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APPLICATION No. : 
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APPLICATION DATE : 2-3/7 7,-<; 
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r:AR11K ln UJ [_ ll:. 
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PERMANENT RESIDENCE ADDRESS : ~ 3'f1'1ffllt7:I 'lill - '~ ,. 
-

OCCUPATION : PR,1VATE JO~ ( C--A1 t1 E-1-) I MARRIED {fcrclilt<f) / UNM~{~ ) 
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TOTAL ANNUAL INCOME : 
1,<to

1
000 [ F-A-111 f-R ) 

(Attach Proof of Income) 

wiqffejq; ~ (~ cfiTW~ ~ ) 

PAN No. ~l!i@Tffl 
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicable): 

~ 31Jt! 3l1<I <Ii'{ ~ i (.;rr 1l'8I -gt ~ 'q'{ lm cfiT fu1R Wlflil 
Yes / No 
-gi nit 

FAMILY DETAILS 'tlRclT{ ~ 

Sr. No. Name of Family Member Age {Years) Gender Relation with Applicant 
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BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable) 

~ ct ~ ~ ~ 

BPL Card EWS Certificate Ration Card 

~ {Attach Card Copy) {Attach Certificate Copy) {Attach Copy) 
oof 

lfU.fi ffil ct fr'<l ~ 'If:{ ~ ~ lflf ,rqraJ ~ ~m 
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"PURPOSE" for R,EQUESTING ASSISTANCE: 

~ tn ~ "Pf flRffi cfiT ~: 

Sr. No. 
Medlcal Reports/Prescriptions Attached 

iiltffl 
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ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES 

~ $ ~ t<x. ctiW 3R -mit@l fc!;.ft ~ BlIB 'Q ~ TftlT -g)? ~ 
Sr. No. 

NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED 
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DECLARATION by APPLICANT. T,ue to the best of rry knowledge Any false statement will render my Application & ongoing assistan 
t I in 1h1s Forr<l are 

ce , rt a 

1 J I hereby confirm that all de a, s 
• • . "Y, 

liable for reiection/cancellal1on. if received frorr Koshika Foundation will be used only for the purpose as stated m this Form. for which such assista" 
2) 1 solemnly confir,n lhat ass1stance, 

Ce 
was requested by me & 

11 
not m future, avail of reimbursement, 1n part or :n fu ll, from any other source/employer/insurance company, of the am 

3) / hereby con'irm that I have not wi 

OU"\ 

for which 1h1s ass,starce 1s requesled 
. • ,,. . ~ , 

it'm'l'l'IT <f;«ll{f.f;°ltl'~-itR-it1]'qrifclq{Ul ,rtt;;rm;m<t 3l:Jml ~'Q,<I 'tl'6161 ~ ~ fqq{ur 'Q,<I ~ ~"!Tin ';;fJnT 6 m -qtt llfflffi ~~ ;;ii~t1 
~; ,tt ~ .it ,rnqm um .. ~~", ~ 'ffl ;;ii -m t, ~ ~ '3m ~ c1>1 'lfi! <t ~ ~ """1ll, ~ ~ ~ "if ,m 1fm t, J) it~~ t f.f;- 1;;m .m-irnr -tIT w 'S!1$rr c1>11TT t '3t! 'UfiT qiT 3l1fflqi 111 ~ mm fclim JR .mr~fiiti:n ""'1'fr ~ "l m R'1111 i 3ih: "l m ~ 11 ~' AGREEMENT by APPLICANT ( ~ mu <filR) 

1) By affixing my signature or thumb impression on th is 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 about it's 
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 final and acceptable to me. 
I) ~ ~ 'tis 3'l"'R ~ 111 3T'ra cf>1 ffl ~. ff ( ~) 3'ft!'it lW'lfu cf>1 ~ lfi«!l { ~ ''fflm ~ 3m: m ~ " q;T ~ '1fi«IT { ~ 1lU 'i'l'tl, i:@l, -q;ro 3iti: ~ mt1'l ~ 'lf(l';I 11 'EIW«l t ~ "fflm" 'Q,<lt{. ~. ~ . <lfi'Rl/'lll ~ $ ~ ~ 71'@fcu~ am ~..flll <t ~ f%m 'ifi 'lltITT ~ ~ ~ cfi'{'I ~~~ti 'Ift ~ cfiT mt1'l 'Ift ~ ~ ~ 111 ~ "it cfi'{'I ~ ~ "<lilmcfiT ~" 'lf ~ ~ t , 2) -q (~)~<I@~~'{ ~ lTTT "lf'lt, i:@l, "lim 3m: mt1'l ~ ~ .miraT ~ ~ ~ mftra ! ~ t<lo: lm'lfffi <!i! ~ i"tf cf'!'@l'I ~~'Ii "fflFfil" 'Q,<lt{_ m ~ <!iT f.l$i 31'fifq 3m: cw.zr~ro mtl 

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 
~~mTml!T~<!ilf.!m 

AGREEMENT by HOSPITAL (~ ~ <filR) 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 in future avail of financial assistance from another NGO or any other source, for the same patienUcase, as we are 
requesting to get from Kosh1ka 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 patienUcase from any other NGO or any other source . 
2) The assistance from Koshika Foundation is only financial in nature . The choice of the treatmenUprocedure 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 responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility 
in the matter. 
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Date of Surgery 
31'imA qi1 • 

<J,,"\ \ 1\ 7h 

20.03.2025 

RECOMMENDED FOR ACCEPTENCE 
~ cfi ~ ~ 

Or. CHH A 
Adjun t. 

(~Ulil!W & . l~WiiliCSta1ti\Sy,ce• 
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Dir 
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FOR INTERNAL USE of KOSHIKA FOUNDATION ~ 
SIGNATURE of TRUSTEE 1 
~~, SIGNATURE of TRUSTEE 2 
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' '31 j ttJl,ly 2025 

Dr. Shroff's Charity Eye Hospital 

Dear Mr Tandon 

Greetings from Dr. Shrofrs Charit) E)C Hospital! 

Please tind belo,, attached estimate C\.penditurc or Mast. 1'.artik Gujele E/0725/0136 

Estimate cost of treatment 

Dr. Shroffs Chari ty Eye Hospital 

Retinoblastoma Surgeries 

® 
Dr Shroff's Charity Eyo HospllAI 

Deihl Is Now NABH Accrodi\od 

Name Mast. Kartik GuJele Address/ Godha, Post office district, 

Aligarh , U.P.- 20217 

Phone: 

DEL-G-25-07-57 46 

MRN 
Age/Sex 3 years 

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

Unit 

1 24/ 07/ 2025 EUA(Examination under 2000 

Anesthesia) 

Total 

Best Regards \ ,-..,11 

Or. Sima Oas 1/ 

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 

1 

Male 

Aprox. Cost 

2000 

2000 
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