
APPLICATION FORM FOR ASSISTANCE 

J 1 ,-q, r,. n ~~ rt .·-~rH ""d 1,ITJ·, • r 
(Moulthcan.1) 

( 17~J I•~ lj <; llj'fT[r•l) - . 

Al'l'IILI\IIONNo' E:Tro ~ I OD·1 r: -- fAl'f'llCAilONDA'rl sl' J-1 (" 
i11•I•·, ,,,,,i, _:/~2 5 _>;!; __ ~- ,urtir•1 hw1t l,1 "' ,,, 

NI\MI of APPUCAN r : r A;L YY!_!,(H(!.I I l~( .... )'1'
1 I(~)' ~lflr,{[ll_. •11•!-;'l, .,., -11,, r u t--i n 1 , .1 n 1 , \A i n L 

I 
i', " , , . fJ 

FMHI H'!:l/!,POU:Jf '!i NI\Mf" k? { r '] ( I)) 
rr.11111,,;ll, 1,, -n,, v 1Jn y ~nu rnfl p__ · , , - , r I r 

C[
IIT - PRESENT ncsio6icr~ 1100Rr:rio ,,S,11-1 ,fl'jfilfo '!tll 

rV nmmr_c I filj IJl.R__ 2 L/ l,,{T)(Y/ 

fr,11nd,1li_'.0~ 

1J11ll11!11t, tJl,11k ,,f hl1it 

~~7,~r~llflON: ( A 00U (Ji r A ( f' () T ~ ( lfl_ --- ~I\IHlll' U (t1•1rt~'1) I ~ 1!1,(11!1'1rt!1'1) 
TOT Al ANNUAi INCOMI. : , ( r .. ) (lltt1,1;h Proof vf lr1co111u) 

tiH •llfrl.h 1-ll'l I O "t O 00 (/ r J,-( ( (< ( 111'1 •1,1 1W"!._rf,,,,.,, ·-------
PAN No. "'If~ 1 Htll TIMI 

ARE YOU AN INCOMI 111X ASS!:SSCC (Tick whlchovur lri oppllc11blo): 
•P~I ~,,, lJIII •Ji{ ,,,,11 d ( .,) 1{1,Jj ~, dTI 'H •1g1 •j,{ f-l~IH t['ll'll 

Yoo/ Nr, 

Y,/ I •11/t 

Sr, No. 

\l1lJ\{lljJ 

BPL C,,rd 
(Att,,ch C,ird Copy) 

,,f\.i) ,, If f: -!l•l lflfplf 'T!f 

(1n11ri1 q,1 1,1 Wll 1,1f,r riw-1 1,l.1 

11\MILY UiiTAILS 11f1,II' l!_·,''!.!._ 

BASIS for REQUl"STING ASSISTANCE (Tick whlchovur I" ;tpplltnbl~J 

H61'Mf ;~, !,111 f1r-1hr in,-"-m,~--

1:WS C11ttlflc11to 
(Attach Corlfflc;1lo Cupy) 

lfi.·'l ~!l'l •fl\ 11'1/111 '1-l 
( ~•111ry •n 11:i ,w11 ,,t,r 1/w-r 1,l1 

Rnllon Corri 
(lltl,,ch Copy) 

11!'ll·kll 'IT,Jf. 
('l'll"I 11! 1:J lll'/1 11\,1 11·1'·1 t,l1 

"PURPO!JI "for RrQU[STING ASSISTANCI ' 

H~l'l\ll ~i{ f.t.,) 11't l•i-1,0 ,1,1 l',~'i'I: 

Modlc,11 Ropo1l•1/11n,,,rrlptlo11•, l\tt,,rhotl 

lfl'ltll•·l{llf•I•'' 1) ,11!1 '!'.I ,,~ 1lhl·l • I 1111 H<·l'·I 

llny OtllQr 
Br,nl•/Pruof 

,1- 11 •1,lt '11 '-'l 

.__ __ . U_.J7l!LAtl[151.S -=-----:_RL(JNOJJJjJ)ro f !Tl ----
- IfD_ffUn 71.I r ~lJ../..1' ( UL,r.fiT ----

Mi SIS !/\NCI' Ill ING AV/1111 IJ Im SI\MI "f'UHl'O',I "ham Ortll I{ ',Cllll{C:I ', 11 /\ 
~,1 v,'i1'1 ., ~.1 .,.,: ),.,, ''~'''"' t-ti111 11 ,, 11i.1 ,, 1~,111 "'u ~11 f\v 

1---~ - N---.-------- NAMI of OHi! ll HOIJHCI /\MOUN~, o-,-A-,i-,ls-,~I\N(.I HI INO AVAIi in k ~ J 

If 'l 
I 

Iii! 1,1 1I ,,, ''"''''" 1/~II 

-----, 
------ un--~~-



DECLARATION by APPLICANT· ~ ..>..-1 l I h · i;ro • 1••11 'll!: 
A plication & ongoing assistance, 11 any, lla:,:e~r ~~~~t:~~!:~~1'::~~ In this Form are True to the best of my knowledge Any false statement will render my p f h h uch assistance 

2) I solomnl fi h . 
• stated In this Form, or w IC s 

wu,1 requosia~o~ ':el at assistance, Ir received from Koshlka Foundation, will be used only for the •purpose , as 3) 1 I1oroby co Y 
/ loyer/insurance company, of the amount 

for which th,:, ~~rs~st'.hat I have not & will nol in future, avail of reimbursement in part or in full, from any other source emp 1) ~ . • unce Is requested , 
__. - ~ 

~ 16Tt!J ~ % 11 .._ 
.i@l till '4if ~~~,;;it t1~m ~I 

2l rtl - . 'I, , m 'm"1 ''" 11'l 71-il ~ 11it ~ -q; . ....:It 71R ~ fllitl17J Tl,li q;v.r,i·mwi '1!ll1 
~ "fl \l\Wl",n llr{l "~ ~" ar-i,m 'l1i'<I 1l;ll ~ ~• I ij ,ro lJ'IT !1 3) if~~ ( m; F,lTJ lfmtll tu 7<\l',m~ :.11,..-: 1tl i~ olfl11T1-.ril m<i""' 'J!il t furii ~~:::;"",mm tam ,m •qf1111.il"(f111 

r===--=-_:._~-=::...:.:.~::..:.~••~;ij,~oll~"~l<l~q;J~~ 111 '!!'li8 ffl ft!;'m 3pj ~,n/11Sl"l"'/"ISI 1) By an 
MREEMENT by APPLICANT ( ~ ~ q;m) ixlng my signature or thumb Im I 

. d r n and it's Trustees to 
use/publish/put-up/reproduce m na press on on this Form, I ,Applicant) hereby agree & authorise Kosh1ka Foun a ,o / ranted through any rnod1urn, including but not llmtte~ I me, address, photo & details of the 'purpose", for which such assistance Is requested.g tin i~formation about it's 
act1v1lles/achlevements Such use o verbal, print, electronic, for soliciting donations for Koshika Foundation and/or dlssem1n~ fuffilment of the "purpose" 
for Which assistance 

I 
b of my photo & details can be made by Koshlka Foundation before or after my treatment 0 2) I . s eing requested (Applicant) further agree th t · 

· · ested/granted 
Will not automaticall en i a any su_ch use of my name, address, photo & details of the "purpose", for which such assiSlance I~ requ will rest sol~! 
with the Trust / K t Ue me for receiving or contlnumg the said assistance The decision for granting and/or continuing the ass1stance y 

ees 
O 

oshika Foundation, and their dec1s1on Is this regard will be final and acceptable to me. l)ll!'l!irn,n--" •"-' 

•c.--'-= 

'lf<ll "''" mi~ '!II.,,.," q,'t im ~. il <~i ar<M1 ~.ft~~ { v:<i .. ~ -q;Jffl'R am oWt ~ • ,.;) art\.1¥ .;u,i i ,.., ~" 7'"• " ~ am .n ~ ~ im if >ilm t oil "~" ~ -=>mil, ~. '!lfi!'l1/ll1 ~ ~ " ~ ~.iaj ~ ~ t fR<1 mrr ,ft ~ 'lt1tl{ll • <nB ,r; ~ ~ !1 111. m 'q;J ~ 11t ~ ,r; 'Im 111 ~ 11 <!ITT t ~ "~ -q;ram" e1 -=>mil ~ t, 2) il (~) lll 7.l@" ~ {!l!;llU'll'l, 'lffi, ~ am~;;i)!l!;'lffll!illt~l)nt:iil m:~'q;J ~,gt<!'mll1~t!$ ii "~" 1f<l1l. ~ "'-!1fu'q'f'"' f.!u!ti • am ellvmu m, 
AP_PLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 
~"fitmle.R111311@'q;J~ 

AGREEMENT by HOSPITAL (~ ~ :.;m) By affixing hereunder, signature or our Authorised Signatory for recommending this case/patient for financial assistance from Koshika 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 patient/case, as we are 
requesting to get from Kosh1ka Foundation, to the extent that such assistance is granted by Koshika Foundation. If the requested assistance is not granted 
by Koshika Foundation, in 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 essentially states that the Hospital will not avail any duplicate assistance for the same patient/case from any other NGO or any other source. 
2) The assistance from Kosh1ka Foundation is only financial in nature. The choice of the treatment/procedure advised/conducted by the Hospital on the 
patient, is based on the arrangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence. the Hospital will 
assume sole & complete responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility 
m the matter. 
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RECOMMENDED FOR ACCEPTENCE 
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Or. CHHAVI GUPTA 
tdjunct Consultant, 
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Dr. Shroff's Charity Eye Hospital 

30th June 2025 

Dear Mr. Tandon 

Greetings from Dr. Shrorrs Charity Eye Hospital! 

Please find below attached estimate expenditure of Mast. Kunal Jaiswal- E/0625/0078 

Estimate cost of treatment 

Dr. Shroff's Charity Eye Hospltal 

Retlnoblastom,a ~l!.!!l.fl.rles 

Name Mast. Kunal Jalswal Addmtl Deen, va,shali. B1har- 844504 

Phone: 

DEL-G-24-11-4064 
MRN Age/Sex 8 years 

5. No. Treabnent date Items Cost per Unit No. of unit 

1 2025-06-09 Chemotherapy 2500 1 

2 2025-06-09 

Examination under Anesthesia 2000 1 

Total 

. .,,.,3/ 
Or. ",1111:1 Das 

Director 

Oculoplasty and Ocular Oncology 'icrviccs 

DR. SHROFF'$ CHARITY EYE HOSPITl\l 

5027, Kedar Nath Road DaryAganj, New Delhl-11000? lnd1n 

Ph:- 011-4352 4444, 4352 8888, Fax : 011-43528816 

E-mail : sceh@sceh.net Website : wwv, Gceh net 

OTHER CENTRES 

Male 

Aprox. Cost 

2500 

2000 

4500 
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