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APPLICATION FORM FOR ASSISTANCE 

~~~~ 
(Healthcare) 
(~~) APPLICATION N . 

AGE-YEARS ~ -qlj SEX fwr 

FATHER'S/SPOUSE'S NAME. 0 lj y ~:; I' f-(Y) 4-lt 
SA-ms UL I---IASAN (FAiHE-f<-) 

rr l U j--1 1 l ./.4 PRESENT RESIDENCE ADDRESS c@l!R ~ "l'ffi 
, {"rlf..JY~J:::ti)(/F-. Pl/ 11$H/ I (j V - '2-f,2)01 

PERMANENT RESIDENCE ADDRESS : ~ ~tfl~T'-1 "l'ITT 

OCCUPATION : 
~ (LOTH VE-rvoofl C+/ITHH) TOTAL ANNUAL INCOME : 

~ ~ 3Wl 

PAN No. ~ mTffi mJ 
(JATHE-1<) 

(Attach Proof of Income) 
( 311<1 qiJ tl!P,,'11 tl'w-1) 

ARE YOU AN INCOME TAX ASSESS EE (Tick whichever is applicable)· 
~ 3Till 3Wl <fil: ?Jffi i (,;rr ~ 'ITT '3.l 'll\ ~ qiJ f.!m ffll . 

Yes/ No 

"ITTnm 

Sr. No. 

inll~ 

I' 

'2.. 

BPL Card 

Name of Family Member 
lfficITT: er, ~ qiJ "!Tl{ 

C: fH r J ~ {I I t 1-t:1 H1V 
K._ffy I 1-l 

ff"N Yfl­

SHf-1 Hr" 

FAMILY DETAILS 'tffiqR ~ 
Age(Years) Gender 

'31) (cflf) fwr 

_a 3 r HY1 r+ · ~-
11 q l'n.E--. -
o E> m r+-.1-
;:, l'l 1- .F...:....m A--1 f-

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable) 
~ctfuqfq,:{fu311tffi 

EWS Certificate 
(Attach Card Copy) (Attach Certificate Copy) 

Ration Card 
(Attach Copy) 

~<lilt TJU<itt&I<li'~~'q',! 
('lf'TIVT tr,, "'1 'Gf1lT ;mi~ <lit1 

3T('I! 3WI q1j 'll"lT"l 'la 

()1Il1111 'la <l>1 W'll 'lITTI l@T'I <lit, ('ll"IT"l 'la <l>1 iJltJl 'lITTI l@T'I <lit1 

"PURPOSE" for REQUESTING ASSISTANCE: 

~~f,f,q~m'lftqjj~: 

Medical Reports/Prescriptions Attached Sr. No. 

ifill.r&IT 
I 

'j 

VI H'CI f'1IItj_ ) -

~~~';i!TU<m~~~~ 
J'S.I- 7 t \,\.,6-fJ, L ffl I O M tt • 

7 f-<. f--1-1. "'( I r I 1-:-· 1 \J / ~ 

K~htka 
f oun d ation 

Building block of Ille 

Relation with Applicant 

~<f,~~ 
~ ?I THl-f.:' 
O'JCTnH< 

A-11 NI 

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES (\,,e-
~~ct 4 ~ 3R ~ fq;m 3R 'f'.l1ll ~ ~ ~ ~? 

Sr. No. 
NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED 

'if>1i ~ 



assistance. if any, 

DECLARATION b Jication & ongoing 
1) I h b y APPLICANT: ~ ;m ~ 'Ill: t will render mY APP ' h such assistance 

ere y confirm th . tatemen tor wh1C 
2) \iable for re1ection/:.:na!~::1~~s In this Form are True to the best of my knowledge. AnY false s • as stated in this for!Tl, f the amount 

solemnly confirm h . , h •purpase , 0mpanY, o 
was requested by met at assistance, If received from Koshlka Foundation, will be used only for t e /ernployer/1nsurance c 

3) I hereby confirm . ny other source <lit oil - ti 
for which this ass tlhal I have not & will not in future, avail of reimbursement in part or in full, frorn a ~ ..\ ->A ~ ~ 

Is ance Is requested · 'l1'll -;;noT 6 ni 'i<t 

1)'4'11llUII .f<I; - ~~ ~ 
2)'1lt <l,f<lTi ~lm"lllli,'l'T'lri~ l!U~i3ljlITTlll'lf!!i~!1'!lfi;~~ T{?I ~-q"mf1Pll~I . ~-q~I 

3) il'; oil~ '01l1 "~ ~ ... ~ .tt o!l ~ t. olllf,'J o<lllT'1 ~~ .;'\ ti.ffl t ft:r4f<l;lll .rr4rn,;:: q;ixr-it '!I"' m ~ i 3ill"' m 
<i,«l11i_f<l;roi~~~'lllet-llii,'\ll{!,oliml!q;J ~'lll~~fq;m3A'llll!~ ) 

~.GREEMENT by APPLICANT ( ~ ~ q;Ut ' and it'S Trustees to 

1) By affixing my s· t , K hika Foundation d through any 

use/publish/put-up:~;ar~~e or thumb impression on this Form, I I Applicant) hereby agree & authorise I ~!nee is requested/grante. • f rrnat1on about it's 

medium includ p uce my name, address, photo & detail$ of the "purpose", for which such ass s . and/or d1ssem1nat1ng in o f the ·purpose" 

act1v1tie~/a h ing but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundat1~n my treatment or fulfilment o 

for whi h c ievements Such use of my photo & details can be made by Koshlka Foundation before or a ter d/granted 
c assistance Is being requested t nee is requeste · 

~ii: ~Aiphcant) f,urther agree that any such use of my name. address, photo & details of the "purpose", for whic~ c~un~~n~~s~st:e assistance will rest solely 

0 automatically entiUe me for receiving or cont1nuIng the said assistance The decision for granting a
nd

/o 

with the TruStees of Koshika Foundation and their decision Is this regard will be final and acceptable to me .; ,,._ .,,.. '!Ill , , ~ "~ 3lftl¥ ~ .._ I«> •rn ' 

l) ~,l'(l;{'tf< 3l'l'l~'llT 31T@i1,l'iJl'I~. i\' (~) fflmlffili1,l~'li«IT(~"~~ ~- . .ft'!Rll<llltiPI 

'1f<ll, ffl ~ oil W<R"l ~ ,!'(I;{ ~ 'fTim t. ~ "~" 1!;'l'l, -=>mil,~.~¢~ '!I ¥t 'llfirlmU'11 311\ ~ <I( full f<l,m 

~ 1R!1fu! <n{'t -it IB1t ~ ti ,tt 'll'f.l ~ W<R"l ,tt ~ ,,t m' 'llT ~ 1l '"'"' ,,t IB1t "~ ~" cl "'lf7'fl ~ ti . 11° 

2
) ~ (~) l'tl 'i.l1il ~~{Ill;- ,ru 'IT'!, '<!ffi, ffl ~~oil f<l;"!m'!@l t~tl 11\ftra t ~ m: mrlf<!1 <n'T ~ ~ "if'l@II TJ! ~ 

"<filfml" 1<'fll ~ ~ q;J f.!ulll 3ifuq ~ o11~ m1 
APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 

~<t:~'lJ~q;JmTT, 

AGREEMENT by HOSPITAL (~ ~ ~) 

By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Kosh1ka Foundation, we 

(Hospital) hereby affirm & accept following. 
1) that we neither are presently nor will m future avail of financial assistance from another NGO or any other source, for the same patient/case, as we are 

requesting to gel from KoshIka Foundation. lo the extent that such assistance is granted by Kosh1ka Foundation. If the requested assistance 1s not granted 

by Kosh1ka FoundalIon. ,n part or In full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other source. This 

conflrmatIon essenllally 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 & safely of the patient, and Koshika Foundation will have no role or respons1b1lity 

in the matter 
~~-~!\TU ii,'\ .3lf{ t1 ~ q;1 "~ ~" t1 f<mf'I ~ ~ fut1;Tfm ii,'\ .rrclt l f.m 'Pl (mo@l R"I 'll'liR t1 l!r-'I" ~ ~ t, 
I)~ rf,''i'ifl <llfllA ~'I wt ~~f<ml'qml'@IQ¾m<!iTU~'llTQ 3'r-<!~tlo<1<1 '{!Tftf'!ll@ti'('lll '!II ('I~ t_ ta f<f; ~ "~~" 

~ ~ o<1<1 ,;; W<1•.1 11 "<!iffim 1oio-tlR" ~ m ~ f<I; ti 'lfR "~ ~ .. ~ ~ ~ 3llfuli~ tu~ -m ~ ~ t m m:t@@ 

fll;-m 3F'I ,tc ~ ~ '" f<l;m 3A '!Rl1lfl ~ ,m,@1 ~ q;r ~ • Wlll ti ~ ~ 11 ~ ~ -;;i@1 t f<I; 3Wlilffi ~ m o<1<1 witfl!ll@ ~ fll;m 

'TT ~ W',11 'llT f<l;m WI mtR ti '!'ITT mrotift1 
2 "<!iffim ~" ~ ro Tr{ ~ ~ f,mrq V<liIB ii,'\ ti wil 1R ~ ~ ~ lr{ lr.lffl' 'Ill ~ 1lll ~ <Iii ~ wit v:q' ~ 

-it ;.ftq <lil fqtrq t ~ .. ~ ~ .. ~ !llim mt qiJ ~ ~ 'ltl !1 ~ ~ ii '{)tj\ ,i; ~ ~ ~ 31'R -.,r-) qi\ mu ~ wit ~ ~ 

ii,'\ m,i\ 3ITT "<liffim" ii,'\ ~ 'JPl"i' 'llT ~ '$'l'I ~ ll 'It) ~ill 

Date of Surgery 

31'/mR cli1 • 

'),,\\\ \ ~ 

30-11-2024 

RECOMMENDED FOR ACCEPTENCE 

~<fi~~ 

or. CHHAVI~ 
uq,ct,~o~• 

(Na e 
I 

tl'tlru19P0Ng\l~_tl~~p 
)culo ilP.lt•ilJ.~ 4ll ffer: ,. 

or. ~ 'fNr~ ~ ~ 

SIGNATURE of TRUSTEE 1 

. S\Mf,.OAS 

(Na . Oi1ec101 \ces 
o 8'ba..i5:tanff§~fl1''tt ~ Signatory 

Oil ectoL Me81t L\1mtllUi¥ 
'111! q ~ 

SIGNATURE of TRUSTEE 2 

~ra:m 2 



-
lJ1;rJr I /I r. I ~nrJc,11 

<;n•c•fiu~i; fn,rn J> . .._.
1 

., 
' · ,, •roll ii < 'J1a r ity l•,yc Jfoi, pifal! 

l'lcH ,c fi11d 1,l!l<1w, 11 • I . . . 01290725/0128 
,t ifC lcd Cfit1111at(! cxpc11<l1t11rc of / ✓ aynt E/0725/ 

E:Jtlmato co·it of troatmont 
Dr. Shroff'o Charity Eyo Hoopltal 

not~f]Qbl.q'~to_,no SurgQ[IOb 

Dr Ghrotl'• Charity Ey<, HOi>fJllal 
Dlllhl le tl<JV/ NAEll ➔ Act;rodll<Jd 

ti ;,i rr,,, 
11:Jyr~ Addroao/ Mohila gaysapur, pilibhut, U.P • 

26201 
Phono: 

MR II 
MOM-E-25-02-
2626 Ago/Sox 4 years 

$.th Trr,atmr,nt dat,, llomll Coat por No. of unit 

Unit 

1 21/07/2025 MRI 6500 1 

2 23/07/2025 Chemotherapy 2500 1 

Total 

lk ,t JlcgarcJ<, 

J>r. ',i1nii l>a, 

f>ir<:l'tr,r 

I I f 
,,nd (Jcufar Oncology ~crvicc\ 

()CIJIJflll\Y« 

DR. SHROFF'S CHARITY EYE HOSPITAL 

5027, Kedar Math Road Daryaganj, New Delhl-110002 India 

Ph :- 011-4352 4444, 4352 8888 Fax· 011-43528816 

E-mail : 3ceh@sceh.net, Website . www.sceh.net 

OTHER CENTRES 

Female 

Aprox. Cost 

6500 

2500 

9000 

A• 
11

,,,_P. • SAHARAtlPUR • MEERUT • LAKHIMPUR KHERI • VRINDAVAN • KARO 
,.,. ,,. L BAGH (DELHI) 


