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APPi ICATION J·ORM FOR ASSISTANCE (Healthcare) ~hika 'll'!f'l•II ~ -1, \fl~ ,·I ~1 1 'I (~ '!trl'lfflll) 
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PRESENJ' RESIDENCE/\DDRESS 7.@Tlr-f )!l'-ff11T7.I '1"11 
PASTE PHOTO HERE 
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PERMANENT RESIDENCE ADDRESS : ~ ~ '!f<l'l 

---
OCCUPATION : S.tCuf2.1 r y c1ufHiD. { ( A TH f-(.2_ ) I MARRIED (ITT UNMARRIED (~ ) 
oqcmrq 

TOTAL ANNUAL INCOME : q G er F\TH E-R-) 
(Attach Proof of l~come) 

~~3TI'll , 0 0 0 ( 3Wl qiJ mri?-1 m:rr.i ) 

PANNo. ~miff~ 

ARE YOU AN INCOME TAX ASSES SEE {Tick whichever Is appllr.able): Yes/ No 

~ 3TI11' 3TI'll ~ ~ i (-;;rr l!P'-1 '81 ot! 'q'{ ~ q;r f.mr-1 ffll li J ~ 

FAMILY DETAILS -qftqr{ mt111 
Sr. No. Name of Family Member Age (Years) Gender Relation with Applicant 
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BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable) 
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BPL Card i:WS Certificate Ration Card 
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(Attach Card Copy) (Attach Certificate Copy) (Attach Copy) 
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"PURPOSE" for REQUESTING ASSISTANCE: 

~ lg ~ 1T?I f<fflft qiJ $: 

Sr. No. 
Medical Reports/Prescriptions Attached 

ifitt ffl ~~~<f>'t~~~~ 

\ I) I IH.ALJO<'l 1 /<.l I I... fH-<. f J.K70 /vfff-

") ,Kf--/+7Mc:-Afl (!-,) JC\. 

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES AJJ----_. 
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DECLARATION by APPLICANT: ~ 1:lU 'll'l"ff 'Ill: 

1) 1 hereby confirm that all details In this Form are True to the best of my knowledge. Any false statement wlll render my Application & ongoing 

liable for reiection/cancellat1on. . thl Form for which such 

2) 1 solemnly confirm that assistance, if received from Kosh1ka Foundation, will be used only for the •purpose•, as stated In 8 • 

was requested by me 1 
/i ranee company of the 

3) 1 hereby confirm that I have not & will not in future, avail of reimbursement, in part or in full, from any other source/emp oyei msu • 

for which this assistance Is requested. 1'lt llllllfr ._ 
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3) -4' ~ ~ { fl!;' t-;m lITT«ll tii ~ '5!ltf!l 1l>'t lJf t. ~ um <Iii~ m ~ frnlT fllilft 3R lm'f~• ~ 'Q" m ~ t ~" wi ~ tT .f:in1 

AGREEMENT by APPLICANT ( ~ mu q;m) 

1) By affixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika 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 Koshika Foundation and/or disseminating information ~bout its . 

activities/achievements. 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 such 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 nnal and acceplabie to me 

t) ~ ii'!:! 'R 3'!"R ~ 'llT 3T'ra <!>'I ffl'I WT!il,{, -q (~) 3'i'l'fi m-qfu <!>'I~~ ( ~ "fflJllil ~ ~ ~ ~ " <liT ~ ,i;-@1 ( fin ml 'IT'l, 
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"~" 1l<i1!. ~~'Iii f.!uftl 3l@lf ~ ~ rnll 

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 

~'at~ll13J'@<lilf.mr'l 

AGREEMENT by HOSPITAL (~ mu q;m) 

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 patienVcase, 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 Kosh1ka 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 pat1enVcase from any other NGO or any other source 

2) The assistance from Kosh1ka Foundation Is only financial in nature. The choice of the treatmenVprocedure 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 responsib1 ity of the treatment & it's outcome & safety of the patient. and Kosh1ka Foundation will have no role or responsibility 

in the matter. 

~~.~<!>'I am 'Q l!flffi!U'it <lit"~~ .. 'Q Fmfll 'lml«IT tu ftmml <!>'I olTITT t. f;;m ~ <~> f.!9 'll<lffi 'Q 1IR" ~ <fi'«T ti 

J) '<rn' fin 'I it <lffX!R 3U< 'I 'ST 'lfi.l,,f -q ~ ~ fll;m ~~~'Ill fll;m 3R l'-11<! 'Q o'l<l wft/l!T'ffi 'It w) lll tl ~ t, ~ fin 'g"IR "~ ~" 

.) ~ o<1<1 'at 'W<ll! tT "ffll'l;l ~" mi W:: 'tu fl!;' !1 ~ "~ ~" blU ~ f<Rfif 31ifm~ ~ ~ 'Im f<l;m ~ t m 3W@@ 

f<l;m ~ ~ ~ m>lT 'Ill fll;m 3R .Rll~ 'Q ,m,fclT ~ <nl 3IN<oR - -ram ti ~ 'l,fu -q 'ffi! <m .m,i t fl!;' 31W<IIB' ~ ~ o<l<I wit/lllt:!t1 ~ f<l;m 

~ mq;m ~ 'Ill fll;m 3R '!ll'R 'll 'lit Wllffll 

2. "~ ~" ~ <'ii Tft lm'«!J -tirn f<lfirq Jr<!i1'i! <!>'I ti wit 'R TI'@lt'I mi ~ '11'( ~ 'Ill fl!;',) 'l'f>t ~ 'Iii ~ wit ~ milR'f 

,,t ,fiq 'Iii fll'q7.i t 3U< "~ ~" mu fll;m 1l'f;Jt 'ifil <liTi ~ -:m ti w1wl '8'{X!n@ 11 wft -at~~ ~ 3lR o1R <1>'1 llrtl ~ wit v.<i TI'Tcl@ 

<i>'\ ~ ~ "~" <i>'\ <!iTi 'lflllliT 'Ill ~ n! l!flffi 11 'It\ 'm,ft I 

Date of Surgery 

31'f,mrnftm 

'2-~ri\'),\ 

20 _ 03 - 2025 

RECOMMENDED FOR ACCEPTENCE 

~<fi"ft.t,i:~ 

Dr. CH 
AdJU 

(Na\.\ie Jr~r.3 
d 

~ liiltl, ..J\llL_Hill 

FOR INTERNAL USE of KOSHIKA FOUNDATION 

SIGNATURE of TRUSTEE 1 

~ 

Dr. SIMA DAS 
Director 

nl g!S}ru,ip' M1Al:iflmtl!Afd iStgnatory 
tmcnt 

SIGNATURE of TRUSTEE 2 

~mm 2 



Dr. Shroff's Charity Eye Hospital 

Dear Mr Tandon 

Greetings from Dr. Shrofi's Charity Eye Hospital! 

Please find belo,, attached estimate expenditure of Yash-E/072.5/0121 

Estimate cost of treatment 

Dr. Shroffs Charity Eye Hospital 

Retinobfastoma Surgeries 

(i) 
Dr. Shrofl'a Chai1ty Eye ....._~, 

Delhi la Now NABH~7; 

Name Yash Address/ Gokaran Ward 6, Marghat Road 

gali no.- 1, gala kherr, U P -

Phone: 262802 

DEL-C-21-07-0808 

MR N Age/Sex 4 years 

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

1 

Best Regards 

Dr. Sima Oas 

Director 

23/07/2025 

Unit 

EUA(Examination 2000 1 

under Anesthesia) 

Total 

Oculoplasty and Ocular Oncolog) Services 

DR. SHROFF'S CHARITY EYE HOSPITAL 

5027, Kedar Nath Road Daryaganj New O lh' 
1 

Ph. 01 ' e 1- 10002 India 
.- ~-4352 4444, 4352 8888, Fax: 011-435288 

E-mail : sceh@sceh.net Website . WWW 
16 

' · .sceh.net 

OTHER CENTRES 

Male 

Aprox. Cost 

2000 

2000 

ALWAR • SAHARANPUR • MEERUT • LAKHIMPUR KHERI • VRIN 
DAVAN • KA 

ROL BAGH (DELHI) 


