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DECLARATION by APPUCANl': ~ ~ ~ 11:!: 
twill render my Application & ongoing a,slstance, 1f any, 

1) , . 
•~ f lse statemen . . 

1 hereby confirm that all details tn this Form are True to the best of my knowledge ,..,,y a . this form, for which such auIstance 
hable for re1eclion/cancellation. . 

• urp05e', as stated in 
2l I solemnly confirm that assistance, if received from Koshika Foundation, will be used only for u,e p . ( ce company, of the amount 
was requested by me . 

th r source/employer/insu an 
t I hereby confirm lhal I have not & will not m future, avail of reimbursement m part or In full, from any 

O 
e 

_,. • .i. 

or Which lh1s assistance IS requested 
' l 1it -qi\ m f ' ◄ "I f.lrl<I °'1 11! mlit!I ' 1 
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MREEMENT by APPLICANT ( ~ ~ .;m) ' T tees to 
1) By affix,n . . 

h k Foundation and ll s rus 
g my signature or thumb ImpressIon on this Form I iAppl\canl) hereby agree & authorise Kos I a 

I 
t d through any 

use/publish/put-up/reproduce my name, address, photo & detail, of the 'purpose' for which such assistance Is requested gran e., formation about it's 
medium mclud b l d 

' • d/ r disseminating 1n • 
t · mg u not hm1le to verbal, prml, electronic for soliciting donations for Koshika Foundation an ° f lfil nt of the "purpose 

ac IvIt1es/ach 1 . ' 
1 tment or u I me 

f ievemen s Such use of my photo & details can be made by Koshlka Foundation before or after my rea ~r which assistance Is being requested 
. 

1 
d/granled 

·11 (Applicant) further agree lhal any such use of my name address photo & details of the "purpose· for which such assistance I~ reques ~II rest sol~ly 
w1 I not aut t II · . ' • ' · · the assistance 1111 

Oma ica Y enlllle me for rece1vmg or continuing the said assistance The decision for granting and/or conhnuing wil
h the Trustees of Kosh1ka Foundation, and their decision is this regard will be final and acceptable to me. 
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APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 
~;j; m!m"l13l'j_<3i61 ffi!R 

AGREEMENT by HOSPITAL (6"l\1ffi .ro <l>ITT) By affixing hereunder. signature of our Authorised Signatory for recommending this case/patient for financial assistance from Kosh1ka Foundallon, we 
(Hospital) hereby affirm & accept following: 
1) lhat we neither are presently nor will in future avail of financial assistance from another NGO or any other source, for the same pabenVcase, as we are 
requesting lo gel from Kosh1ka Foundal1on, to lhe exlenl thal such assistance is granted by Koshika Foundation. If the requested assistance is not granted 
by Kosh1ka Foundation, In part or m full, then the Hospital reserves it's right to make up lhe shortfall from another NGO or any other source. This 
confirmation essentially states \hat 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 \he treatmenVprocedure advised/conducted by the Hospital on the 
patient, is based on the arrangement between lhe patient & the Hospital, and Is in no way in0uenced by Koshika Foundation. Hence. the Hospital will 
assume sole & complete responsibility of lhe treatment & it's outcome & safety of the palienl, and Koshika Foundation will have no role or responsib1hty 
,n the mailer 
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Date of Su rgery 
~ '.F,lilfTT"j 

3D\ob\1b 

30-11-2D24 

RECOMMENDED FOR ACCEPTENCE 
J,i.:ft •-l)•il ,t fBl'.l. ~fu 

Dr CHHf\VI GUPTA 
(Name o(Af1U,gn. No~wlth Stamp) 
' 1niiml ~ o11M'MtfC tffiih!SC!I VICCS 

f ,0 ·fi W .,pK,gSHIKA FOUNDATION 

SIGNATURE of TRUSTEE 1 
~IRllP.fl I 

(Name, Designation & Sl\lre p 9!~h,ocised Signatory 
Oculoolasl~ •a,, bl'.I b~n~ll,R/rlt1tl\Pil8*1\\ 
0\lt,tl> \i]li• ~'f<liil ~ 

SIGNATURE of TRUSTEE 2 
~-ram 2 



Dr. Shroff's Charity Eye Hospital 

30th June 2025 

Dear Mr. Tandon 

Greetings from Dr. Shrofrs Charity Eye Hospital! 

Please find below attached estimate expenditure of Shivanshu- E/0625/0104 

Estimate cost of treatment 
Dr. Shroffs Charity Eye Hospital 

Retinoblastoma Surgeries 

Dr. Shroffs Charity Eye Hospital 
Deihl is Now NABH Acaedlted 

Name Shivanshu Address/ Makan number-216, Gram Madai Pahirua, 
Jabalpur, Madhya pradesh-483225 

Phone: 

DEL-G-23-01-3062 
MRN 

Age/Sex 3 years Male 

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

2025-06-30 

l Examination under 2000 1 
Anesthesia 

Total 

Best Rega,d~ / 

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 

Aprox. Cost 

2000 

2000 

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


