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AGREEMENT by APPLICANT ( 1W1"'1• r,rrl ll,llf) I , tr 1) By ff I 
d ti , nd 1f' rru1, tJtJ,, ' use/ ~ 1,x ng my signoturo or thumb hnprosslon on this Form, 1 (flppllcont) huroby noroo & outhorlori Konhlkil f·oun a on iJ ani,;d lhmuoh ;;ny mel bhsh/put-uplroproduco my name, oddross, photo & detfllls or tho 'purposu", ror which aur;h 011alnlftnCO IA rr,quor,1/Jd/(J; 

1 
l~ftlrmatil'Jn at/,1Jf it'•,. u_m, Including but not llmllod to verbal, print, oloctronlc, for sollclllng donutlon~ for Ko1,hlkFJ Fo1indallon 11nd/or dls01Jm1n~t no ,. t of tM ·purp,;r,,; actlvlties/achlovomcnts. Such uso of my photo & details can bo modo by Koshlka ~ounrJatlon boforo or after rny troatm<int ,,r fulfllm ,n for which assistance Is being requested. 
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111 m~t ~ol<::f/ :\" not automatically ontltte mo for receiving or continuing tho sold aaslstanco. Tho decision for granting and/or contlnuln!l tho ~eor,ta , th the Trustees of Koshlka Foundation, and their decision Is this rogard will bo final and accoptablo to mo. 
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APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 
31Tffli ~ ~ ll1 31'r@ qiJ fulT'I 

AGREEMENT by HOSPITAL (TI'li!R'I ~ ~) 
By affixing hereunder, signature of our Authorised Signatory Tor recommending this case/patient for financial assistance from Koshika Foundalion, we (Hospital) hereby affirm & accept following: 
1) that we neither are presently nor will In future all of financial assistance from another NGO or any other source, for the same patient/case, as we are requesting to get from Koshika Foundation, lo the exll:\nt 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 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 Koshlka Foundation will have no role or responsibil ity in the matter. 
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Date of Surgery 

~:\; 

20 - 03 - 2025 

RECOMMENDED FOR ACCEPTENCE 
~<fifull;~ 

Or. CHHAVI GUP A 
Mi\lP.C~C,Qnsultant, 

cu1bi~w~euM~R11fitlti$~.mp) 

Or. Shrf o KOSHI KA FOUNDATION 

SIGNATURE of TRUSTEE 1 
~ram 1 

Or. S 
(Name, Designati&'fl:Sfem of Author1·sed Signatory 

v ces 
Qculeplasty aHr,f.lll!i •il¼~'-1:t'.f 1 1 

Oirect!ITT!M/l 

31RITT<!i ~ 4 ol1's Charity Eye Hospital 

SIGNATURE of TRUSTEE 2 

~-raTf(!U 
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or. Shroffs Charity Eye Hospital 

Caoog kx the communrty since 
1922 

__ _ 

~::.- Jure 2025 

Dear Mr Tandon 

Greetings from Dr. SbrofPs Charity E H . 
ye Ospital! 

Please find below attached estimate d' 
ex pen tture of Mast. Divyansh- E/0625/0082 

Estimate cost of treatment 

Dr. Shroffs Charity Eye Hospital 

Retinoblastoma Surgeries 

Name 

Dr. Shroff's Charity Eye Hospital 

Deihl ls Now NABH Accredited 

Mast. Divyansh Address/ Keshi , Post Hilauli, Maurawan, 

Purwa,Uttar Pradesh-209825 

Phone: 

MRN 
DEL-G-25-01-0377 

Age/Sex 3 years 

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

date Unit 

2025-06-05 

1 Examination under 2000 1 

Anesthesia 

Total 

I 

Best Rega¥ 
Or. Sima Olis 

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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