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K~hLka 
APPLICATION FORM FOR ASSISTANCE 

(Healthcare) 

~~ l~HI I "ITTl_ ~ ~ 
(~~) foundation 

APPLICATION No. : f 1 ai .2-S I tJ I 6 I 
I .c::ioN DATE :I i 7.'.J g ·· 1.-0 2-C", 

Building block of life 

~ffl: 

SHP-1 YAIVS H 
AGE-YEARS 3ll!l-'1f!f SEX@'! I 

NAME of APPLICANT : rnA-tf-
~'ifil"ll'I 03 v~s 
FATHER'S/SPOUSE'S NAME : I N Df-R'J E f T (fA1v1ff-) 
~ 'ifil ,ft! 

PRESENT RESIDENCE ADDRESS qffllR' ~ '!@I 

V l I, UH-'1 C p., A-/<.. - (Z, La..-f' \ V r-+1< r I I::' -, H ff Tl ,~l1 - I\/ I PrfVi -

_ A-rn--11 h}f-H<_n _/() f-,s;::R'JQ..P/1Q ,1,r.+/vlMH 

-
BI l-iY-n<.. >< l,f 2, () .'.2.. 

PERMANENT RESIDENCE ADDRESS : ~ 31'JclTfil!I '!@I 

OCCUPATION : LA-8 -0 U f<. z_/2. ( f-(-/ 'TH ff ) I MARRIED(~)!~~) 

al<mll! 

TOTAL ANNUAL INCOME: 
f 1 2-0 , 00 0 { f2-A111 H-) 

(Attach Proof of !~come) 

~<llfi!if; 3lf!I 
( 3lf!I qiT m~ tlW1) 

PAN No. ~ l9l1IT ffl 
ARE YOU AN INCOME TAX ASSESSEE {Tick whichever ls applicable): Yes I No 

<llll 3ll1! 3lf!I 1li1: -eyat t (.ft 'IIR "gJ '3tl ~ .m qiT f.mR WWII ii I "!'ITT 

FAMILY DETAILS 't!ft<IR fclwi 

Sr. No. Name of Family Member Age (Years) Gender Relation with Applicant 

ifi'l!ffl 't!ft<IR q; m 'ifil ,fl! oil ('1f!f) IB'l ~rfimt.i~ 

1 ' l i\ J u r~ 1 ,_ 1- , '2 -0 m rut=- {-- ti ,u F=-f< 

:2. le /1 (\I)) C\ I \ 2-'+ { - r:--m Q.--1 r 1Yl1'7Hr'-D 

PJHIJ :,J..'F-,ff1111111n C- i:::..M iQ../ C <'. IS THC 

BASIS for REQUESTING ASSISTANCE {Tick whichever Is applicable) 

.mi:@! rfi fuq fcRfu 3'llm{ 

BPLCard EWS Certificate Ration Card ~ {Attach Card Copy) {Attach Certificate Copy) {Attach Copy) 

1RTiit tffl q;~ Vl!l1II ~ ~3!!'1'iliflll!IUT'la ffllRll<m 
roo 

(lll!IUT 'la 1'fi1 'ffl'GT ,mi~ <lit, (lll!IUT 'la 1'fi1 'ffl'GT 'SITT! ~ llit1 (lll!IUT 'la 1'fi1 fflT 'SITT! ~ llit1 
3A~~ 

"PURPOSE" for R,EQUESTING ASSISTANCE: 

.mlll!I ta f<l;-q 11'4 w qiT ~: 

Sr. No. Medical Reports/Prescriptions Attached 

llillffl aw@@~ 'R ;;im 1!iT ~ ~ ~ ~ 

I , n r ttV NfJ--n , - I? F 1 IT! ArT<. I H-1. "T n H 71-

51 I U J-1..lr lYl> JIJ T _ Cf. A.JF 7 I/ Tf'.'- \ 1 • t -11 f+ 

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES~ 

~ ~ q; 4 ~ 3,-11 .mi:@! mu 3,-11 m 'R 1w1r 1flU m? · 
Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED 

ifi'l!ffl 3,-11 m 'ifil ,ft! "ffi "!l ml'!@l <lffl 
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DECLARATION by APPLICANT: ~ mu ffl ~: ~ 
1

) 
1

1

I
=~~~Jr ~~i~;;~~:~na:~1i::~~ in 

th
is Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assistance, if any, 

2) I solemnly confirm that assistance, If received from Koshika F d ti . 
was requested by me. oun a on, will be used only for the "purpose', as stated in this Form, for which such assistance 
3) I hereby confirm that I have not & will not in future, avail of reimb . . 
for which this assistance Is requested. ursement, in part or in full, from any other source/employer/insurance company, of the amount 

1) ~ ,11~1111<n«!! '{ f<li ~ ~ 'If Wt l!il "'1't fcfcroit '¾ ~ ~ . 
2) ~ ~ .n ~um"~~". il m ;;ii rITT i ~ = ~~ ffl ti <lR l'fi1f FfcITOl ~ 1li'-f! ~ 'lllll of@l t m 'l!U -mJ'lraT f.Rt<l1li'I .ri mt, 
3) ~ ~ 'q;«fl t f<li t;;m ~ ~ ~ Wfll ct1 'IJf i · am om 1li'I \fi! q; fu!) ~ ;;nirn, .n ~ ,m;;11 if~ 1fq1 ti 

• aij ~ 1'il 3lifiT<li 'lll ~ ffl flnm 3Fll mct/R1ITT!llir,.ftm 'qilrfft .r , m IB1lT t am , "Gt ~ if ~' 
. . . AGREEMENT by APPLICANT ( ~ ~ <nU() 

1) By affixing my signature or thumb impression on this F · 
use/publish/put-up/reproduce my name add h orm, 1

• (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to 
medium, including but not limited lo verbal r~s:, P oto &_ details of t~e 'purpose", for which such assistance is requested/granted, through any 
activities/achievements. Such use of m hi;'n& elec~ronic, for soliciting dona~1ons for Koshlka Foundation and/or disseminating information about it's 
for which assistance is being requesteJ p 

O 
details can be made by Kosh1ka Foundation before or after my treatment or fulfilment of the 'purpose' 

2) I (Applicant) further agree that any such us f · · · · •
11 

t t t· 
1 

•
1 

e O my name, address, photo & details of the "purpose", for which such assistance Is requested/granted, w1 no au oma Ical y entIt e me for receiving or cont· · th 'd · .. · · · · · . h h T . . inuing e saI assistance. The decIs1on for granting and/or continuing the assistance will rest solely 
wit t e rustees of Kosh1ka Foundation, and their decision is this regard will be final and acceptable to me. 

I) ~il'll!'R 3l'A~'l!l 3l'la'1f>1ffl11~, 11 (~) 3"1.fi~<l>'l~<n«ll{~"~~amo6'i;~ "cITT ~<n«ll{f<n-qu"![t!, 
't@l, ~ 3fn: ;;ft ~ ~ 1m 11 ft t oij "<li1Wlil" ~ "'1Tm, WI, ~I'll ~ $ 'Q ,¢ 7ffiff<lftllll 31tt ~ q; IB?t f<!;m ti\ 'IRITT l!1tql! 

i\ '.lmful ~ q; ~ ~ t, ~ ffi 1'il ~ ~ ~ q; 'lre 'lll '!ITe; 'If~ q; ~ "~ 'lilfflrl" '1; "'1Tm ~ t, 
2 ) ~ (~) ~ 'iTffi °ll ~ \ f<n -qu "l[t!, 't@l, '<!iM ~~;;ft f<n ~ q; ~ i\ 'lllftra % m) ffl: ~ 1'il ~ "m ...i@ll ~ ~ ,f 

"<li1Wlil" ~ o6'i; ~ 1'il f.lufq affi!'I ~ Wlll6TU mil 

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 

~ ~ ~ 'lll 31'l3 1'il f.mR 

Sc;~ &1~ r' ?J nt z.. 

AGREEMENT by HOSPITAL (~ WU 'il>{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 patient/case, 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 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 of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility 
in the matter. 

PITT~. ~&m '11,13lT( il wrorft cITT "fflf<ITT ~" ,! fqfu-q <ffl!«ll ~ fuq;'ful '11,1 -;;rrm t ~ ~ (TI'«lffi) f.11'! 'll<nl'{ il 'GR!"~~ t, 
o ~f<n,m <llPIR ~,m ~iifl;fu,t ~ fll;m¾WnrttmR 'lll fll;m 3Fl ~ "'o<lilwit/llllffiii\'l'l'lll~ ttt ~f<nm "~~· 
~ ~ o<lil q; ~ if "fflf<nl ~ 11 mu wi: ~ f<n t, <lR 11 <fi1Wlil ~ 11 wu ~ mre 3Tim<n!lml ~~'lit M .nffi i m ~ 
fll;m 3Fl "' Wn1U .w.ll '!fl fll;m 3A 'Rlll'I ~ ~ 'ITT 1'il 3!MiR WW<! Wffi t, ~ ~ ii t'!li! ~ .nffi t fl!;- 3W«I@' ~ ~ o<lil ~ ~ f<nm 
-qi: Wn1U .w.ll 'lll fll;m 3Fl .itlR ~ ,it WTTfWill 

2. "fflf<ITT ~" il m "1t ~ "tern fl;fu,t 1lcljfil .,;') t, wit 'I{ TI'l<ffi'I ~ ~ ~ m:m- 'lll f<n4 l!il ~ q;J 'ij"llq' wit ~ mnIB 

q; cir<! q;i fcrril t am "fflf<ITT ~II mu fll;m if<iil'( 1'il ~ WI! ~ t, ~ m<IIB 'il wit q; ~ WIii! ~ ~1m 'ffAliJU ~wit~ ffio@ 

.,;') mift am "fflf<nl" '1f>1 ~ ~ 'lll ~ ~ ll!l@ 'll "m mifit O\rector \CUS 
nr r.HHA GUPTA .•. .., nr.utar onco\oQY seri 

Adjunct ConsulR~QM_fl!~,~ll!;,D FOR ACCEPTENCE -O'rector Medical Education uepd, .... -... 
'.)cu\op\asty and Qcu\ar.On~o~ lc~ ~ ~ I , p.egd . No~~291 .• n1tol 

Date of Surgery 

11ti~1;, 
?-5 Ii )-~ 

n~yu . \'tU , - ' I Or Snrmrs v,o-• .. 

Dr. Shrotl's c11anty~ Hosp1ta . 

~ /. (Name, Designation & Stamp of Authorised Signatory 
(Name of Dr. & Regn. N . tt( siamp) on behalf of Hospital) 

~cfil,fllqmJ~q'[,if, ,. ,fllq'!R~~31NclilU 

FOR INTERNAL USE of KOSHI KA FOUNDATION 3iRR1li ffl1ll ~ 

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2 
~~I ~~2 l-----~....::.:....:.:.=..:__--,,,-----+-----__::.:::..;.:;:~~--------i1 

fi-ft · ·JI ~,t/4? --
20 - 03 - 2025 



Dr. Shroff's Charity Eye Hospital 

Csnng for the community since 1922 

Dear Mr Tandon 

Greetings from Dr. Shrofrs Charity Eye Hospital! 

Please find below attached estimate expenditure of Mast Shriyansh-E/0825/0161 

Estimate cost of treatment 
Dr. Shroffs Charity Eye Hospital 

Retinoblastoma Surgeries 

Or Shrofl's Charity Eye Hospital 
Delhi is Now NASH Accredited 

Name Mast Shriyansh Address/ Village bariyarpur, thana- sitamarhi 
ward-10, Bariarpur, sitamarhi, bihar-

Phone: 843302 

DEL-P-25-07-5250 
MRN Age/Sex 3 years 

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

1 14/08/2025 Genetic Test 20000 1 

2 25/08/2025 EUA(Examination 2000 1 

under Anesthesia) 

3 25/8/2025 Chemotherapy 2500 1 

Total 

Director 

Oculoplasty and Ocular Oncology Services 

DR. SHROFF'$ 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 

Male 

Aprox. Cost 

20000 

2000 

2500 

24500 

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


