
APPLIC &\TION FORM FOR ASSISTANCE (Henlthcaro) K~hik:1 

J ~~T 4 ~ <t"i ~ (~111 ~ ~ ) fo-u n d a l I f) n 

Anp, IC'>.Th)N No 

F / o Ci2-s / ooq~ APPLICATION DATE : I 'fl tfu 
a,11ld1110 lilo, ~ of 11/0 

~ ~: 3'!T'mftrlfi 
--

I -
"''-'! ('1 .\Pr'LICIINT 1Si1 Arv AGE-YEARS 31T!I-'!fff SEX 1wf 
~<lil'lll< 

0 J:i y (:;f/1< ~ rnAtt 
r.4.,'WER'S'Sf'OUSE'S NAME : 

~~~<l\l'il1< ~ U O H ~H: A-{2... c r A ,HE-f-) 

LJ..~._l ., ( l,J T 
PRESENT RESIDENCE ADDRESS '!fcli:tR ~ 't@1 

f I .T 111V If+ I / J-17\ (' r- ( TOR f-l - f. f\ 11+-I<.. F-lf. , 
{\ II /,:'7 H. J,.,.lf:,, nF-t H I - 11 nnL1 n t--:J -

I PERMANENT RESIDENCE ADDRESS : ~ ~ 't@1 ~ 

I ".; -
t 
j ~11n0N . r 'Lu 111 l3f--K ( (-fl-r 1--1 he) I MARRIED (~ 118i'r) / UNMAR~)am~) 

, - vTIIL .C.NNllAL INCOME : 

w, clJfit<!; 3l1"l: I I ).,C) , e-e-o C HIT H f-t) 
(Attach Proof ol Income) 
( 3,fq 'iii! m!fll t!W'I) 

P/\\ No. ~ 'lg@! ~ 

l,~E ''vU I\", INCOME TAX ASSESSEE (Tlck whichever Is applicable): Yos / No 

~ ~ ~ ~ ~ t (-iiT 1lR ~~'II\ m't 'iii! f.mR ffll '81 I "ffl 
l FAMILY DETAILS 'llftqr{ fciq{uJ 

/, 
s· ~o. Name ol Family Member Age (Years) Gender Rolatlon with Applicant 

Fm fflR~Mllil"lflf oil' ("l.fli) R'fl( ~ ~ m~ ~il 

I l , .\ L; I > H f.H..;. A-R 's / ff/ ffl_ I- nnnc..o 
'"I \ H Ht..:. J'.h'I.J 1£1 ') q J-f:-/Vl 4-1 r-- ;r1V l rlC:...P. 

I 

I 

I 

I 

BASIS for REQUESTING ASSISTANCE (Tick whichever Is applicable) 

wr@l~@<l~3'111'1R 

BPLCarcl EWS Certificate Ration Card Any Other 
(Attach Card Copy) (Attach Certificate Copy) (Attach Copy) 

~ 
.. .. - ~ ..,.,, 

~31'fl!q'ljJ!l1l111'1, ~<!ili 
I wm :::im "' ~ 'lll'l!'ll'f lf;i 

( 'RJ'r. "1 ~ ffl'II Wil mi"! ~ I ('lP'!l1'l 'I> <ii't ffl'II Wil <@l'l ~, (J!l11111 'I> <ii't ilTllT Wil <@l'l ~, 

ll 
"PURPOSE" tor REQUESTING ASSISTANCE: 

.mi:«'!! ~ f<l;<I 'If!! fcAift 'iii! ~!!: 

I 
Sr. NO, Medical Reports/Prescriptions Attached 

F ~ ~~ ~ ofTU c!>1 ~ ~ ~ ~ 

I 1, () I fl (J IV.I"::, I ( - f< ~ I n IJY..J.. 1/11 --r tJ r-1 a 
., Tk f~ T m 1.:.-f\ If ,- 1--u JU 

--

I 

r 

I 

I 

I 
ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES fl,(),, 
~ ~ i ¾. ~ 3R wr@l f<!im 3R ~ ~ m TJlll m? · 

s,. NI). NAME ol OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED 

,;;q"{-;1§'11 3A~<lil"!f1'1' 'ffi~.m'«ITU'ffl 
/VJ'.+ 

I 

i 
-



(} 

-
DECLARATION by APPLICANT: ~ ~ -q)-q,,n 'If;!: l 

III 
render my Application & ongoing asslSlance, 11 any, I 

f lse statemen w 
1) I hereby confirm that all details in this Form are True to the best of my knowledge. Any a F for which such assistance 

liable for rejeclion/cancellalion. , ur ose' as stated In this orm. 

2) I solemnly confirm that assistance, If received from Koshlka Foundation, will be used only for the P p ' company, of the amount 

was requested by me. . . . other source/employer/Insurance 
3) 1 hereby confirm that I have not & will not In future, avail of reimbursement, In part or In full , from any ~ ti 
for Which lhls assistance Is requested -.ri1ll t 1U 'Ifft -mr@l f.Rttl <f,'l ol1 

I) if~ ~ { fl!;- ,ti JITTo'I ~ ~ '!il '!!'il ~ 1!il ~ <i; ~mil~~ t1 ~ 'ifiT{ fi;c!l1Jf v;ci 7fitf! ~ ~- 1flll t1 

2) 'l!'t ~ ./t mTl@T 'IITT1 "~ ~". '\l e!1 ofl ffl t, -m;i o<ill1"r1 ~ ml! 11,'1 i!,fd ~ ml) fll;lll ;;n,Mt,.,) ~ ~ ll ~ rellT t ~ 'I 'ITT ~ 'rl trr1 

.:2 if~~ { fl!;-t.mlm'll!Itu~'5l1$fl11,'11lf t, oil 'IITTJ 'li'I ~ 1,1~1mlfll;m31"'11f<l~~ q;iq,ft 'ij 'I 

~ AGREEMENT by APPLICANT ( ~ ~ "ili<R) ' T ustees to 
1) By aff 1 . , F ndatlon and it s r 

1 
ix ng my signature or thumb Impression on this Form I (Applicant) hereby agree & authOrlse Koshika ou d/ nted through any 

use/ubllsh/put-up/reproduce my name, address, photo & details or the •purpose" for which su~h assistance Is requeSle i9'~- !~formation about It's 
me Iun, in I d' b . . · . di dlssem na Ing • 

. . , cu ing ut not lim11ed to verbal, print, electronic for soliciting donations for Koshlka Foundation an or f lfilment of the "purpose 
achv1ties/ach· l 8 ' l atment or u 
f ievemen s. uch use of my photo & details can be made by Koshlka Foundation before or after my re 

or Which assistance Is being requested. led/granted 

2) I (Appl' t) f h Jstance Is reques ' 
w· ican _urther agree that any such use of my name, address, photo & detalls of the "purpose', for which sue ass sslstance will rest solely 

1
11 not automahcaliy entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing th0 a 

with the Trustees of Koshika Foundation, and their decision Is this regard will be final and acceptable to me. 

i> ~ffl'll:3!1fl~'ll13'irra1f>'\~<'l'Wli{,-lf <~> 3l'l'IT<lllffi!11>'1~<n«ll{T{<i"~'QiffflRmco11it~ "<li1~;;;«11{f<l;'mr'lftl, 

'@!, 'tf>1c) om ~ ~ w '111!:1 'll • t oQ "m,;;r" ~ "'llm, '"'· 'llJ'Rlf'II. ~ $ '\l ¥1 'l@f<lf'-fli! am ~ t full f<l;m ii'l 'lllITT '1!!£11"1 

'\l ~ <!i\'I t ~ ~ t, ,tt ffl 'Ii'! ffl<"I ,tt ~ t 'Ire 1l1 '!l1i; ~mt~ "m,;;r imm" 7( "'lml ~ t, 

2> -4 c 3l!Emi) ~ q@ '\l m-'li! t fl!;- mr 'IT'!, 'l111, m ~~~fl!;- llW1'l'ffi t ~ '\l lITT'tl i ~ 'I<@: llW1'l'ffi 'Ii'!~ m q-f@ll ~ w;i.; 'rl 

"~" ~ ffi "'l1ffill1 q;r RUPl am!'!~ <!1t2l'li1U m1 

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 

~"i(;m!m1l!:ii>Jil<li1fu!R ~Ta1GJ7 

AGREEMENT by HOSPITAL (~ mi <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 palienVcase, as we are 

requesting lo get from Kosh1ka Foundation, to the extent thal 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 patienVcase from any other NGO or any other source. 

2) The assistance from Kosh1ka Foundation is only financial in nature The choice of the trealmenVprocedure 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 
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Or. 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. Mast lshan- E/0625/0094 

Estimate cost of treatment 

Dr. Shroffs Charity Eye Hospital 

Retinoblastoma Surgeries 

Dr. Shroff's Charity Eye Hospital 

Deihl Is Now NASH Accredited 

Name Mast. Mast lshan Address/ 173, Pocket-11 Janta flats, sector A-6, 

Narela, North west delhi- 110040 

Phone: 

DEL-G-23-04-1259 

MRN Age/Sex 5 years 

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

date Unit 

1 
2025-06-23 Examination under 2000 1 

Anesthesia 

Total 

Bost Rog,~ 

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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