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ARE YOU AN INCOME TAX ASSESS EE (Tlck whichever Is appllcable): Yes/ No 
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BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable) 
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" PURPOSE" for REQUESTING ASSISTANCE: 
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Sr. No. Medical Reports/Prescriptions Attached 
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AGREEMENT by HOSPITAL (TI"«ll<l ~ ~) 

Sy a"'x ng hereunoer. s gnature of our Authorised Signal()()' for recommending this casetpatient for financ,al asSJstance from Kosh1ka Foundation, we 

(Hos;x:-a) hereb) a~ & accept follo\\ing: 

1) ~,a: \\e ne ~'le· are presently nor \\;O in future avail of financial assistance from another NGO or any other source. for the same patient/case. as we are 

requestng to get from Kosh· -ca Foundation, to the extent that such assistance is granted by Koshika Foundation. If the requested assistance Is not granted 

by t\OShl~a Foundation. LIi part or in full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other source This 

conr:nnation essentia ly states that the Hospital \\ill not avail any duplicate assistance for the same patient/case from any other NGO or any other source. 

2) The ass stance fron Kosru,a Foundation is only financ,al 1n nature. The choice of the treatment/procedure advised/conducted by the Hospital on the 

patient. 1s based on the arrangement be!l\een the patient & the Hospital. and is in no way influenced by Koshika Foundation. Hence, the Hospital will 

assume so'e & comp ete responsibility of the treatment & it's outcome & safety of the patient. and Koshika Foundation will have no role or responsibility 

in tne matter. 
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Dale of Surgery 
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FOR1NtERNA'li 6~HIKA FOUNDATION 
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or. Shroff's Charity Eye Hospital 

"1''"·' I I I I• 

30th June 2025 

Dear Mr. Tandon 

Greetings from Dr. Shrofrs Charity Eye Hospital! 

Please find below attached estimate expenditure of Mast. Viral Dewari- E/0625/0079 

Estimate cost of treatment 

Dr. Shroffs Charity Eye Hospital 

Retinoblastoma Surgeries 

Dr. Shroff's Charily Eye Hospital 
Delhi is Now NABH Accredited 

Name Mast. Viral Dewari Address/ Shramik basti, colonel ward, Sheesh 

mahal,Haldwani, Uttarakhand-263126 

Phone: 

DEL-P-21-05-
MRN 0506 Age/Sex 4 years 

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

date Unit 

2025-06-05 

1 Examination under 2000 1 

Anesthesia 

Total 

Best Regards ~ 

Dr. Sima Das 

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 

Male 

Aprox. Cost 

2000 

2000 
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