
APPLICATION FORM FOR ASSISTANCE 

-E1i$1"-ldl ¾ ~ m 
(Healthcare) 

(~~'ll@) 

APPLICATION No. : 

~~: 

NAME of APPLICANT : 

~<nl'lfll 

FATHER'S/SPOUSE'S NAME : 

fulr~ <nT 'lfll 

OCCUPATION : 
~ 

TOTAL ANNUAL INCOME : 

~ ~ 3ifll 

PAN No. ~~m§l:ll 

L 

AGE-YEARS ~-q>t SEX ffiTl 

0 I Y E--fH<.S ( f-rrJffi 

601\JU 

PERMANENT RESIDENCE ADDRESS : 

Cf-AfYfH MARRIED (~) I 

000 
(Attach Proof of Income) 

( 3ifll cliT m~ ~ ) 

ARE YOU AN INCOME TAX ASSESSEE {Tick whichever Is applicable): 

~ ~ 3ifll ~ ~ t <-m +IR m ~ -q'{ ~ cliT f.mR m1 
Yes/ No 

m I "ffi 

Sr. No. 

if;ll'~ 

BPLCard 
(Attach Card Copy) 

~ -rat qi' ~ 'lftl1UT 'lf;{ 

(,llll'1JT 'tl:{ cf>l ffllU 'lITT! lffiT"! ~I 

Sr. No. 

sfitlml 

FAMILY DETAILS 't!fum: ~ 
Name of Family Member 

~qi'~clil';jjt! 
Age (Years) 

~ (<f!f) 

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable) 

~ qi' m fcRfu 31Jl.iR 

EWS Certificate 
(Attach Certificate Copy) 

~ 31'f?!c!'! 'llllT'lf 'tl:{ 

( 'lll'!T'IT 'tf;f cn1 ffllU 'lITT! lffiT"! ~ I 

Ration Card 
(Attach Copy) 

fflc@lcm 
('!ltll11! 'tf;f <ITT ffl'!IT'lffi!'{@T'i ~I 

"PURPOSE" for R,EQUESTING ASSISTANCE: 

~ ta fcl;q lfll mm cliT ~: 

Medical Reports/Prescriptions Attached 

aw@@~~ .;im cnl ~ ~ ~ ~ 

K~htka 
foundation 

Bv1ld1ng block of life 

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES .A A_ 

~~.tt{~ 3A~~ 3A~~~Tflllm? -,\.AJ · -

Sr. No. 

Ifill~ 

NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED 

~~<fil"'lf't 'ffi~~mn 



DECLARATION by APPLICANT: ~ GlU mtl'lllT ~: . . 
f I t tement will render my Appllcalion & ongoin 

1) I hereby confirm that all details m this Form are True to the best of my knowledge . Any a se s a 9 assistanl:<! 

liable for reiection/cancellallon . • • stated in this Form for wh· ~ '', 
2) I solemnly confirm that assistance , 1f received from Kosh1ka Foundation, will be used only for the purpose as · ich such ass,s1a 
was requested by me. . nti, 

3) I hereby confirm that I have not & will not in future, avail of reimbursement In part or in full, from any other source/employer/insurance company, of the am~ 

for which this assistance Is requ~sted ' , • uni 

1) -4· mtl'lllT <fi«ll { f<n ~ ~ it Ril lfll TI>fi fqq'{1lJ -q-tt ~ 'ill' 3TJllR .rcq ~ wt !1 1.IR ~ ~ Tl.'i qjv.r-1 ~ 'tfTl!I ',jj'@J ! m 1RT mmr f.m<! ~ "11 ~ t, 

2) itt ~ it 'mll@I -um "ffllllil ~". ~ 't'ft sijJ -m t ~~om~ l!il 'ifll -t ft.rq f<nlTT -;;rm, -.it~~ -q ,:iu ~ !1 

3) ~ ~ <fi«ll { f<n f;;m mmr tu ~ m¢n 'lli1 ~ t oll -um <fiT ~ lll ~ ~ mil ~ 'Wil~~ qjllRT ~ "' m @?l'I t am "' ~ ~ tt ~ 1 

AGREEMENT by APPLICANT ( ~ GlU qi'ffi) 

1 l By affi_xing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to 

use/publish/put:up/reprodu~e my name, address, photo & details of the "purpose", for which such assistance is requested/granted, through any .. 

med1_u_m, including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or dissem1natIng information ~bout its" 

acllv1t1~s/ach1_evements. 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)_ 1 (Applicant) ~urther agree that any such use of my name, address, photo & details of the "purpose", for which such assistance is requested/granted, 

w'.11 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. 

1) ~ il'f';I ~ 3itR TI'ffleR lll 31'13 <l>'l iJT'! ~ . -4 c~) 3f!l'ft ~ <l>'l ~ ~ { ~ "'!fi'lmcm ~ 3ht m ~ "qjl ~ e/i«!T { f<n -qu "fl'II, 

't@l, ffl 31R it fqq'{1lJ ~ 'll"BI 'fl ~ t ~ "ffllifil" ~ "'lml, ~. ~/'!ll ~ ~ ~ -¢ ~.flll 3lR ~ 'ill' ~ mfl '11 'lm'R ~ 

~ "5m1fu! <liB 'ill' ~ ~ i i Jtt 'll"BI <fiT fcrovr Jtt ~ 'ill' 'Ire lll ~ it <!ivt ~ ~ "fflTllil 'mm" 'lf ~ ~ ll 
2) ~(~)~'if@~~ { f<n 'qU "fl'II, 't@l, -q;)c} 3ffi f<muT o!t f<n lml@l <t ~ ~ mfml l ~ t«<!: lllT7«I! <fiT ~ "ffi '-A@TI TI'! W<N ij 

"fflT<fil" ~ ~ ~ <nl f-1$! amftt 31R ~ 'fflll 

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 

~ 'if; TI'ffl~il '!lT ai'@ <Iii f.mR 

AGREEMENT by HOSPITAL (~ ~ q,U{) 

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 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 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 patienVcase from any other NGO or any other source. 

2) The assistance from Kosh1ka Foundation is only financial m 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 responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility 

in the matter. 
~ ~ . TI'<l!il!U l!il 3lR ~ wm llTT "~ ~" s1 fcmrq -mTt!lll ~ fuc!;TfuT <lil of@\ t. f;;m ~ (TI'«lffi) f.fi:i 1l<liR ~ llRl q «itlfiR <fi"ffl t, 
I) '!I'S' f<n "I ,ij ~ ;mt "I -gr ~ -q finlr<I llffli!l mil 'l< ~ ~ lll mil 3R -ml!~ ollil wit/llllm -q ~ lll ~ ~ t, ~ f<n ffi "ffllifil 'lilmR'" 

"~ o<l<i -t w>-N -rl "ffllifil ~ .. 'GIU ~tu~ t, 1.IR "'!fi'lmcm ~" 'GIU ffll@T fll'ffil 3!ilmro;re tu~ m ~;;{@It <ff -mzra@ 

mfl 3R 11'{ m<liltt ~ '!lT ~ ~ ~ ~ mT1«ll 'ff'! q;J ~ ~ TI!lll1 t, 'fa 'lfl;! 'll ~ ~ ';;f@l t ~ ~ ~ ~ ~ wfifllltR'f tu mil 

11'{ m<liltt ~ '!lT mil 3Pl m•-R '11 "ffi wnffilft1 
2, •~ ~" '11 'ffi ,if ~ 'q;'<ffi f.mrq WfiTTI 'lli1 t1 wit 'R TI'@Tl'I ~ ~ Trf 'llffl lll f<i;'!I lf!I ~ <fiT ~ ,),ft ~ mllR'I 

-,t .ft'q 'ifi1 fcfq,; t ;mt "~ ~" mi mil 1l<fiTI'. q;J 'ifi1'S ~ 'm t, ~ mo@ 'rl wit ~ ~ ~ ~ 3,R ofR q;j mt\ ~ wit v;,i ma@ 

<I>'\ '1"ft 3ll'{ "~" <I>'\ 'ifi1'S ~ lll ~ '!ll W 'fl "!ti m\1 

Date of Surgery 

~~ 

20. 03 - 2025 

RECOMMENDED FOR ACCEPTENCE 

~ 7.fi ~ ~ 

Dr. CH 
A 

Ocu(b\JI h Stamp) 
~f~CS 

SIGNATURE of TRUSTEE 1 
~ffl!ml 

int KOSHI KA FOUNDATION 

Dr. 

(Nal'm!~rdrillllO e,,i~i!fe Signatory 
lrector, \1eqi •~onent 

~ 

SIGNATURE of TRUSTEE 2 

~mr8R2 



Dr. Shroff's Charity Eye Hospital 

Dear Mr Tandon 

Greetings from Dr. ShrofPs Charity Eye Hospital! 

Please find belo\, attached estimate expenditure of Baby Swara E/0725/0137 

Estimate cost of treatment 

Dr. Shrotrs Charity Eye Hospital 

Retinoblastoma Surg_eries 

Or Shroffs Charity Eye Hospital 

Delhi 1s Now NABH Accredited 

Name Baby Swara Address/ Sukha, Jabalpur, Patan, 

Madhya pradesh- 482002 

Phone: 

DEL-G-25-07-5233 

MR N 
Age/Sex 1 years 

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

Unit 

I 25/07/2025 EUA(Examination under 2000 1 

Anesthesia) 

2 30/07/2025 MRI 6500 1 

Total 

Best Regards 

Dr. Sima Das 

Director 

Oculoplasty 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 

Female 

Aprox. Cost 

2000 

6500 

8500 

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


