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APPLICATION FORM FOR ASSISTANCE (Healthcare) lC~hika 
~~l~al ~ ~ ~ (~~'l@) 

foundation 
APPLICATION No. : 

!?'(0~2,.5 /Ollli I =c:1toN DATE : b6 ~o i .... 2 o2. " Building blo<k of life. 
~ffl: 

NAME of APPLICANT : TC:<JA-s vr AGE-YEARS 3!Tg-c!lf SEX @lT 
~cfil"'lllt 

05 VH+f5 rE:mm~ 
FATHER'S/SPOUSE'S NAME : 

~A Y A-ff\-{Y\ CF A1~1d-) 1trnt~cfil'll'! 

PRESENT RESIDENCE ADDRESS qol!A awmitll "I@! 
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PERMANENT RESIDENCE ADDRESS : ~ 3Wlmfl.l "I@! 
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OCCUPATION : 
lA-Bou,z H C {!-A T 11 f-r2. ) MARRIED (fliclTftcr) / UNM~ (~) o!lqW! 

TOTAL ANNUAL INCOME: 

l 1 uJ I lo/1;0 (f--A-1H~) 
(Attach Proof of Income) ~ clITltcli 3Wl (3!fqcfilm~~) 

PANNo. ~lll@lffl 

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable): 
~ 3l!ll 3Wl <!ii: ~ i (.ft "l!P< "ITT ~ "tR -m't cfi1 miR ml 

Yes/ No 

~ / 1'61 
FAMILY DETAILS ~ ~ 

Sr. No. Name of Family Member Age (Years) Gender Relation with Applicant ilillm 
~cfi ~cfil-=rrl! olJ (c!lf) @11 31fckct;.tm~~ , . 

C f-1-'7 WK _A-1\..,f ,,,..,p J ltttf- C-£1.,n,1c. 
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h 1/V~"HH 0 K fVI OIUI I I) r-1-1 t ,,,_r,,, , <-;J \ I t--1"-, 

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable) 
WTl@l~IB!lfcr-lfu3'11mi: 

BPL Card EWS Certificate Ration Card 
~er (Attach Card Copy) (Attach Certificate Copy) (Attach Copy) 

oof 
1'fU<it UID cli ~ ~ 'tl,I 3f<"! 3ll'! wt 1i'll'1T 1f:! ffl<lffl cfili 

~~W;<I 
("llt!flll 'f:! 11ft "01'll mil ~ ~I (11'11'1T 1f:! 11ft "01'll mil ~ <lit, (11'11'1T 'la 11ft iW1l mil ~ <lit1 

"PURPOSE" for REQUESTING ASSISTANCE: 

~~~lJltfcl:@tcfiT~: 

Sr. No. Medical Reports/Prescriptions Attached 

sfi"Cf ~ ~~ "Q -;;im <li1 'Tl~ ~ t@"l 

1 • n I A-u I\ Jtt1.. I ~ - f.! i= ( 11\J t-n.-<, P\ J l l r.-1 H-
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. ,. 
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ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES 

A-0---l" ~ cf; tq_ ~ ~ ~ mfl ~ ~ -a m 1J<:l1 m? 
NAME of OTHER SOURCE ' AMOUNT of ASSISTANCE BEING AVAILED Sr.No. 
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DECLARATION by APPLICANT: ~ ~ ~ "1111: 

·11 der my Application & ongoing assistanee ., 
A I lse statement w1 ren 

. i ' "'-

1) 1 hereby confirm that all details In this Form are True to the best of my knowledge. ny a 

I 
h' h h ·

1 

liable for re1ecl1on/cancellal1on. 

" ur ose' , as stated in this Form, or w IC sue assistant.. 

2) I solemnly confirm that assistance, if received from Koshika Foundation, will be used only for the P P 
' 

was requested by me 

rce/employer/insurance company, of lhe am 

3) I hereby confirm that I have not & will not in future, avail of reimbursement, in part or in full, from any other sou 
Illini 

for which this assistance 1s requested 

~ ~ "-- ..,. 

. .,,.. 
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P,GREEMENT by APPLICANT ( ~ &1U 'ili<R) 
. 

1) By affixing my signature or thu b · . 

. F dalion and it's Trustees to 

. rn impression on lh1s Form, I \Applicant) hereby agree & aulhonse Koshika oun d throu h any 

use/publish/put-up/reproduce my name, address, photo & details of the "purpose", for which such assistance is requested/grante i~forma~1on about it's 

medium, including but not limited to verbal print el t f 
1
, 'l d f K h'k Foundation and/or disseminating 

• 1 h l S h , , ec ronic, or so 1c1 mg onat1ons or os I a 
f If lmenl of the "purpose" 

ac\ivilies ac ievemen s uc use of my photo & details can be made b Koshlka Foundation before or after my lrealmenl or u 1 

for which assistance 1s bemg requested 
y 2) l (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 a to r II l ti 1 · · ' ' 
.' • • th assistance will rest so ely 

. u ma ica Y en 
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e me or receiving cir continuing lhe said assistance. The decision for granting and/or continuing e 

wi
th 

\he Trustees of Kosh1ka Foundation, and their decision is \his regard will be final and acceptable to me. 
l) ~ m 'R ~ mtm 11t 3lTJa "q,'\ mq 'Wm, i'j (~) 3!<r-l\ 'fflfu "'1 ~ ""'11 {T/,<i "'i\ilWlil 'fiTfflR 3ITT ~ ~ "'ilil ~ <!iU11 (%° llsl 'flll, 

'1<11, ~ 3lR .n ~ ~ m 11 ~ t ~ "11ilfmt" ~ "'mil, ~. ~ W $ ,1 ~ ~ am ~ q; IBll f.l;m tj\ ,mn: 'll1Ulll 

,1 ,;mfu <!iB '<fi full_ ~ %1 '1t m .,;i ~ ~ ~ q; ~ 11t ~ 11 ~ .; ~ "'i\ilWlil ~" '1l "'mil 311'\.l<li<f %1 
2) 11 (~) ~ q@,) ~ { Ri llsl 'fll! , '1<11, 'li1it 3iR ~ ;;/t f<l; ~.; ~ '11 'l1ffela t ~ ffl: ~ q;i ~ m <!'ffilll ~ W<itl 11 

"~" ~ ~ ~ q;i f.!oll! 3ifuq 3lR <II~ mil 
APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : ~'<finmm11t ~'ililf.mR 

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 pa\ienVcase, as we are 

requesting to gel from Koshika Foundation, to the extent \hat such assistance is granted by Koshika Foundation. 11 the requested assistance is not granted 

by Koshika Foundation, in part or in lull, \hen the Hospital reserves it's right to make up the shortfall from another NGO or any other source. This 

confirmation essentially states \hat \he Hospital will no\ avail any duplicate assistance for \he same pa\ienVcase from any other NGO or any other source. 

2) The assistance from Kosh1ka Foundation is only financial in nature. The choice of the treatment/procedure advised/conducted by the Hospital on the 

patient, is based on the arrangement between the patient & \he Hospital, and is in no way influenced by Koshika Foundation. Hence, \he Hospital will 

assume sole & complete responsibility of \he treatment & it's outcome & safety of the patient, and Koshika Foundation will have no rote or responsibility 

AGREEMENT by HOSPITAL (~ ~ ,i;m) 

in the matter. 

6'ITT ~. -rnim\ "11 ~ '\1 tf1'ffiroli\ <!i't "~ ~" '\1 ~ ~ tu fu'!ifut "'1 ~ t ffi ~ (~) f.11'1 ~ '\1 'lT"l q ~ ~ i, 

1) ~ f<li, iit 'qcl1IR 3lR,., 'lfq'O,:f 11 ~ ~ f<lim ~ ~ m, 11T mn 3l"I ~" oqi1 witl'Ulffi 11 wi >11 ~wt~ f<li rn "'i\ilWlil ~" 

,1 ~ cl@ q; W<-1\l 11 "~ ~" ~ ~ ~ f<li !1 iw; "'i\ilWlil ~" &JU~ f<r-1fu a:iifuq;~ ~ ~ m iifiil1 .i@t t ii'\ ~ 
mi\ 3P, ft{ mq;m m -qi f<lim 3Pl ,Rlltr-l ,1 ~ m <ii1 ~ Wfuo W<11 %1 ~ ~ 11 ~ ~ .i@t t f<li 3W«lr.l ~ ~ oqi1 witl'll'@ ~ mil 

~ tf(qifft m -qi f<lim 3P, tli\l'I '11 m mtAft1 
2. "~~""err 11{ ~ 1fil@ ~ ~ "'1 ti wn 'R ~ ~ -e,111{ ~ 11t m 11'4 ~ q;i 'fllll wit Tl.<i 'ffi\IB 

'<fi ,il;;f q;i mi:i ! 3ITT "~ ~" mi f<lim 1Jq;R .,;i ~ ?,i(lq ~ !1 ~ 'ffilIB 11 wit q; ~ '1!\"11 3lR :iir-O~R>~ ,\m\~ wit Tl.<i ~ 
Director 

"'1 m air{"~" "'1 ~ ~ 11t ~ ;;l w 11 ~ mint 
Oculoplasty and Ocular oncology services Dr. CHHAVI GUPTA RECOMMENDED FOR ACCEPTENCE Adiunct rnn ... i, ·-• ~ <fi ~ ~ 

I 

Date of Surgery ! JcuiopiaS!y and Ocular ~erv1L ~ q,1. Regd, No.10 
Dr. Shroff's Charity E ~jtal ,<g )'~ \ ),\~, (Name of Dr. &~n'. No, with Stamp) \ 'J._ \ i ~ ~ qi] ,rq q fflll\R q 'ffel. ,. 

FOR INTERNAL USE of KOSHIKA FOUNDATION 

30-11 -2024 

SIGNATURE of TRUSTEE 1 
~ ffll?.R l 

u11vv~1,,11 1 ···--, .. -, 

Regd, No. 0029\ n,- .. , - Unonlhl 

(Nam,, D"ign••• x, A,thori"d Signatoo 
on behalf of Hospital) 

,ltlq~ffia@~~ 

SIGNATURE of TRUSTEE 2 
~ ffl1\1'1 2 
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, ,.,,. .. 1,;,•,•~.. Caring for the community since 1922 ... 

..... ,,~,;,/;,'t\".,, .. 

Dr. Shroff's Charity Eye Hospital 

i,/H,, 
31st August 2025 

Dear Mr Tandon 

Greetings from Dr. Shroff's Charity Eye Hospital! 

Please find below attached estimate expenditure of Baby Tejasvi-E/0825/0148 

Estimate cost of treatment 

Dr. Shroffs Charity Eye Hospital 

Retinoblastoma Surgeries 

Dr. Shroff's Charity Eye Hospital 

Delhi is Now NASH Accredited 

Name Baby Tejasvi Address/ Village Hingwa, Barwani, Madhya 

Pradesh- 451551 

Phone: 

DEL-G-24-05-

MRN 3221 Age/Sex 5 years 

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

date Unit 

1 08/08/2025 MRI 6500 1 

2 12/08/2025 Chemo 2500 1 

Total 

I\ 

\ 

Best Regardy. 

Dr. Sima D 

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 

6500 

2500 

9000 
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