 
requesting to get from Koshika FoundaMn, to the extent that such assistance is granted by Kosh1ka Foundation. If the requested assistance 1s not granted 
by Kosh1ka Foundation, m part or in full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other source This 
confirmation essenllally states that the Hospital will not avail any duplicate assistance for the same palienUcase from any other NGO or any other source 
2) The assistance from Kosh1ka Foundation 1s only financial in nature. The choice of the treatmenUprocedure advised/conducted by the Hospital on the 
patient, 1s based on the arrangement between the patient & the Hospital, and 1s 1n no way influenced by Kosh,ka Foundation. Hence, the Hospital will 
assume sole & complete respons1b1ilty of the treatment & it's outcome & safety of the patient, and Kosh1ka Foundation will have no role or respons1b1l1ty 
in the matter 

-g,irt ~. ~ <l>'t 3iR ll ~ -ai;1 •~ ~• ~ f1lfuil ~ -ta fuq;fui '1>'1 --.RI'\!, f.m ~ (~ ) RC! V<liR ~ 1R 'II~~ ! 1 

I) '!llf<l;'! ml!i!Tll"'! 3ITT:'! WT~ if~mmi M ~mlliltl m:e!Rlll fll;m 3Pl~ ll olfflwft~if~lll~ ~t, ~ ~rn -~ ~­
ll ~ o<RI i llt>.N if "<l>'rfmT ~" "Gm -m -ta f<l; t, w; •~~•"Gm lm'lllT mra 3Tifu<I;~ -ta~ 'Iii f<l;qf ;;iTffi tit~ 
fll;m ,3r,:ll ~ W<6TU m 1lT fll;m JR .r:mt.r-1 ~ lm'@T m lj;J ~ wfua ffl<l1 t, {ff '!ft;? if ~ ~ "'1ill t f<l; ~ ~ -m olffl wft~ -ta fll;m 

~m"'1Um>-1!1lffil;m3Pl.it'R~'!t\~I 

2. u~ ~- li 'fit ~ ~ m ~ 'Jlljfil ll,1 t, wft 'It ~ ~ ~ 1fi l!\'m: 111 fll;l\ 'Tll ~ <n1 ~ -utft 1{li ~ 

<r; ;ftq <nt mll t ;im •~ ~• ~ M YiliR 1fi1 <fill ,;;it11 '!ti t, ~ TI'lllffi Tl -uiil >/: ~ W'l1 ;im 3lR ~ 11\1 mt\ ~ wi\ ~ ma@ 

<I>'\ m\ am "lfi1mlltt" <I>'\ ~ 'l!l,1fil lll ~ ltt Tff'R'l if ~ m\1 

Date of Surgery 

~~: 

20 · 03 • 2025 

RECOMMENDED FOR ACCEPTENCE 

~~~~ 

or. CH vi GUPTA ,cos 
(Name of Dr. Bfiq~l~JlWitttIS\amp) 

ORn,PlilSWC!t'.l• r~~-'ll1lY s~~y,t 

SIGNATURE of TRUSTEE 1 
~ram I 

i\l~Spf lKO~HiKA FOUNDATION 

Dr. SIMA DAS 

(~~~ eo ~ ; i\ed Signatory 
D1rcctor, Med11AA 1 ~nl 

,lll~gl!fflJ!qffl 

31Rmili 's harlty Eye Hospital 

SIGNATURE of TRUSTEE 2 
;.mft ~ 2 



Dr, Shroff's Charity Eye Hospital 

Clring for lhtl communl1) since 1914 ... @ 
ur Shro"'s Chacrt} E, e Ho 

De<1u s N;iw 1-Wl!-i :.co-ea S{:~~ 

Dear r-. lr Tandon 

l;rt'.'l.'tings fr()m Dr. Shrotrs C h;trit~ E~e Hospit:11! 

PkJ:--1.' find kit,\\ :m.1cht:'d e:-timate expc'nditure l)f Bab). Bab~ Jikra- E/0525/0042 

Estimate cost of treatment 

Dr. Shroffs Charity Eye Hospital 

Retinoblastoma Surg_eries 

Name Baby Baby Address/ Ganeshpur.Post-Kara,ya, Udnapur, S,tapur. 

J1kra HS. Mills. Uttar Pradesh-261121 

Phone: 

MRN DEL-G-23-03- Age/Sex 4 years 

8296 

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

date Unit 

I 15 05~02=' E"l.ammm,on under 2000 I 
. .\nesthesia 

Total 

Best Regard¾,_/ 

Dr. Sima Das '{ ✓ 

Director 

Oculoplas ty and Ocular Oncology Services 

OR. 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 

Female 

Aprox. Cost 

2000 

2000 

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

I 


