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ARE YOU AN INCOME TAX ASSESSEE (Tick whichever ls applicable): Yes/ No 
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FAMILY DETAILS fflR mtu1 
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I 
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1 b. 
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na ure or thumb impression on this Form \ 1Applicant) hereby agree & author se 
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use pu \\sh/put-up/reproduce my name, address photo & details of the 'purpose" for which such assistance s re d' erninating information about it's 
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acllvities/achi_evements. Such use of my photo & details ca~ be made by Koshika Foundation before or after my trea 
for which assistance is being reque~ted. 

. . quested/granted, 

2) I (Applicant) f th 

h' h such assistance is re 

. _ur er ag_ree that any such use of my name. address, photo & details of the 'purpose", for w ,c . . the assistance will rest solely 
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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 patient/case, as we are 
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. II the requested assistance is not granted 

by Koshika Foundation, in part or in lull, 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 patient/case from any other NGO or any other source. 
2) The assistance from Koshika 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 & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will 
assume sole & complete responsibility al the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility 
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SIGNATURE ofTRUSTEE 1 
~~l 

(Name, Designation & St p of Authorised Signatory 
on behalf of Hospital) 

,rq cf 1R ~ ~ ~ 
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Dr. Shroff's Charity Eye Hospital 

Dear Mr. Tandon 

Greetings from Dr. Shrofrs Charity Eye Hospital! 

Please find below attached estimate expenditure of Baby. lqra Bano-E/0825/0154 

Estimate cost of treatment 
Dr. Shroffs Charity Eye Hospital 

Retinoblastoma Surgeries 

Dr Shroff's Charity Eye Hospital 
Delhi is Now NABH Accredrted 

Name 
Baby. lqra Sano Address/ Ranpur, Ayodhya, Uttar 

Pradesh- 224164 
Phone: 

DEL-P-23-10-1190 
MRN 

Age/Sex 5 years 

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

1 11/08/2025 EUA(Examination under 2000 1 
Anesthesia) 

Total 

B~tR,1/ 
Dr. Sima Da 

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 

Fernale 

Aprox. Cost 

2000 

2000 
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