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DECLARATION by APPLICANT. ~ ~ ~ TI: t "Nill render my Appllca•,on & Cn'.J?,M .• 
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AGREEMENT by APPLICANT ( ~ ~ ;r;m) . ---......i 

1) By affix1n & authorise Kosh1ka Foundahon and ,ts Trusiees to 
use/pubhsh? ;: signature or thumb impression on this Form, I iApphca~t) herebr agre~ h such assistance is requested/granter, through ;,~y 
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AGREEMENT by HOSPITAL (~ ~ qi7!1) 

By aff,xmg hereunder. signature of our Authorised Signatory for recommending this case/patient for financial assistance from Kosh ka Founda'.Jon, 11<: 
(Hospital) hereby affirm & accept following 

1) that we neither are presently nor will ,n future avail of financial assistance from another NGO or any other source, for the same pa\Jent'case as 11<: a•e 
requesting to get from Kosh1ka Foundation, to the extent that such assistance Is granted by Kosh1ka Foundation If the requested ass,stance s ~ot grant':ct 
by Kosh1ka Foundation. m part or ,n full. then the Hospital reserves it's right to make up the shortfall from another NGO or any other source This 
conf1rmat1on essentially states that the Hospital w,11 not avail any duplicate assistance for the same pat,e~Vcase from any other NGO or any other so~rce 
2) The assistance from Kosh1ka Foundation is only financial m nature. The choice of the treatmenVprocedure advised/conducted by the Hosp,tal on the 
patient, ,s based on the arrangement between the patient & the Hospital, and Is ,n no way influenced by Kosh1ka Foundation Hence, the Hospital will 
assume sole & complete respons,bihty of the treatment & it's outcome & safety of the patient, and Kosh1ka Foundation w,11 have no role or •espons b1lity 
m the matter 
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Date of Surgery 
"--'1-. ilil 0111<9 

rp{ 

30-11-2024 

RECOMMENDED FOR ACCEPTENCE 

~"'~~ 

FORffN'Tl!RNA( us~~f KOSHIKA FOUNDATION 
Dr S" · · , ~~~ital 

SIGNATURE of TRUSTEE 1 

~~~I 

Dr. SIM DAS 
(Name, Designaliotn& Stamp of Authorised Signatory 

Ocutoplasty aroh bchalt~~ fllll"lces 

D1rectGJ!t,'tf~ ~-• ~~t 

31RITTcli ~~' e Hospital 

SIGNATURE of TRUSTEE 2 

~mTm2 
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~ ",/'""' $~ Caring for tho community alnco 1914 ... 

Dr. Shroff's Charity Eye Hospital 

,~ ''"'",,, .,,,n,~ 

31" May 2025 

Dear Mr Tandon 

Grl'ctin~s from Dr. Shrofrs Charity Eye Hospital! 

Dr Shrorrs Chanty Eye Hosp,rar 

Oath, IS Now NABH Accrea,ted 

Plca~c find below attached estimate expenditure of Mast. Yuvraj Kharwal- E/0525/0072 

Estimate cost of treatment 

Dr. Shroffs Charity Eye Hospital 

Retlnob/astoma Surg_eries 

Name Mast YuvraJ Address/ Nayawas1 Ohan,, Durgawata, RaJasthan-

Kharwal 
303004 

Phone: 

MRN DEL-C-24-11- Age/Sex 4 years Male 

5214 

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

date 
Unit 

l 
01 /05/2025 

Chemotherapy 
2500 I 2500 

2500 

Total 

-

Best Reg· I 
Director 

Oculoplasly 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 

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


