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DECLARATION by APPLICANT: ~ mu 'El1'l"11 ~: 
d my Application & ongoing assistance " 

1) I_ hereby confirm that all details In this Form are True lo the best of my knowledge. Any false statement will ren er 
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AGREEMENT by HOSPITAL (ma@ ~ <l>{R) By affixing hereunder, signature of 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 palienUcase, 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 patienUcase from any other NGO or any other source. 

2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenUprocedure 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 

in the matter. 
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r. RECOMMENDED FOR ACCEPTENCE Adjunct Consultant, q'; ~ ~ 

Regd. No. 1007 
Dr. Shroll's Charity Ey H 

(Name of Dr. & Regn. No. with Stamp) 
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FOR INTERNAL USE of KOSHIKA FOUNDATION 
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,ttl<l"IR~~~ 

SIGNATURE of TRUSTEE 2 
~ffla.«2 



Dr. Shroff's Charity Eye Hospital 

Caring for the community since 1922 ... 

30th June 2025 

Dear Mr. Tandon 

Greetings from Dr. Shrofrs Charity Eye Hospital! 

Please find below attached estimate expenditure of Mast Naitik- E/0625/0086 

Estimate cost of treatment 

Dr. Shroffs Charity Eye Hospital 

Retinoblastoma Surgeries 

Dr. Shroffs Charity Eye Hospital 

Deihl Is Now NABH Accredited 

Name Mast Naitik Address/ Village harpur, district bareily, Uttar pradesh-

262407 

Phone: 

DEL-G-24-03-

MRN 21 63 Age/Sex 4 years 

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

date Unit 

1 
2025-06-27 Genetic Test 25000 1 

Total 
,f 

BestRega,~ 

Dr. Sima Das 

Director 

Oculoplasty and Ocu lar 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 

25000 

25000 

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


