
APPLICATION FORM FOR ASSISTANCE (Healthcare) lC~ hLka 
~~l~~,4~~ (~ t@,m;i) 

foundation 
APPLICATION No. : s/ 07'2S /Dl3f2 APPLICATION DATE : '2.Jb ,}2£ Bu1ld1ng block of life 
~<ffflT: 

~~ 
NAME of APPLICANT: /'-11 J) HI I AGE-YEARS ~ -lf'.f SEX IB'T 
~<nl~ I 02- 'y ~ s ~E:-m Af.E: 

, 
FATHER'S/SPOUSE'S NAME : 

p_ fttv\ Mt ~11RA (. (:All-(n:) , 
~<nl~ 

PRESENT RESIDENCE ADDRESS "!@t!R ~ '@I 

ln OIC.~ fH\..J hl/H<.0 -h f'-lrn.-il--lHW'T K.nf+--(J t ,1 i:H / An ,.- I 
t -'1 0(,ll. KHr-1<. I - "J t5'2'i?n2 . 

PERMANENT RESIDENCE ADDRESS : ~ 3WffilTq '@I 

OCCUPATION : 
S.E-LUf: I "TY <'...( u A-f O ( f--A-1 V\E:f.) I MARRIED {Fclllrft<'I) / UNM~ (~) oimrrq 

TOTAL ANNUAL INCOME : 

9 6 /ODO ( P-AlH~) (Attach Proof of Income) 
WI qjfflq; ~ (~<!ilt!l~~) 

PAN No. ~ ~ ffl 
ARE YOU AN INCOME TAX ASSESSEE (Tlck whichever Is applicable): Yes / No 
cfl:11 31Jll" ~ ~ ~ i (;;rr l!Fl! ~ ~ -q"{ tm <!i1 f.mR ~ I -gi I -;m 

FAMILY DETAILS ~ fcrcRui 
Sr. No. Name of Family Member Age (Years) Gender Relation with Applicant 

ilil{ffl im<IR~~cnl";{J'I! oll (cllf) IB1l ~ <fi Wf ~ 

\ ' K. H-iv1 f\-f l ,H f<-tl- ".)--"1 IV) il--1 6 n-t'( vi (--:1< 

-:l-. ri..... 1 r u i \') r -t<,..../Y1 A--f r:,.. rYIOTri (-E' 

BASIS for REQUESTING ASSISTANCE (Tick whichever Is applicable) 

~ <fi m mm amm: 

BPLCard EWS Certificate RaUon Card ~Other 
(Attach Card Copy) (Attach Certificate Copy) (Attach Copy) 

Basis/Proof 

lJU<ITTI91~-:ft<t~-q3; ~awf"!ll!"lJl111!1~ fflqffi;m 
3Bi ~~ 

(WlflJI ~ 11ft fflllT 'SI@ ffi <it, ("!lllTUI ~ 11ft ffllll WI m <li't1 ( w:rroT ~ 11ft ffl!ll WI ffl <li't1 

"PURPOSE" for REQUESTING ASSISTANCE: 

-mJ?lilltaf'q;l)-rrqflfmq;r$: 

Sr. No. Medical Reports/Prescriptions Attached 

ili1{ ffl awrn@~ ~ ;;im <1>'t ~ ~ ~ ~ 

1 - () 1 R-u fl J}--( I ( - EI- 7 /Jr\ f"rK U11 t (1 HI/ ., 
7 -

, r<... r,ir rn r-f\ 1 , ,...... hJI-+ M~.\ 
' 

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES ,'\;0--
l« $ ~ q ~ 3F!I ~ M ~ "fln'II ~ ~ l'f!.11 -sl? 

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

ilil{~ 3P-l~<fil"'ll'I ~ TT-( ~ um 
IL.f--r 



DECLARATION by APPLICANT: ~ ID7J ->it'!fUll 'I:{: . . 
l) 1 hereby confirm that all details in this Forr, are rrue to the best of my knowledge. Any false statement will render my Application & ongoing assistance. 11 an~ 

liable for re1ect1on/cancellalior. . .. • · · · 2) I solemnly confirm that assistance, , received troll' Kosh1ka Foundation will be used only for the purpose . as slated in this Form. for which such assistance 
was requested by me · 3) 1 hereby confirm lh~t I have nol & will not in future, avail of reimbursement, in part or 1n full, from any other source/employer/insurance company, of the amount 
for which this ass1staf'ce is requested 

1) ll"~~t~~m;111tWi ~lr'n~tttt ;;m;itt;i;- ~ ~v:-i m'r !1 ~ i!iW ~ ll:'i<fit.r-1 3W<'-!'llm ~tmltitmT1.@lm..i~~.m1i, 
2) itt ~ oil~ mi"~~". ~ ~ ~ u1t t. ~ o<!mrr om om <liT 'f<! ;i;- ft.r4 ~~. oil ~ ~ if ~ '11ll t, 
3) ,t ~ <li«tl { f<1; f.m ~ t(! ~ ~ <1i1 lJ{ l, "3l! \lfu <fil ~ lll ~ ~ f4im ~ mil~fin1'11 ~ .'I 'I m @?!I t ah 'I tt 'lffeial if ~ I 

AGREEMENT by APPLICANT ( ~ ffll 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 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) ~ 'lf'(f;I ~ 3T'R m:ma.« lll 317ra <liT m<I ~. # ( ~) 3l'!'ft -mir@ <l>'t ~ <li«tl { ~ "cfilMlliT ~ 3m ~ ~ " cfiT ~ ~ { fil; ,ro ,rt!, 

-qm, '!>1c:) 3fR oil~~ "ll'f;J if mm t, ~ ··~·· ~ ~.~-~fill~$~~~ am ~-t IB"II fll;m '11 "!mR ~ 
~ ,;mifuj cm -t ~ ~ t, 11t vq;{ <fil ~ 11t ~ -t ~ lll ~ 11 cm -t ~ "~ 'lilom" cf ~ ~ t, 
2) ~(~)~<ITT!~~ { fil; ,ro 'lfll, -qm, '!>1c:) ah~ oil f<I; ~ q; ~ ~ 1l!ftra i ~ t<ffi: ~ <fil ~ -:if! q-!@fl ~~if 
"~" ~ ~ ~ <fil f-l1lft! 3ffif'C! ah <11~ m!I 

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : ---~ ... -
AGREEMENT by HOSPITAL (~ ffll 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 w ill in future avail of financial assistance from another NGO or any other source, for the same patienUcase, 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 state_s that the H?SP!tal will not a~ail any duplicate assistance for the same patienUcase from any other NGO or any other source. 
2) The assistance from Kosh1ka Foundation 1s only fin~nc1al in nature; The cho,c~ of the treatmenUprocedure advised/conducted by the Hospital on the 
patient, is based on the arrangerr:ent between the patient-~ the Hospital, and 1s 1n no war influenced by Koshika Foundation . Hence, the Hospital will 
assume sole & complete respons1b1hty of the treatment & its outcome & safety of the patient, and Kosh1ka Foundation will have no role or responsibility 
,n the matter. 

m ~. ~~ <liT 3lR ~ "'!l'IBrorft ifi'I "cfi'rfuil;T ~" ~ fcmrq ,:m,@l "!1\ fuq;JfuJ <!,'t ~ W. f-m " (~) f,i;r ~ ~ llR <I ~ ~ !1 
I) -qg- fil; 1 m ~ 3m 1 wt 'IWl"I if ~ -mJllil1 fllim ~ m<liTfi -m'I lll f4im 3R ~ ~ olffl wit/llll@ if ~ lll t'l <W t, ~ fil; ~ "cfiTm!l;T ~" 
~ ~ olffl .t ~ if "cfi'rfuil;T ~" ~ ~ '!l % ti*"~~"~~ fir-!@ 31i!mtwre -ts~~~~ t m 3ll'@@ 

mil ~ ~ m<lim .w:i! lll fllim 3r-<l <RlllR ~ ~ -Af <Iii ~ ~ fflll1 ti ~~if W'-! <Im~ t % ~ mftli mo<!<!~ "!11 M 
~ mm .w:ir lll fll;m 31"1 m1.-1 ~ 1ITT WITIWITI 

2. "cfi'rfuil;T ~" ~ ~ lJ{ ~ ~ fcmrl! "Sfllj@ "'1 ii wit 'R ~ ~ ~ Ttl lR'ITB' lll f<l;q Tflt ~ <liT ~ wit ,i:ci TIXlam 

,i;- .ftq <Iii f<fq,i t ~ -~ ~" ~ %m ~ <Iii ~ w,i :m ti ~ fflil@ tt wit ~ ~ ~ ~ 31A ;;ir:l <li1 .mt~ wit 11:ci ~ 
<!,'t m\ 3m "~" "'1 ~ 'l,ftllfi1 lll ~ ~ 'ITlffi if "ffi m!I 

Date of Surgery 

3l'fm1n,1mfuii 

~\1\~ 

20 - 03 - 2025 

RECOMMENDED FOR ACCEPTENCE 

~ cfi' ~ ~ 

Dr. CHHA 
Adjunct , 

(~6 i9,JYjces 
. ,, 

FOR INTERNAL USE of KOSHIKA FOUNDATION 

AS 

(Na~1~M . ~~ffl~ Signatory 
Director, Me ent 

SIGNATURE of TRUSTEE 2 
~-mrm 2 



Dr. Shroff's Charity Eye Hospital 

Dear Mr Tandon 

Greetings from Dr. ShrofPs Cllarit) Eye Hospital! 

Please find belO\\ attached estimate expenditure ofNidhi E/0725/0138 

I 
Estimate cost of treatment 

Dr. Shrofrs Charity Eye Hospital 

Retinoblastoma Surgeries 

@ 
Dr Shroffs Charil'! 

Delhi is Now NABHEAye Hosp1ta\ 
CCred1ted 

Name 
Nidh1 

Address/ Gokaran Ward 6, Marghat Road 

gali no.- 1, go/a kheri, U.P -

Phone: 262802 

DEL-G-25-07-5445 

MRN 

Age/Sex 2 years Female 

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

Unit 

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

under Anesthesia) 

2 31/07/2025 MRI 
6500 1 6500 

Total 
8500 

Best Regards 

Dr. Sima Das 

Director 

Oculoplasty and Ocular Oncology Services 

DR. SHROFF'S CHARITY EYE HOSP 

5027, Kedar Nath Road Daryaganj, New De . ITAL 

Ph:- 011-4352 4444 4352 8888 F lhr-110002 India 

E-mail: sceh@sc~h.net, Web~itea~WWW: 011-43528816 

· .sceh.net 

OTHER CENTRES 

ALWAR • SAHARANPUR • MEERUT • LAKHIMPUR KHER 
I • VRINDAVAN 

• KAROL BAGH (DELHI) 


