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APPLICATION FORM FOR ASSISTANCE (Healthcare) K~hLka ~~1~:rn, q ~ ~ (~ ~'qffi ) 

foundatio n 
I 

APPLICATION No. c r os u-1 o () y b I :;.:c~~oN DATE 2 ~ / r/1£' 8u1ld1ng block of hie 
~~: 

NAME of APPLICANT 

~ASLf Pl PT l 
AGE-YEARS ~ -"l.flf sExft.iTT 

~<liT'll'I 

0 l,( y fit{<. s, ff-(Y)A{C: 
FATHER'S/SPOUSE'S NAME 
firnl~ <Ii! "IJt! HA-~1 rvo~ c.. P+rr H ne J I 

J.-1 ' f\/[J ~ < v'l 
PRESENT RESIDENCE ADDRESS c@ilR ~ 't@I 

(< - F, '? l.f ~()~-1'1 H1 I Ci f-1 L --r fl H trT\ I (A I R PU~ .... ___... 
't\PI HI~ 110 03..1.. 

~ 
PERMANENT RESIDENCE ADDRESS : ~ ~ 't@I 

OCCUPATION : 
Lfh3 0 U (<_ e-R._ C-HIT f-i E-(l ) 

. ✓ . ::" 

~ MARRIED (fcfcllft<t) / UNM~~) 
TOTAL ANNUAL INCOME · 

q 6 / ev1) C +-AT rlf-e_) 
(Attach Proof of Income) ~~~ 
( ~ 1fi1 m~ m;r.i) 

PAN No. ~'lfil<fl~ 

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicable): Yes / No ~ 311'! ~ qi'{ ~ i (-ill 11F<l '81 ~ "l\ .rt\ cliT mTR wrri)1 '8i ' m 
FAMILY DETAILS 'lffiqf{ ~ 

Sr. No. Name of Family Member Age (Years) Gender Relation with Applicant 
ifill~ 'lffiqf{ ~ ~ cliT "IJt! o1J (<i'l) ft;iTT ~~W<~ 

I . 1-f in< (V (J E-R. \ '1 fYl f+-C. ~ v f-1 / n 1-Y<.. 
/ . Annr-r-t 1 -~{ f-f'.--{Y\ffl.. C /Yl '1 TH 1-,{' 
1- l+-'cf u rH 11 '< MA-1 C RQ I r nF--/:.. 
L1 - f) J--f F+-f.J. ,4--(Y, I~ I ~ I 1 L' ,.., t- i=:--m ftf fC Ct PA-JV n rn rr, H r--r<. 

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable) 
.mi@! ~ ft,q fcfml 3TillR 

BPL Card EWS Certificate Ration Card ~ (Attach Card Copy) (Attach Certificate Copy) (Attach Copy) 
Basis/Proof 'l'UolT ffi1 ~ 'lhl 1P'!1ll1 ~ ~3Wl'clTfV'll"l'l'.I ~q;rt 

3R~~ (Wl11'1 '11'.1 <Iii '0T"1 'IITT'I 'IIB7'I q;ll ( Wl11'l 'l'.I q,1 ffl'l1 'IITT'I 'IIB7'I q;t I (V'll"l '11'.1 <!il ffl'l1 'IITT'I m'fl,f q;ll 

"PURPOSE" for REQUESTING ASSISTANCE: 

~~~Tflffq,mclil~: 

Sr. No Medical Reports/Prescriptions Attached 
ifill m§l.l1 ~ ~ 'iilTU "'111t ~ ~ .rnr.{ 

I, 0 I /t-(_,1 I\ tJ " 1 f - ~ F ., ( f\fiJ R I rH 7 n f VI ft-. 
<J I R f--"?'I 7 / Yl t--ru I LI Jl.4-

,ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES 

LS ~ ~ ~lit~ 3R .mirITT ~ 3R ~ ~ ~ Tfqf ~ ? 
Sr. No NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED 

ifill mi 3R ~ cliT ~ "ffi lJt W'!@l'Uffl 
l llft-



OECu>RATION by APPLICANT ~ ~ ...-,.,,;; 'la· 
I I menl will render my Apphcallon & ~goi 

led An'-' false s a e 
ng ash, 

'>t;ce::;, :>:'.l :r-i -a· a ce:aJs ,,,., ,hrs c:c= are True to the oesl of my knm• ge , 
~Ian<:,, 

.aoe '<Y- •e ec:io.~ .::a'lrellaoor 
for the "purpose·. as stated in !his Form. tor which such • 

2 so;e~'11y corf- ma: ass stance , rare ,·eo from Kosn,,a Foundaoon 11111 be used only . •~~,,., 

.·,as ·!!{l:.es:e-:i oy me 
many other source/employer/insurance company 

01 

3 "e<eo_ o:r'- :rat r,a,e not & .,, no: in futu·e. avail of re,moursemenl. In part or in full, frO 
lhs •~-. 

·:n '• "'-'Ch tt, s ass.s:a'lCe s rec;;,e-sled 
. <fi!f{ ara<'! -qftf1 o!@T t <ff -qu ~ fu>a l,'\ 

! ~ -er=- ~ { ~ F ""' 'If R-.l ,r,; ll'lT ~ >m ~ ,t 31Jt11< .rrq 1(11 mt t1 ~ ~ fiffl"{1II 1(11 ;;J) lH 1ffi"'I -q ,i-u "Tlll tr "'1 ~~ 
1 

2 
.,,,. ~, ~,, .. ~ '"T. -~ ~- ~-Rt~ "{t\ t. ~ m'T om m11 il>'t '!f<! ~ ~ f<1;1lT ~·/iftlll <f;llAT "R" m ffl1 t aitl "tt ~ 1l itn 

3 ~ 'f'.i: 'Fr->- ';: ~ k"! ~ ~ 1;f "9Tfk q;\ ~ t "Sli -ufu q;i 3llfu<i; 111 ~ ft'm f<t;m 3A ~ 
~ 

f 
AGREEMENT by APPLICANT ( ~ ~ q;m) . ---- ; 

' • ., 

e Koshika Foundation and 11 s Trustees to ~ 

6 
Y a ,mg m:, s,grat~re or ;numt, ,rnoressIon on this Form. I (Applicant) hereby agree & authoris . t e IS requested/granled, through any 

tcs.e ::_:, sn.;,_·-c;:- ·e;,•ro~ce my -iame, address. photo & deIa1ls of the ·purpose· for which such assis anc nd/or disseminating information about It s 

r.ee ~ ,., -
f K h1ka Foundation a f h • 

- • c "- 19 bat no1 m :ed to veroa, pnnt, electronic. for sohc1hng donations or os ft my treatment or fulfilment o t e purpose· 

~ctr. · es a:- e,er-:e,:s S..icn use oi my photo & details can be made by Kosh1ka Foundation before or a er 

0r ,.r c._1 ass stance s oo rig requested 
• h ch such assistance Is requested/granted. 

2, 1 .!.:,p ca:-• iu':'le· a;;'ee tha! any such use of my name, address, photo & details of the ·purpose · fo~:d/~r continuing the assistance will resl solely 

·' ~o a~ :~:-,anca , en: tie me 'or receMng or continuing the said assistance The decIsIon for granting 

.•,.th the Tn..stees a' Kosh --a Foundat on and the,r deos1on Is this regard will be final and acceptable to me 
~ .,__ . 

• 
.. ~ ~ " q;'J 3TI1 ◄ 'lja ~ i '"' mi -=irq 

I -r:: .., . ,,;: 3vE ~ <iT ~ ~ ;rn ?"WR, ~ ( ~) 3!'Rl ~ q;j ~ <j;T<!I { 1(11 "fflFl;J ~ ~ . , f<f;m ,:ft WR ~ 

=- 'fE ~ :,;; ~ ~ ""' ll° ~ t. ~ "~" ~ -=>imT. m ~;:_,it~ ii ¥1 ~ 3lk ~ <f> ~ 

-:, ,-, {G ~ 'fi ~ ~ti~ Jm iliJ ~ 1lt ~ <t 'ITT\ 111 ~ "q 'I>{'! ;j; ffi1<_ "~ ~" ?{ ~ ~ tJ . " 

:) 4 (,.. ,k,,) n; ;;Rf~~ { 1% ,ro 'ii'!, '«IT,~ .3ITT: ~ ;:n ~ lm'@l <t ~ "R ,nfij(f t mt l<@': mT'«IT <!iT ~ '!ti "if'!@TI ~ .,:.rlf 1j 

-~- ~ ~ ~.,; f.,cf,; 3ifut! .3ITT: ~ WTII 

APPUCA."ITS SIGMTlJRE OR LEFT THUMB IMPRESSION : 

~~~"-~~~~~<c_~~ 

AGREEMENT by HOSPITAL (~ ~ q,{f{) 

3t a" Y -;; rereurY.;er s gnature o' our Authonsed S1gna1ory for recommending this case/patient for financial assistance from Kosh1ka Foundation, we 

(clos:>1:a , 1ereoy a'f ~ & accept follomng 

·} :,-,a: ,,e r:e t:1e· a,e :>rese'ltly nor ·,•,111 In future avail of finanoal assistance from another NGO or any other source. for the same patient/case, as we are 

•eo~estn1, :o get ;roIT' Kos'11-1a Foundal!on. to the extent that such assistance Is granted by Kosh1ka Foundation. If the requested assistance Is not granted 

oy Koshc'.a foundation. n part or in full. then the Hospital reserves it's nght to make up the shortfall from another NGO or any other source. This 

cc:1: rmaron essent:a ly stares :hat tne Hosprtal ~,II not avail any duplicate assistance for the same patient/case from any other NGO or any other source. 

2} Tile ass s-.ance from Kosh,,.a Foundaoon is only finanoal in nature The choice of the treatment/procedure advised/conducted by the Hospital on the 

oatie~, s based or. :ne a•range'llent between the pallent & the Hospital. and Is in no way mHuenced by Kosh1ka Foundation. Hence, the Hospital will 

ass:irre sore & comp'ete respons•b IIty of the treatment & ,rs outcome & safety of the patient, and Kosh1ka Foundation w ill have no role or respons1bihty 

:-1 IT'e matte" 

r.,,-: ~. ~ ;;c'i :in~ ~,u,n q;'J "if.WJllil ~- ll ~ fflTl@T "tn futl;Jfm q;j -.i@l t. ~ ~ (~) f.riar "!l'l>iR <1 "IA 11 ~ <!,{ii ti 

l) ~ -7 "' .,,. w:;r-; ~ " -t, ~ ~ ~ ~ f<l;m ~ ~ m"IR lll f<!;m 3R' l<ml "R ~ wflf'lTIR'l ll° ~ lll ~ sf t_ ~ fin -g-ir-\ •~ ~" 

-::, ;.,~ ;,v- 3 -il- ➔ ~ -# -qiqU -q ·~~-~~lg fl!; t, 1IR "~ ~" ~ ,m>@! fcr-m! 31"ifuq;~ -tn ~ '!ti fin<lr '"1(1! t m ~ 

~ -;r.<l T7 ~h, tl -:::r,r. "'l'° f'i>;-=- ~ 'F!JlA' ~ ,m,;ar t'A <61 ~ ~ T!lJCll ti ~ ~ ,f ~ <m "'1ffl t j% 3Wlll@ ~ 1m: ~ ~ ~ f<l;m 

o/~ 'P'<l"'JJ1%Ifi w,;~-,q,m~, 

2 "~ ~~ ~ -=': tj ~ ~ ~ Y<ljra aft i1 iPil 'R' fflim'! ~ ~ TJt ~ lll ~ 1Tll ~ <f;l ~ -uift 1l:<l' ~ 

~ ~ ~ fi;,r,; t #: "~ ~ .. ~ f<l;m 1l<liR <61 <f;lJ ~ -:rti ti ~ ~ 11 wft ~ ~ ~ am: 3,R -.R <l.'t ma ~ iPil ~- ~ 

-,ref. -,f-, -~" #I 3"i ~?II~ m ~ tf 'ltft irift, 

Date of Surgery 

~~; 

18-08-2024 

RECOMMENDED FOR ACCEPTENCE 

~~~~ 

Dr CHHAVI GUPTA 
(Name of Dhf.&rReglurtfa!wit/1 Stamp) 

dcu~IJ;-fl~~Cll ~ Sl!rvices 

Dr. SIMA DA 
{Name, Design~~~tamp of Authorised Signatory 

Oculoplasty an 1cm:bllhitlf.~1~~e~ 

D,rector.~l!lctKOOi!i!li!lollf'trijnl~ 

Dr ~#li ., ~~6!f~HIKA FOUNDATION 3iRIITTi n' s "hw'y Eye Ho.;pital 

SIGNATURE of TRUSTEE 1 

~ P.i!JW I 

SIGNATURE of TRUSTEE 2 

-.:iumr~2 



Or. Shroff s Charity Eye Hospital 

Cr s-~a-s i:ra~ , E e-: ,. ~ 

(le " S t.t"N Pv-.: - k..cr=-= '; e 

Dear Mr Tandon 

Greetings from Dr. Shrofrs Charity Eye Hospital! 

Please find below attached estimate expenditure of Baby. Dipti Dipt1- E/0525/0046 

Estimate cost of treatment 

Dr. Shroffs Charity Eye Hospital 

Retinoblastoma Surgeries 

Name Baby D1ptl D1ptl Address/ H no 30,8-534, 500 wali 

gali.Jahang,rpun. Delhi-110037 

Phone: 

MRN DEL-G-23-01- Age/Sex 4 years 

2026 

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

date Unit 

I 26/05/2025 Examination under 2000 1 
Anesthesia 

Total 

Best Regards \. / 

0r.SimaDas V 
Director 

Oculoplasty and Ocular Oncology Services 

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 

Female 

Aprox. Cost 

2000 

2000 

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

I 

I 


