
APPLICATION FORM FOR ASSISTANCE (Healthcare) K~hLka 
~~l~m ~ ~ ~ (~~) foundation 

APPLICATION No 

E / 0,2-s:/ D 133 =C~ON DATE : 2_f, 7/?6 
Buoldm; block of hie 

~ms,n: 

NAME of APPLICANT · AGE-YEARS ~-1f'l SEX ft.iTT r 
~<li1"1fI! HIHA-N5Hu () 6 Yf-(t-R S, HA-ti-
FATHER'S/SPOUSE'S NAME : Dr-I (-H\JVfc-t_ 3 I 1\1 0( 1--1 (HnHH) firnr~ <li1 "lfII fl PRESENT RESIDENCE ADDRESS clalfR' 3!1cITTWI 'l@l ~ 

/) Y1 lrH-X I S YI f-H-11 /l-i-1 £1-11 I ("11(2 IJ. P. - ? .L/2,., 7 /'Jh. ~ 

) ~---
PERMANENT RESIDENCE ADDRESS . ~ ~ 'l@l 

OCCUPATION : L/H30U R.~ (HlT (,{~) I MARRIED (~ ) / UNM~~) 
~ 

TOTAL ANNUAL INCOME : 
/,20000 1/-f] T H {-,e_ j (Attach Proof of Income) 

~ qJfllq; 3TT<l / (3W! clil m~ ~) 

PAN No. ~ '6@1 ml 

ARE YOU AN INCOME TAX ASSESS EE (Tick whichever Is applicable): Yes / No 

cl<!l 3lN 3Wl' ~ eyffi ,t (-;;rr 1!'R' m ~ 1R ffl cliT mTR ffl l -gi / "lit 
FAMILY DETAILS -qficm fcr<RuT 

Sr. No. Name of Family Member Age (Years) Gender Relation with Applicant 

sfili~ 'tffi<m .t ~ cliT ,Tl{ '3'1;J (cflf) fu'7T ~ <ii ~ ~ 

\. {)),,1ft1\ I I~ C.:,/1\ll{J..I :.z 'l rn 1-H - c.--LlT/.--1 ~ 

,_ 
1,. I I- r::-/ .4-();\ { (, fl.r.:::?YJ 'H c.. rn,n·H r--K. 

:,. I<- trr T I I <.., () l.f IV) R-i -£- p., f .i...() T r1 (--f2_ 

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable) 

~ ~ ~ fcRfu 3lll.ITT: 

BPL Card EWS Certificate Ration Card 

~ (Attach Card Copy) (Attach Certificate Copy) (Attach Copy) 

~m as1s/Proof 

lJ'OO 't&T ~ ~ 'l!l'lTJIT 'TT 3R"! 3lf!! qrf 'lll1'f01 'Ila 
3R~~ 

( 'll'l'fO'l 'Ila q;'\ iJ11l1 '!Im <@""I q;tl 
( 'lll1'f01 'Ila q;'\ iWl1 '!Im l@T'l q;( I ('lll1'f01 'Ila q;'\ 'IJl'lJJ '!Im <@""I q;t I 

"PURPOSE" for REQUESTING ASSISTANCE: 

~ ~ fcfi.) 1'fq fcfrcit 'i!iT ~ : 

Sr. No. 
Medical Reports/Prescriptions Attached 

~mm! 
3Wffif~ -~ ;;irtt q,1 ~ ~ ll'fl ~ 

I , () I /tU n--:lff f ~ 12 ( II fl ,Q-P. I IH7 / J /l,f I+ _ 

/7 1 r< f--µ 7 rv, T-=f.. 1 ~ ~ L--, 11.J.-

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES 

~~<ttq,~3B!~f<l;m3B1Wif~@?lllfqrlf? µ- -

Sr. No. 
NAME of OTHER SOURCE 

AMOUNT of ASSISTANCE BEING AVAILED 

~~ 
3B!~<lili'U'f 'ffi 11'{ ~ mil 

6.A'L--



DECLARATION by APPLICANT: ~ i:1lT 'lT'1"'ll '!'I: 
An 

1 1 statement will render my Apptica\!on & ongoing assiSlance I any 
Form are True to the best of my knowledge Y a se 1) I hereby confirm that all details ,n !his 

• r ose· as stated ,n this Form, for ,. 'iich such ass s\anO: 

hable for reiectoon/cancellat1on d from Koshika Foundation. will be used only for the ou O 
• 

2) I solemnly confirm that assistance. if receive 

• , 
d 

t rt or ,n full from any other source/emptoyerfmsurance company of Lne amoon, 

.-.-as requesle oy me 
11 001 

,n future, avail of re,mbursemen , ,n pa • 
3 I '1ereby confirm lhal I 'lave not & WI 
for wr ,en tn,s assistance ,s remiesled . • • • ,,,. _...,. ii mi:: ~ ~ l!'EI ~ 3!'l?-I = "111'11 t -;r, iro ~ f.rn:>: <>ft ,n ~ ½1 

• Wl T!'l "!"11 fa',iTaj l!n ~ "q; 3!'f'ITT m,! ,~ -,,N 
' 

. , 
• 

I, -,l "'<l'i'1TT = t fu, TT! 'W'l -q • • . ~ ' "iii\ ..Isl 'ifi R'l?I fl!;'li ,rrq,n :ill ~ ~ t; '!71 T('I! t;i 
, , it! :;m '11 "m"!'l1 m,i "~ ~". ll <'II oil nf\ it,~ "3'l'lT'T ~ 1!" . . ' •• , • ' , • ~ • 

. ,. • 'J'r1Rl q;i ~ t "3"I Tirn ,i;i l!1fual; "QT ~ ~ f<l;m 31"< ~~ -..;m:n ",:t -:; 'iff A'Jl ;,: JtT "" ~ ~ ll l'j;Tll 

3) -q ~ = { f.l; j;;f,, 1ffl'l'li ~ ~ ' , 

Jl.GREEMENT by APPLICANT ( ~ ;;ro ~) l-
1

)-B __ ff ______ t ___ t_h_m_b_,m_p_r_e_s_s,-o-n_o_n_t-hi-s-:F~o-rm--:-I ,Applicant) hereby agree & authorise Koshika Foundation and ,rs Trustees to 

y a 1xing my s1gna ure or u · • . , . 
use/publish/put-up/reproduce my name, address, photo & detail; of the "purpose , for which such ass,s,ance 1s requested/granted. through any . 
medium mclud,ng but not hm,ted to verbal, pnnt, electronic, for soliciting donations for Kosh1ka Founc!allon and/or disseminating inforrnat,on about 1t s 
act,vit,es/achie'lements Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the ·;:iurpose· 
for which assistance 1s being requested 
2) 1 (Applicant) further agree that any such use of my name, address, photo & details of the "purpose·. for which such assistance 1s requested/granted. 
will not automatically entitle me for receiving or continuing the said assistance The decision for granting and/or continuing tne assistance will rest solely 
with the Trustees of Kosh1ka Foundation, and their dec1s1on 1s this regard will be final and acceptable to me I) ~ ~ 'I': 3!1f-l ~l'l' "QT :ifrra q;i ;JI'! ~. ff ( ~) 3'l'r-IT ~ <fol ~ ~ { 'll:'-' •~ 'lim11R <!ITT ~ ~ " cfil ~ ~ '{ f<i; 'tl"J -:;rq , 
'f'll, "!>1iI ,m: en rcr<l'('1l ~ :ro: ii -irft«I t ~ "~" ~ ~ .:A,~~~ 'it-¢~ ~ ~.l'ii ,i; ~ fif;m -.ft 'lflW -qyu.q it ~ ~ <i: ~ aw-1"-lfi' t1 m >m <f.T fi'lq,:,ri m ~ -;.r; 'lre '?IT""' it <!ITT -;.r; ft.!'l "~ ~ .. ,.. ~ ,aw~ t, 2) ll (~)~-ml ll ~ { fu ttll "lfll, 'C@l, ffl 3TI\ m"'1 ./1 % .rnG'il1 ,i; ~'it~ t ~ 'J:qcl; ~ ~ il'lf.'!JT "l'ITT ~I~~.; ti .. ~ .. mq ~ ~ <f.T ~ 3ffiftl 311< "1~ m• 

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 
3W-l«f. <ii ~;,: "QT Wr3 ,i;i fuTR 

AGREEMENT by HOSPITAL (~ ~ <l>m) By affixing hereunder, signature of our Authonsed Signatory for recommending this case/patient for fmanciai assistance from Kosh1ka 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 Kosh1Ka Foundation, to the e)(tent that such assistance 1s granted by Koshika Foundation. If the requested assistance 1s not granted 

by Kosh1ka Foundation. in part or 1n 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 1s only financial in nature. The choice of the treatment/procedure advised/conducted by the Hospital on the 

patient , 1s 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 
m the matter 

W mi-~. ~wt q;i 3ITT it 'l!Tlffitirrft <!TT "~ ~" 1' fcmf'l ~ ¾ fui:.ifuT "fol olf<i\ t f-;m ~ (~) ~ ~ 'l1 llR c; ~ q;,ji t1 
1 > ~ % , it qlfl!R am , m ~ ti fcmf'l 1ilm'll1 fll;m ~ mq;m 'ffi'2IA '?IT fll;m ~ ~ 'it oifil witftlT'@ ii #I '?IT ~ ~ t, ~ % rn -~ ~" it ~ oifil ~ W<I'• ii "~ ~ .. ~ ~ ll! % ti ~ ·~ ~" ~ ~ f<Rfll 3!h~ tn 'tFW- -:;t1 fll;"QT ~ t m ~ %m 3A itt ~ ~ 7.l1 fll;m ~ ~ ~ ,mt@'! *-' <f.T ~ wfua ffio1 t, w ~ ii ~ <rn -;;,rai t % 3W'«lr.! ~ ~ oifil witftlT'@ ~ fl!;m 
tr,: 7{mf\ W"l!l ~ f<i;m 3'R 'JlN'I it "Im ~I 
2. "~ ~" it ;;i\ ~ ~ ~ fcmf'l 'll'ef<\ q;i ll wit "Ii: ~ ~ ~ '1l m'm° "QT f<!;it ~ ~ <f.T ~ wit 'll:'-' ~ .t ~ <f.T f.W-1 t m. "fflT'lil ~" ~ fll;m 'JllIT{ ,i;i ~~"Im ti~~ ii 1J1i\ ~ ~ ~ am 3lR ~ <fol mu ~ 1J1i\ 'll:'-' fflfil', 
<1\1 m aw .. ~ .. <1\1 ~ ~ "QT ~ ~ 'lw.l ii "Im m, 

Date of Surgery ~q;\· 
2-~l1\?h 

30-11-2024 

RECOMMENDED FOR ACCEPTENCE 
~7.f>'IBQ.~ 

Or.CH~1i°A 
M1u=ra~t. 

(~ Jl~Qv !ln8fflfb\N<Ot'tt.i&lll§~ices 
aj' llf8g~ ffl8Rl t«7W. ,. 

(\£~ \ t.'.r'\J IKA FOUNDATION 

SIGNATURE of TRUSTEE 1 
~ ffla.R l 

or 

ar ~pcotogy sel"l\ces 
0&t~ lltb~dl8ignatory 
~ I) 
,~ta\ 

SIGNATURE of TRUSTEE 2 
~ml\R2 



Or. Shroff's Charity Eye Hospital 

Dear Mr Tandon 

Greetings from Dr. Shroff's Charity Eye Hospital! 

Please find below attached estimate expenditure of Mast. Himanshu Kumar E/0725/0133 

Estimate cost of treatment 

Dr. Shroffs Charity Eye Hospital 

Retinoblastoma Surgeries 

Dr. Shroff's Charity Eye l-losp,ta\ 

Deihl IS Now NABI-\ Accredited 

Name Mast. Himanshu Kumar Address/ Dhuari , Sha~ahanpu~ 

U.P - 242305 

Phone: 

DEL-G-23-07-4198 

MR N Age/Sex 6 years 

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

Unit 

1 28/07/2025 EUA(Examination under 2000 1 

Anesthesia) 

Total 

Best Regards \ . 

D,. s;ma Das \/ 

Director 

Oculoplasty and Ocular Oncology Services 

OR. 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 • VRINDAVAN • KAROL BAGH (DELHI) 


