
Df1.-c, ,J5-tJ3-3't68 

APPLICATION FORM FOR ASSISTANCE (Healthcare) lC~hLka 
~~ll.ldl~~m (~ ~) 

foundation I 
APPLICATION No e lbs 2s- J oD 1-s- APPLICATION DATE iz ~~ 

8u1/d;ng bloclt of 1,fe 
~m§!ll 

~file:ft 
NAME of APPLICANT 

Dl-iAVV\ 
AGE-YEARS ~-<flf s~x IBl1 

~qil"lfll 

1 NON1H5 Ff-fYJAl 
FATHER'S/SPOUSE'S NAME • 

DfE:-fA-1<- ( Hi1Hcf-.) ~ qi! ,fl! 

n - :i. I 
PRESENT RESIDENCE ADDRESS clo1lR ~ 'I@! 

E \ f.l fvlk I-NI 1 A-ti~ 11,1c1-1~ I\ I f\ f _J R-{..l._ I /T~l+Nl 
t{ J A-c.., ,4-A_ 1. I {-1... I /JF-twr_ 1111ni;;:,a I 

PERMANENT RESIDENCE ADDRESS ~ 3TI<ITfflll 'I@! --. 

OCCUPATION • 
PR 1vA-rc J0/3 ( f+)THf-R) I MARRIED(~) ' UN~,.;;;;. .. ,;..,) ~ 

TOTAL ANNUAL INCOME 

I I 'iO _'Hlv t f-A , rl f:-R. 
(Attach Proof of l'!come) 

~ ~ ~ ( 3fTll <liT 'W~ m=ir.!) 

PANNo. ~ffialm§!ll 

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicable). Yes/ No 

<1<lT 3TI'CI 3IBI ~ ~ t (;;n ~ ~ ~ 'q'{ .m qi! fuTR ~I m' I 'It! 
FAMILY DETAILS 1'ft<lrt ~ 

Sr. No. Name of Family Member Age (Years) Gender Relation with Applicant 

lfill m§!ll "<ITTqR it ~ <liT "lfll oil (<flf) @11 ~itllltl~ 
I • n r- F--{-' F+ k' ~' IVl ll1 f PI-NHt":'""-.,. . ft"1\/ I! 7Q 1-'F{),1 [U p, 1n n r HI-« 

. . 

BASIS for REQUESTING ASSISTANCE (Tick whichever Is applicable) 

~;tf'ffqfc!,fil,3Jltm 

BPL Card EWS Certificate Ration Card 
_.,. 

~er 
(Attach Card Copy) (Attach Certificate Copy) (Attach Copy) roof 

'IJW41 mi <fi -;fril Jl'Il'f01 ~ 3!<"l ~ 'l!'f 'lll!f'II 1111 ~m 
3R ~~ 

(lPll"l 1111 ~ iJl'll ll@mi"f <1ill 
(lPll"l 1111 ~ iJllll 1l@ lffi"I 'lITTI ('l'lfV! 1111 ~ Uflll 'lfu lli'I"! 'lITTI 

"PURPOSE" for REQUESTING ASSISTANCE: 

lml@I ~ f<l;q Tfll ~ 'iliT ~: 

Sr No 
Modica! Roports/Proscrlptlons Attached 

lii"l!"!l7P-11 3Wf<IR'l~ 'ff .rrfl lli1 ~ ~ ~ lffi9 

I (ht,U/1,l(]\H - a f -, , I\ . u r.t.. t .fr-. --r a rn 11 

? -, R. (-fl T rn ~' I - / ·t Ll ... 

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES )Jr 
~ ~ 'qi tti_ 1'iW •lFI ~ fllml 3,-11 'P-llll ~ ~ lJtll -s'? " 

NAME of OTHER SOURCE 
AMOUNT of ASSISTANCE BEING AVAILED 

Sr No. ~ 11( mJllffl mil 
ilit!ffl 3Pl fflll 1fil "fl'q 

11vr, 



DECLARATION by APPLICANT ~ ~ m"l"lT inr: 
T e to the best of my knowledge Any false statement will render my Applicatron & ongo 

1 l I hereb) confinn that all details In this Form are ru 
Ing as,.11. 

liable for re1echon/c-ancellahon ed from Koshika Foundation. will be used only for the "purpose· as stated In this Form. for whieh "' 
2\ I solernnl1· confirm that assistance 1f receiv Suer. 
11 as requested b~ me f II fr h / I / c 

3
, 
1 

h & 11 not 111 future avail of reimbursement. in part or In u . om any 01 er source emp ayer insurance compa 
, ,ere!:>) confirm that I have not w1 · ny Of ti, 

for which this assistance ,s requested •~ 

1 l ,l m-<l1lrr 'li<l!l '{ rs; ll1 ,ma,i ,i ~ '!<l lNI fcmuT ,tu~ q; ~ ll1'l 1l:cl wl !1~~ftrwi11l:cl ""1'I :m«<! 'll':iT ;;irnr ! <IT lffi 'mlr,!J ~ i!;'\ 'o\1 

2i ,tt ~.it~ Tifu "ffll'l,I ~" l'l ~ ;;ii mt.~~~~ <li'l 'If<! q; ~ ~ ,TI'!17]1, ;;fl~ 'lW'! -q iro ~ t, 'l\-. 

,i 4 ~<nUIT {!% f.rn mrmit! <16 ~ <li'l ~t. ~ 11firq;i lllfu<l; ~ WliFI frnn fq;m 3P< ma~r./ltfl qilif-lT i, m fwn t 3TI'{ ,"ITT •"<tn, 
,I.GREEM ENT by APPLICANT ( ~ ;ru 'l'O<) -----...., 

1) 81 affixing my signature or thumb 1mpress1on on this Form. I 1Appilcant) hereby agree & authorise Kosh1ka Foundation and it's Trustees to 

use'pubhsh put-up/reproduce my name, address photo & deta1l3 of the "purpose", for which such assistance is requested/granted, through any 

medium including but not limited to verbal, pnnt, electronic, for soilc1hng donal1ons for Kosh1ka Foundation and/or disseminating 1nformat1on aoout 1t s 

actIv1t1es/ach1evements Such use of my photo & details can be made by Koshika Foundation oefore or after my treatment or fulfilment of the purpose· 

for 11 h1ch assistance 1s being requested 

2) I (Appltcant) further agree that any such use of my name. address. photo & details of the "purpose·. for which such assistance 1s requested/granted. 

will not automatically entitle me for receiving or continuing the said assistance The decision for granting and/or continuing the assistance will rest solely 

with the Trustees of Kosh1ka Foundation, and their dec1s1on Is this regard will be final and acceptable to me 

t> ~""" 'R 3l'I-:\ ~ ~ 3'flra "'1 ffl1I ~. -ij <~) 3l'RI m-lffi! <li'l ~ q;un {~ "~ ~ w m ~ "'q;J ~~{Ni ,ro '!fl!. 

'«IT. 'li1cl am '"' ~ ~ 'll"l;I if • t ~ "~" 1l:cl'l. "!ml, ~. "1lTiRl/<IT ~ ~ l'l ~ ~ liR ~.ro i ~ f<l;m ,:ft imrr ~ 

l'I vmfu; qir-1 <I, fuv; ~ ti '1t im q;J ~ ~ ~ q; ml 'll qR; 1l qir-1 q; ~ "~ 'lim'!R" <I "!Tm 3W.!ijji! ti 

~) -i'i c ~) ~ <I@ lt ~ t !% -.tu 'Tfll, '«11, 'li1cl am ~ ;;fl !% tlITTl!ll1 q; ~ .1 l1lltflT t ~ «!if: ~ q;J ~ m "iRli!TI ~ ~ if 

"ffim'' 1l:cl'{, ~ ~ ilil R1lT<I 31ffi'l am ~ ffll 

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 

~ q;~ <113i'J.<3 ili1 f':mr:l 

AGREEMENT by HOSPITAL (~ ~ ,i;m) 

By affixing hereunder. signature of our Authorised Signatory for recommending this case/patient for financial assistance from Kosh1ka Founda!Jon. we 

(Hospital) hereby affirm & accept following 

1) that we neither are presently nor will m future avail of financial assistance from another NGO or any other source, for the same patient/case, as we are 

requesting to get from Kosh1ka Foundation. to the extent that such assistance 1s 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 

confirma\lon essen!Jally states that the Hospital will not avail any duplicate assistance for the same pabe~t/case from any other NGO or any other source 

2) The assistance from Kosh1ka Foundation 1s only financial m nature. The choice of the treatment/procedure advised/conducted by the Hospital on the 

patient. 1s based on the arrangement between the patient & the Hospital, and Is m no way influenced by Kosh1ka Foundation Hence. the Hospital will 

assume sole & complete responsibIhty of the treatment & it's outcome & safety of the patient. and Kosh1ka Foundat·on will have no role or respons1b1hty 

m the matter 

~ ~ ~ <lil am: .'t tfl'!RfUTft <lit"~~" .'t f<lra'I ~ ta ftN;Tfm 'f;1 ;;irat t f-;;;\ ~ (~) f.Jt;i lls'ffi" .t 11A q ~ ij;{lj t, 
l) ~ f,;; '! iii 'll!'lR am , ir ~ ii f<lm'I mwm f<l;m ~ mili1'il m:e.lR <11 mil 3l"i l'-ml l'I ~ WTT!1lllffi ii ~ <11 "R ~ l ~ 1% l"f-1 "ffllll;J ~· 

,t ~ ~ ,t -«"'!'l if "'lirfml ~" ~ m ¾ 1% tr ~ "~ ~" ~ ~ fif:rn! 3lfflmm ti 19< m fll;?l1 o!@T i lit 3tFl<lffi 

f<1;m w. ftt m.;m m:,n <11 fll;m 3A ~ .'t 'lW«l1 #! ili1 3lMiR ~ = i1 ~ ~ if ~ -m = i 1% 3Wra@ mftq m ~ wft1"IT'!R ts mil 

,), "ffiailTI W'l1 <11 Q 31'<! l!Jlf-1 .'t 'm Wllffll 

2. "~ ~" .'t <'IT ~ ,m,«rr ~ filfi!'I ~ 'f;1 t, wit '!': ~ ~ .;1 'I(~ 'll f<l,q 'l<l ~11ffiPU qi] 'f-!l" wft 1l;q TI'llllR 

~ ,it., q;J ~ i am "q;\fu,f;J ~ .. ~ mil '!l"liTT 'iii i!i1f <;iifll '!ITT i, ~ ~ il wit ,t ~ ~ 3ITT 3lr:l ~ 'f;1 mu ~ wit l{&' ffil!1FI 

<li'\ iWfl 3ITT "~" 'fi1 ~ 'f'l'I" <11 ~ ~ ?!llffi if ,t\ ~ftl 

Date of Surgery 

J~t 

30-11-2024 

Or. 
(Name of D. 

Jc•* 

RECOMMENDED FOR ACCEPTENCE 

~"if>~ mwcr 

of.~rlHfERNA · R'O~IKA FOUNDATION 

SIGNATURE of TRUSTEE 1 
~ P"i!!8R l 

Or. 

(Name, Desiq ! Aui!i.'lf! Signatory 
0culoplaSl OQ~illme 

o,rec¼lft =•l!:..:.!~ _8~~nt 

3lRW<li ~ e F~sp,ta 

SIGNATURE of TRUSTEE 2 
~ fflm 2 



Dr. Shroff's Charity Eye Hospital 

oead,1r. Tandon 

Gr~tings from Dr. Shroff's Charity Eye Hospital! 

Please find belc"' atta-:hed estimate e:-..penditure of Bab). Dlnm i- E/0525/0045 

Estimate cost of treatment 

Dr. Shroffs Charity Eye Hospital 

Retinob/astoma Surg_eries 

Dr Shroffs Chanty Eye HcSl)!la, 

Delhi IS Now NASH Accreo,te(J 

Name Baby DhurvI Address/ A-31 ,Sa,nik enclave, Vikas Nagar, Uttam 

Nagar,West Delhi-110059 

MRN 

S. No. Treatment 

date 

I ~-I 05".!0~~ 

Best Regards '(\ . 

o,, s;m, Oas V 
Director 

DEL-G-25-03-

3768 

Items 

E,nmmauon under 

Anesthesia 

Total 

Oculoplasty and Ocular Oncology Scn·ices 

Phone: 

Age/Sex 7 months 

Cost per No. of unit 

Unit 

2000 I 

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 

Female 

Aprox. Cost 

2000 

2000 

OTHER CENTRES 

ALWAR 
I 

SAHARANPUR • MEERUT • LAKHIMPUR KHERI t VRINDAVAN • KAROL BAGH (DELHI) 


