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anim~: 
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AGE-YEARS 311!-~ SEX ftiiT 
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~ <Ii! "'l!tf Sf)TENDE-P.. 
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TOTAL ANNUAL INCOME: 
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(Attach Proof of Income) 
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ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicable): 
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Yes/No 

~ I "ffi 

Sr. No. 

ifil!ffl 

BPL Card 
(Attach Card Copy) 

"7fUiit wr ct ~ vi:iroT ~ 

(illW'l '!11 ,ti mqy ,mi ~ <fill 

Sr. No. 
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FAMILY DETAILS ~ flrour 
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BASIS for REQUESTING ASSISTANCE (Tick whichever Is applicable) 
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EWS Certificate 
(Attach Certificate Copy) 
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Ration Card 
(Attach Copy) 
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"PURPOSE" for REQUESTING ASSISTANCE: 
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Medical Reports/Prescriptions Attached 
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ASSISTANCE BEING AVAILED for SAME "PURPOSE'' from OTHER SOURCES A /Q 
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DECLARATION by APPLICANT; ~ -gm 'lT'l"11 ,r,f: 

1
) 
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I n this Form are True to the best of my knowledge Any false statement will render my Application & ongoing 8l8lstanc:e ereby connrm that a e a1 s 1 
, liable for re1ectton/cancellatIon f K h.k F d 1 • • lated I th' F for which 8UCh 

2) 1 solemnly confirM that assistance. 1! received rom os I a oun at on, will be used only for the purpose , ass n IS orm, was requested by me 
I f Ii 3) 1 hereby confirm that I have not & will not In future, avaI o reimbursement, In part or m full, from any other source/employer insurance company, of lhe lll1lOUnl for which this ass,sta~ce Is requested 
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AGREEMENT by APPLICANT ( ~ ~ ~) 
1) By aff1x1ng my signature or thumb 1mpress1on on this Form, I (Applicant) hereby agree & authorise Koshlka Foundation and it's Trustees to use/publish/put-up/reproduce my name, address, photo & details of the ·purpose•, for which such assistance is requested/granted, through any medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshlka Foundation and/or disseminating information about it's act1vit1eslach1evements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the "purpose" for which assistance Is being requested. 
2) I (Applicant) further agree that any su_ch use of my name, address, photo & details of the •purpose", for which such assistance is requested/granted, will not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me. 
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tr"??,;;. b(Qf 
AGREEMENT by HOSPITAL (TIX@@ WU <fim) 

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 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 Kosh1ka 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 Kosh1ka 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 respons1b1hty in the matter 
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Date of Surgery 
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20 - 03 - 2025 
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Dr. Shroff's-Charity Eye Hospital 

Dear Mr. Tandon 

Greetings from Dr. Shrofrs Charity Eye Hospital! 

Please find below attached estimate expenditure of Mast Ayush-E/0725/012J, 

Estimate cost of treatment 

Dr. Shroffs Charity Eye Hospital 

Retinoblastoma Surgeries 

(I) 
Dr. Shroff'•~EveHolpftai 
Delhi la Now NABH ~ 

Name Mast Ayush Address/ Village Saripur, Bachari post-akhgaon, 

thana sandesh, Sarimpur, Bhojpur, 

Phone: Bihar- 802161 

DEL-G-23-12-3982 
MR N Age/Sex 4 years 

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

1 16/07/2025 EUA (Examination 2000 1 

under Anesthesia) 

Total 

Best Regard~ . / 

Or. Sima Oas -y 
Director 

Oculoplast) 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 

ALWAR • SAHARANPUR • MEERUT • LAKHIMPUR KHERI • VRIN0AVAN • KAROL BAGH (DELHI) 


