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DECLARATION by APPLICANT: ~ ~ 'lll1l'l1T 'lf:l: tatement Will render my Appl1cat1on & 0'1'jl)lr~" , ', :;,-1 l I hereby confirm that all details m this Form are True to the best of my knowledge Any false 
5 

.., • .. hable for re1ecl1on/cancellation . 
he" urpose', as slated in this Form for 1/r> ch·, , a 

2) 1 solemnly confirm that assistance, 1f received from Koshika Foundation, will be used only fort p was requested by me 
n other source/employerllrs~ra1 ce company of f) I hereby confirm that I have not & will not m future, avail of reimbursement, m part or in full, from a Y or which th•s assistance ,s requested 

! . ~ . . . t ) if ~ ~ { f'li TI< i,m,q ~ ~ TT11 llsft fimui 1fii ~ .; 3fflTl'. 'l?-1 ~ ml !1 ~ 1lilf ~ ll'.11 q;tr,l W«'-1 ~ ;;n\TI m lf7T ,,n'-f"I . ,,, 'T>"1!! • 2
) lf( ~ <11 m«u -ufil "~~".it m <11 -mt ~ o'!ll111 ·om Wll 1Ji) 1lfd -t full! W<T ;;irrn,"" ~ ~ ~ ~ lJ7lT *'. , 3) if~ <nUl!{f<l;f.m ,rnqai ~~~<Ii'\ Tflt °"~ qi! Rifuq;~~ mmm:ft W< ,frcvf.lfflr.itlll<fiCAT ,t, 'if! ml tam, 1/1 ~tl1fll 

~.GREEMENT by APPLICANT ( ~ ~ qilj{) 
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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, in part or in full, \hen the Hospital reserves 1t s nght to make up the shortfall from another NGO or any other source This conflrma\1on essentially states that the Hospital will not avail any duplicate assistance for the same pat1e,Vcase from any other NGO or any other source 2) The assistance from Kosh,ka Foundation 1s only financial in nature The choice of the treatmenVprocecure advised/conducted by the Hospital on the patient, 1s based on the arrangement between \he patient & the Hospital. and 1s in no way influenced by Kosh1ka Foundation Hence. the Hosp tal will assume sole & complete respons1b1hty of the treatment & 1\s outcome & safety of t~e patient. and Kosh1ka Foundation w II have no role or respons1b1 ,ty 1n the matter 
rn 3TI'-l'ljll. mi.rt\ qi\ 31R <l 'tlflffi/U'TI q;t "fflm ~" ll f<rnrq ~~~qi\ zjl !_ fam ~ (P'll'ft'l) f'll=I = 11 l!A q ~ 'f;l'I (I I) ~ f<l; , <TI <f<llll'I 3W 'I 'gT ~ ll f'lfo'I ~ f<l;m -It( ~ m:tl1'I llT f<l;m 3R F.ffil '11 o<lil irir,w 11 WI llT <I ~ t, t,,i f<l; ~ "ffll<61 ~· '!! ~ ~ 'if;~ ii "~ ~" ~ ~ tn f<l; !1 lffe -~ ~" ~ ~ g 3JITTI11;/l'lq;f1 tg ~ 'lit fim ol1ffi l ol ~ f<1;m ~ it{ ~ ~ 7.11 f<l;m 3P! ~ '11 ,rn,rni 'ITT q;i ~ ~ mffi !1 TI! ~ ii WI<: ~T o!l'll ! f<l; ~ ~ ~ ~ 'U'ir/1!1t!\'I ~ f.rnt itt mq;rt\ W>11 llT ~ 3Pl ll1lfl '11 ~ ~I 

2. "~ ~" ll ci\ ~ 'mT' ◄ <!I ~ f<rnrq ~ qi\ !1 WIT 1l\ ~~~'If~~~ lf!1 ~ ;;;t ~wit~~ i ~ q;J f<f<l<l i am .. ~ ~ .. ~ f<l;m 1lifiR ;;;i q;)t ~ 'It\ ti ~ ffill!M ij wil .t r,u.i W:"'1 am 31A ~ 'f.l mn fau'm!l wil 1l:" WllTI"I qi\ iTtTI 3W "~" qi\ q;)t ~ llT f.lurou TI! llflffi ii '!il m,i\1 

Date of Surgery 

3TI!ITT'Ri!i1ffl 

c\ q°11 

30-11-2024 

RECOMMENDED FOR ACCEPTENCE 
~<fiIBii,~ 

Or.CH~A 
(Name of DA~o~ llllitt] Stamp) 
')cu~sw; atm (tUl!lii{Dnl'JJ~Y'~erv1ces 

of.s\fi flll~~HIKA FOUNDATION 

SIGNATURE of TRUSTEE 1 
~ ffl~ I 

u 
(Name, Des1g · ' ~~l\~tl1~led Signatory 
ocuto~tasw ,,i1s1~n~ 

01tecto1;11ll , 

3lRITT<!i~ \I'S 
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Dr. Shroff's Charity Eye Hospital 

31"' May 2025 

Dear Mr Tandon 

Grel.'tings from Dr. Shroff's Charity Eye Hospital! 

Please lind below attached estimate expenditure of Baby. Saima Parveen- E/0525/0050 

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

Retinoblastoma Surgeries 

Name Baby. Sa1ma Parveen Address/ Village Bharwara 
Darbhanga,Bihar-847104 

Phone: 

MRN DEL-G-19-11-3833 Age/Sex 8 years 

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

06105/2025 
Examination under 

l anesthesia 2000 1 

Total 

Best Regard\ 

Or. Sima Oas ~/ 

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 
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2000 

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