
• 
APPLICATION FORM FOR ASSISTANCE (Healthcare) K~htka 

~ts,<.1cn ¾ ~ m < ~ W'l?R'l) foundation 

APPLICATION No · 
~m: .. E/o,zr ()0 ~D ;\:~ON DATE : 2,, ~ } u B•ilding blod< of i,fo 

NAME of APPLICANT : 

M£l>y ANAYA Kr.SHIMWW 
AGE-YEARS o!Tq-wf SEX fwr 

~1!il"l!t! 
2. YE=At<.S Pf.MIU£ 

FATHER'S/SPOUSE'S NAME . 

ftitOfrRSr/ ( HlTHfft) Mm~ <Iii "!It! . K~ 
I PRESENT RESIDENCE ADDRESS '1.@TlR 31l<ffi1P-l '!«JI ~ 
f,d JHlf)- 0 _-( IIMIVI Yfl ~l--lfllll) ru, I If OklTHl-:-1<- (l()l+U 

~ 
Hftt i J-t V.ll 1-"f-<.f-/()f-(H - L/Q762.2n 

............. 
PERMANENT RESIDENCE ADDRESS : ~ awm!T'i '!«JI -

OCCUPATION : 

Sl lO P~CE--f~ {_ frl T Hf·r<,) I MARRIED(~)/ ~~) 
~ 

TOTAL ANNUAL INCOME : 

Lti/ ~ ( ffl, Hf/< ) 
(Attach Proof of Income) 

~~3Wf (3Wl c!iT m~ '!Wfl"I) 

PAN No. ~ 'tIDffi ffl 
ARE YOU AN INCOME TAX ASSESS EE {Tick whichever Is applicable): Yes/ No 

c!lll 311'! 3Wf ~ ~ i (.it '1!R ~ ~ 'ti{ ml c!iT ~ 'R'JT!II -gj I 'm 
FAMILY DETAILS 1ffiqR ~ 

Sr. No. Name of Family Member Age {Years) Gender Relation with Applicant 

ifil!ffl 1ffiqR q; m 1!il "lit! o'g (wf) m ~ q; 'J'l1"q ~ 

r l>r+HJ l'-n<. ( H Kl.I J.-'i? If/ T-1 r1 I- H r nrr<. 

' \ \I() I '.L ~ 1-F--f n A--{ F- ff u I H r--ir::.. 

(, - nM 0 -~ fT ~ r- I · f.< V TH/-f:::.. 

BASIS for REQUESTING ASSISTANCE {Tick whichever Is applicable) 

-mTlloli~flr-1@3,Jt!R 

BPLCard EWS Certificate Ration Card 
~er 

{Attach Card Copy) {Attach Certificate Copy) {Attach Copy) s/P oof 

TfU'1.fr m <it -:fr.t Jlill1ll 'q';f 3W<! ~'ll'I W!f'll 'f:I o"q'W@l <fiTi 
3R<iil{~ 

(JlllT'll 'f:I ;it m?ll t.lf ~ ~I (Wlf'll 'f:I 11,"t m?ll 1lfl! 'ffi'IT'f <!il I ('ll'!!'ll'f:11flt'iJllll 'lfl!'ffi'IT'f <!il l 

"PURPOSE" for REQUESTING ASSISTANCE: 

1ffllllll ~ f/i;ll TJll fcr-@t c!iT ~: 

Sr. No. Medico I Reports/Prescriptions Attached 

lf.T/7:WAI 3!Pm!Mllfl{ -a orrfl <Iii 11'i ~ ~ '!WfT'! 

I. {)/ 1-tfJ f\ j(j 11 ( - (I ( II f\J n f.J,/H ,\ 7 U r'-1 A 
) , -r- (/ 14'.'.I t tr 1 r 7lf I r, 1{.I --

ASSISTANCE BEING AVAILED for SAME "PURPOSE" lrom OTHER SOURCES 

tib-l1l$'itt<x,<IDt 3FlmT7«!1 f<1;i:it 3Rm-a fwn1TG1it? 

Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED 

\fill'ffl 3R'!'Jll<l<lil"l!t! ffi~~mit 
/VI~-

I 



Application & ongoing assistance, d-.. 
·11 render rnY -·, . 

. ~ ~ i"tf'il 'l>": I statement w1 . . 
I DECLARATION by APPLICANT'. · True to the best or my knowledge. AnY fa se ted . this Fonn. for which such assistance 

1 P-.reil', c;on5rm u,at a" details in this form are for the •purpose·, as sta in 

lialfe ror rejedionlca~cella~- . . ed trorn Koshika Foundation, will be used only toyer/insurance company, of ltle amount 

2) I SO:smly con'irm that ass,srance. if ,eceiv . any other source/emP 

·,•,-as ceeuested oy me . 
1 
& ,., no· lfl future. avail of reimbursement, in part or in full , from _... • ~ = f.m<I <61 ..iJ ~ ii 

3 I hsreoy conliml l.na1 . ".aVe no. ,... · . ~ 'il'1l <iJil1 6 m .," .,,Q,-.n, • · 

for ,•,•ic/J trus assis::ance ,s requested • • • . 4 - q;it fcicltu1 ~ ~ •. ;. 
.• . •. . •. 'l'i lJ"!1 ~ im qRq;TU q; ~ tft"l ~ m\ i;I ~ • ' ~ ~ 'ti 1llJ 1JlU i;I • 

' 'J -q ~ ~ t;,;; .,, ,x-'! ':j R'I ·. " " • • ➔ , • • • .,fa ~ ft.iii fci;<ll ~. oil • • • .,,.,,, t om '! -tr ~ -ii ~1 

I 
, ~ ;,m ..:. - ...:.. w~ ~ , ,1 <'ii qf ~ o, :ow;;i ~ olli ~ qiJ ,!a ~~rirlll q;uAT ~ '! oJ l<'"l'<I 

• • o>' '" • u,<. "' ' • • , ~ • - • f,;:;m ;ipt 1.i1wn••""'' 
3 :f,;',;, ;;:w ;"-fr,j gl'@j is~ 1!Ffii qi!~. , oll 'llm qi! 3!11ffii<!l ~ ~ q-, ) 

<p :t. :i. ~•:7. -- ~v . " i:.fU qi'U{ 

; " AGREEMENT by APPLICANT ( ~ d lion and it's Trustees to 

. . . . & authorise Koshika Foun a d' anted through any 
1' B_y affi~nQ my signature or thumb 1mpress1on on this Form, I (Applicant) hereby agree ch sistance is requeste ,gr . ' u· bout it's 

- · • • for which su as • ·nating 1nforma on a 
use ;:iu~lish.:put-up'reproduce my name, address, photo & details of the purpo~e , . F dation and/or d1ssem1 f th • urpose• 

me1fa,m indudina out not limited to verbal, print, electronic, for soliciting donations for Koshika oun after my treatment or fulfilment O e P 
, • K h.k F undation before or 

activities/achievements. Such use of my photo & details can be made by os I a O • / ted 

• h. • . • ted h •stance 1s requested gran , 
io, ,., icn assistance 1s bemo reques . • for which sue ass1 1 1 
2) I (Applicant) furtner agre; that any such use of my name, address. photo & details of_ ~e ·purpose.' and/or continuing the assistance will reSt so e Y 

111" rot automatically entitle me for receiving or continuing the said assistance. The deets1on for granting 

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me. • ~ ,, .,,; .,,.;,= <!i{nJ .; ~ ,ro "i!li, 
., a!R ~ -<iltll'<I '<>1 "''""(~ 'o. 

!) niW:!'1!'{3l'R~<il;,/,ra;;.'\el"l~, -q (~) 3N-ft~,i;1~"ifi«fl{~"~-~ " <f';ft,r<lfli:;m tjj'ln!l{1l!Wf 

• • ' • - • ,. 4 • u...=.....n .......,. "IIRRll'II m ....-ri<m ,1 ='I ~ am'.~ 
'R, 'lim 3jR <ii Ja<R1'i n! 11'!, 'I! <lli'ffi o, ~ <t>ll<l<t>I ~ "'iltll, '"1, ._,., O'\'"" ~•>< • ~ 

. • . • • .. ..n ' __,. • ' ...;. i;,,, ·~ ~" q -:qrm ~ QI 
t! >'l'i«i '!>B -a;; ~ 01M"1d 'ITT 1R '5T'l:I ;;;i ~ '<t ~ <ii ~•""' "l!I ~ 'II <ii\"! "' '"'"' ~ '!'it ~ ~ ij 

• • • • - ' ..,_.,, .$... - ' - ..,_ ~ ... ...."'6 ,. =r t<ffi· .mirn '1j;J ~ < ◄ -1@11 
2) 'l (<>tiil<,,_,) ~~;I~~ '[q; lfU 'ill!, 'I@!, '!>ICJ ->II(~ ;;;t IS'>~'<> O'\,'\<'<< ti >ll«O O ;><' • 

"..,·,~ .q,f" 1('l'l ~ ~ ,;,r ~ 3ITTftl 3ffi ~ mll 

APPLICAITT'S SIGNATURE OR LEFT THUMB IMPRESSION: 

.... ~~.,, Sf. ~ 'll air@ qi! furr:; 

AGREEMENT by HOSPITAL (~ i:TU q;m) 

Sy affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we 

(Hospital) hereby affirm & accept following: . 

j) 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 Koshika 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 Koshika Foundation is only financial in nature. The choice of the treatmentlprocedure 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 wil! 

assume sole & complete responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility 

in the matter. 

~ ~ . rnreiJ ;;;'r 3lf( it 'Ilf'li'lfUlIT ;;;'r "~~••it fqfu'q 'W«l1 ~ fuq;fuT ;;.'\ o!lci\ !, f.m ~ (ffl'<I@') R9' 'g'qiR it llR '1i ~ <!iU1 !1 

I) ~ ~ 'i <fl 'iill'IR ant '! 61 ~ ij fqfu'q 'lm'«IT fl!;"m -qi: m'filU mR <IT fl!;"m WI ~ * ~ 'U'itJ'tll'l!el "fl w) <IT -el ~ l, ~ ffi l"R "~ ~" 

~ ~ ~ -,i; ~-,; ·~~"mu~~ ~ !1 'llR "~ ~" i:TU ~ fcf-rnl a:nfu;;~ ~ ~ '!ol f<ii<!1 -;;J1ijf % .rr 3WIB@ 

f-i;,:ir 3Pl 11'{ mq;ro ml <11 1%m 3Pl ~ <l ~ #I qi! ~ p W<l1 !1 w 'lfu ii~ .;m ;;;im t ~ ~ mi't'l! ~ '3q'({ 'U'itf'TTIIB ~ f<l;m 

1t{ m'filU ml 'll f<!;m 3PI 'ffi'.l"'I '!l 'iol WM'l'TII 

2. "-.:1!>1~, ~· it m ~ tm'«ll <i';qa fqfu'q 'lfilil'd ;;.'l ~, 'U'it 'R ~ i:TU 1\1 T]{ rn "lll f<l>q ~~<iii 'flT" 'U'it ~ ~ 

'i ~ ;;;i ~ t 3in "~ ~· i:TU f<l;m 1f<liR ;;;i ~ ~ ,ITT !1 • 6{lln@ ii 'U'it "6 ~ 1!WI 3in 3lR '""' q,1 ma ~ 'U'it ~ ~ 

;;;'r m1TI afu "~" "q;1 ~~<IT f;;rrireyi't ~ lllt@ ii ,ITT m,it1 

Date of Surgery 

3ifmR <li1 m 

4-\ ~, ~s; 

11-04-2024 

RECOMMENDED FOR ACCEPTENCE 

~<i',-fu-Q'.m:wo 

Dr. CHHAVI GUPTA 

(Name of~Ll/ll th ~l~~8is 
Jcul ~ - "4. 

Dr. slGRO~T.iRt,l~E~oPOOSHIKA FOUNDATION 

SIGNATURE of TRUSTEE 1 
~~, 

Dr. AS 

(Name. D
1
esiimation ~rs of Authorised Signatory 

llcu opras ~ ervlces 

Dir~~ ''fflr'·~r.:1 ent 

~ ~~hr~ •, - r, ,,; , , Eye Hospital 

SIGNATURE of TRUSTEE 2 

-;imft ~ 2 



\ I I 
\ I 1 I 

---=--~~::'-
11 ••at1111d3Mi 

---· ... !~. _ _,,,,.. , ... -- ~,(,I.,. 
-:-.;:;~;•;~~;~~ Canng for the community sl Q 

I I I I\~ nee 1922 

30th June 2025 

Dear Mr. Tandon 

Greetings from Dr SI 
· trofPs Cl . 

Pl iarity Eye Hospital! 

Dr. Shroff's Charity Eye Hospital 

Delhi is Now NASH Accredited 

ease find below attached . 
estimate expend't f B b 

1 ure o a y. Anaya Kesharwani- E/0625/0080 

Estimate cost of treatment 

Dr. Sh~offs Charity Eye Hospital 

Retmoblastoma Surg_eries 

' 

Name Baby. Anaya 

Kesharwani 

Address/ Ward 03, koniya khurd post teonther road, 

madhya pradesh- 486220 

Phone: 

MRN 
DEL-G-24-06-3986 

Age/Sex 2 years 

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

date Unit 

2025-06-04 

1 

Best Regar'- I\/ 

Or. Sima Das ~ 

Director 

Examination under 2000 1 

Anesthesia 

Total 

Oculoplasty and Ocular Oncology Services 

DR. SHROFF'$ 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 KHERI • VRINDAVAN • KAROL BAGH (DELHI) 


