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FATHER'S/SPOUSE'S NAME : 

AM 11 SA I rJ I C~ATl1c-R) ftrcn~cfil"'lll! , 
PRESENT RESIDENCE ADDRESS c@llR ~ 11i11 

I ~ ,,;io-
Li I l\ I l\ , - 1 () Lf • A I H- D O 'I A-1\..I I/ I H ft1(_ r Tt<..rt-r 1.. m -rn 

YU F-;'4 t{ I {-tu (J:..l). t r---tJ I k R-f / ur-1 HI - / IOU't/f ~ 
I 

~ 
PERMANENT RESIDENCE ADDRESS: ~ ~ 11i11 ci... . 
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OCCUPATION : 
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TOTAL ANNUAL INCOME : 

I, Z (J, 000 ( C--ATHEf<.) 
(Attach Proof of Income)-
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"PURPOSE" for REQUESTING ASSISTANCE: 
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Sr. No. Medical Reports/Prescriptions Attached 
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ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES~ 

~ $ .t ~ ~ 3R .mqm fil;m ~~~@?!I lJlll m? 
Sr. No. NAME of OTHER SOURCE ,~MOUNT of ASSISTANCE BEING AVAILED 

ij;l! ffl 3Fll~cfil"'lll! "ffi ~ -mi@Tmft 
/VT+-



DECLARATION by APPLICANT: ~ ~ ~ 'ti:I: . . 

1) 1 h b fi - - - -
11 

d A lication & ongoing assistance, 1f any ere Y con irm that all details in this Form are True to the best of my knowledge. Any false statement wI ren er my PP · 
hable for re1ection/cancellat1on. h · t 

2) I solemnly confirm that assistance, If received from Koshika Foundation will be used only for the "purpose", as stated in this Form, for which sue assis ance 
was requested by me ' 

3) I hereby confirm that I have not & will not in future a a I of reimbursement in part or in full from any other source/employerflnsurance company, of the amount 
for which this assistance Is requested. ' v 1 ' ' 
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AGREEMENT by APPLICANT ( ~ ~ qj(f{) 
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, throug_h any . , 
medium, including but not hmited to verbal pnnt electronic for soliciting donations for Kosh1ka Foundation and/or disseminating information about 11 s 
activ,tieS/ach,_evements. Such use of my photo & details ca~ be made by Koshika Foundation before or after my treatment or fulfilment 01 the "purpose" 
for which assistance Is being requested. 

~ 1 
(Applicant} further agree that any such use of my name, address, photo & details of the "purpose", for which such a~sistance is requested/granted, 111 
not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assiSlance will reSt solely 

wi
th th

e Tru
st

ees of Koshika Foundation, and their decision is this regard will be final and acceptable lo me 
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APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 

~<11-ra,m 11T3i'@<lilfu!l'I 

AGREEMENT by HOSPITAL (rn1m'I mi i'fi"(R) 

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 will in future avail of financial assistance from another NGO or any other source. for the same palienVcase. as we are 
request1~g to get fro_m Kosh1ka Foundation, to the extent that such assistance is granted by Koshika Foundation. If the requested assistance is not granted 
by Kosh1ka 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 Koshika Foundation is only financial in 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. 
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Date of Surgery 
awmr-n,,m 

b\i\~ 

18-08-2024 

..,,_ (.;HHAVt GUPTJECOMMENDED FOR ACCEPTENCE 

'.Jcu/on1,., ~diunct Cons"'' ~ <fi ~ ~ 
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0 S Regd, No. IJY Services 
r. hroff•s Charity , 

Y prra1 

(Name of Dr. & Regn. No, with Stamp) 
~ 1!il ,lll q ~ q ~- 1. 

FOR INTERNAL USE of KOSHIKA FOUNDATION 

SIGNATURE of TRUSTEE 1 
~~l 

Ocutoptasw anu Ucu,u, . .. •• I 
Director, Medical Education Oepartmen 

a.~ IJn 00291 

Dr. Shroll's~ty/ tlospitat 

(Name, Designation & Sta¥ of Authorised Signatory 
· on behalf of Hospital) 

1111<11RTil!o@~3lN<lilU 

SIGNATURE of TRUSTEE 2 

~~2 



Dr. Shroff's Charity Eyo Hospital 

Dear Mr Tandon 

Greetings from Dr. Shrofrs Charity Eye Hospital! 

Please find below attached estimate expenditure of Bab) . Jshika E/0825/0146 

Estimate cost of treatment 
Dr. Shroffs Chari ty Eye Hospital 

Retinoblastoma Surgeries 

Dr. Shroffs Charity Eye Hospital 
Deihl is Now NABH Accredited 

Name Baby. lshika Address/ H/No.- 229, Narayan vihar, Street 
no.- 02, Prem nagar, central, 

Phone: Delhi-110086 

DEL-G-20-01-5327 
MR N 

Age/Sex 6 years 

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

1 06/08/2025 EUA(Examination 2000 1 
under Anesthesia) 

Total 

Bes< Reg,~ / 

Dr. Sima Dal' 

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 

2000 

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


