
-
l(~hika APPLICATION FORM FOR ASSISTANCE (Healthcare) 

~~1~(11 ~ ~ ~ (~~'1@) foundation 

APPLICATION No. · £-f OqL> I ~l-t& 
I APPLICATION DATE : 119/?6 Su,ldino block of hie 

~~: 3Ticm futfi 

NAME of APPLICANT : ft-rv lrS 
AGE-YEARS ~ -cf!! SEXfwl 

•, 

~<lil'flll 01 V f-A1<. S m(1-{.E 

FATHER'S/SPOUSE'S NAME : F 1 P oz (_ C-f-11 h 2--P) 
~ <li1 'fTI! 

PRESENT RESIDENCE ADDRESS cffll1R 31Jc1m 1«11 
~ 

UOU/Jf{-j I- IC. fl~ J H I "-)(.lt,~ , - I f-t vi (/'I' . - L011]nl ' 
t._ -

PERMANENT RESIDENCE ADDRESS: ~ ~ 1«11 Ji.~• 
OCCUPATION : Ut-BouR~ ( .f-A"TH ~ ,e) I MARRIED(~), u~~) 
~ 

TOTAL ANNUAL INCOME : 

1, u L/, aou ( t-+1-01 ~) 
(Attach Proof of Income) 

~ qJflfci; 3WI (3lfll<liTt!T~~) 

PAN No. ~ ffl ffl 
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicable): Yes/ No 

~ ~ 3W! ~ ~ i (~ llR 'ITT "3t! 'R tl'6T <liT fuTR i'JTl!l)J m'n'8't 
FAMILY DETAILS 1lftcm fcrcr{uJ 

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

ilil!ffl 1lftcm '1fi m' qiT 1'fli '3"'11 (cflf) @11 ~efi~~ 

f' .J- I IL.. () 7... (J s tvl U/ I- ~ t1 -r WC,. I <. 

2 C.. I I A-1<.-f-t- .J- I .. r 
T I fl-{ f-: /VJnlvt 7 ..,/2.._ 

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable) 

~ '1fi @"If fcRfu 3lNR 

BPL Card EWS Certificate Ration Card Any 
(Attach Card Copy) (Attach Certificate Copy) (Attach Copy) 

'1ffioit tffl '1fi ~ w:rrur 'l!:f ~ ~qrf'lf"ll'IVl'tl, ffiqijj,m 
ts/Proof 

('lf"ll'IVI "la q,'l ~ m m;r, <rl1 ('lf"ll'IVI "la q,'l ~ m m;r, <rl1 ('lf"ll'IVI "la q,'l ~ "lITTI 'ffl crl1 3R~~ 

"PURPOSE" for REQUESTING ASSISTANCE: 

~~fcfi'll'IJ'!if'cAm<liT~: 

Sr. No. Medical Reports/Prescriptions Attached 

ilil! ffl 3W«!R'f~ ~ -;;rm <l>1 ~ ~ ~ ~ 

I , I) / {f--C,( A J{}1 I C. --- f.l..I T I f'!JA-'R/ /-K '1 ri µ {J 

"' -' 
-r KL., A -r I n '-;, ..-N I ,- ( J.-11-YVI 1-'/'7 IA < .JI ✓ ~v I Wr1\IF- 11( I t-r' ~ 

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES 

~$.t4 ~ 3BI ~fcf;m 3BI~ ~~li'!ll'31? 
A#-, 

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

il>ll'ffl 3R' Wei <lil 1'fli 'ffi ~ ~mil 

1111'.1--



DECLARATION by APPLICANT ~ l:TU 'lT'fl11T ~-
. A phcauon & ongoing ass1s•a<1ce 1 '"' 

1) I hert>b r, h 
II 

d 
1 1 

in this Form are True to the besl ol my Knowledge Any false statement will render -.,y P 

y con inn t at a e a1 s 

h ,-, suet" ass <;;.\a 

l,uble for reI
ac-I1nn/cancellaI,on 

• as st•tf\d ,,. • s Fo"" for"' ic - ,:;., \ 

21 I solomnly confirm thal ass•slance I received from Kosh1Ka Found11t1or v. II be use<1 on y fer Iha pu"1058 

..,,,s requesIed by me 

,ce1emp oye rsJraiice com ory of l!"e aMOU 

3) I hereby confirm that 
I 

have not & will not In future av,ail of re"nbur emont ,~ part or 1n 111 f m 3ny otrie sou 

for which th,s assistance rs mquested 

~ '1lT1ll t ;r -ift m,?ffll m.a ~ oil ~ t 

I J 1" ~ !f;«!f { ff;- 'f"1 1lT""1 -q R'I) 'F) lf'!i fi'Mt•I Jtti "31,+r,r/l t, "iHT( H <I '1/1 mil !1 ?It's fill fll>f"'1 11.'1 ,;:tf'I ;;11"'l 

2) 'IT l:l'l'T aft =~, ufl! " irtm nl 1.i·1:nh11" ~ .a oil fsl ! 4'1 H '1•11" llf ,.~Q fl t IA>¼ PU r<l•il ,11 Fl 111~ q 'l{l1 TJ1U ti 

J) 1" 'if';> i;"!1II ( fl; f,Jm mmldl lflj 7l' lll'fll ni 'Ii t 1m !IM 'r.l nt'n I 'H ff~,~ fllfll '-l'UI 1<-4 'IJ\'!I 1~,T ~ 11 111 ""?II t ,;It," t, ~ 
11 

irtI 

1) By aff xrng my s,gn 1ture or thumb ,mprc ,on on this Fo,m, I (Appl, 1nl) hor hy ,,rirc, A authort 

use publish put un reprnduc- my n , 11u , J l pl1010 A d I 111• of th1 "purpo I! for wt "h u1..n stan 

med,um 111cIud,ng but not 1,mr eJ to vc1b,1: p ,11 1 clron,,. for sol1c111ng don 111on& for Ko h•~ Found Io 

act,vItros .ich,evcrnen~ Suc•i u l'J C'f l"V photo/\ d~t .,/s n be m d' by Ko h,~n FoundJII0n b fo, or 111 r my t• ' 

for wh,ch ass sl, >C£' ~ bc1 ,o.,u, sled 

2) I A.pp! car.') funner agree th 11 ""Y ctl uso of nw nnmtl 1drt10• . photo S. dnl 111 of 1h11 "p 1rPos 

wII 'lOI aulOm'-1I llv el'l1t e mo for roccIvIng or con1Ir11.;In11 thou w1 ,,s, t~nc fho doc, ten for grant~ lll"d 

w th me Tru,tt1es of Kc,'i" 1 Fo no,,1 on. ind 111,,., d• cI ion I llu- rug,ud w,11 bo f,,,.,, ind ,. c pt ,blo 10 me 

1 > P'l ':'TT 'll ~ r<•mR 'Ill wra '!:I VM 1'fTITT'1 ~ c ~> ,rr.11 mnifil ~i ,tt-' n111 ~ 1{ll ">f.Tfm1 •rritr-i drr ~ "'Vllii • 1fl lb~ ~ t f-= "U ~ 

,rn ti,~~ ;,it t: fH r.:r1 ,i- •~1 t. .) "~fm;i" ~'l '-'lTm m. 'lf.l'l1111 r,rn c'M 11 .i_r+, ~ •1m '11'1' .. "".. • " ~ ~ 

ii~ ;,en~ icl'I'. w~ t m 'il'i'{'f'l f11""'1 i\1 ffll<I ~~'II~ 11 ...r.i,.; fl.111 "~="" "J"Tl'. ,t,;,ni t 

;) ~ ~ 'J",; Tal Tl m"fi { f'i; im '!!ll, ~ ~ .lfn f.171"! ~ t~ l!fflm ,t: ,V.rr-t J1 ';ITffl,i i lpl """ ~ ,r;• ~ "in iF:?:. il"l ~l ~ 

... ,,,.. "i,.i'!, ;r,;t ~~:,,::,.on~~ ~'-n,m st,n, 

A.PPUCANT S SIGNA.TURE OR LEFT THU MB IMPRESSION : 

~~~ 'Ir, cdi,;,~ 

I 
Hd Signatory 

SIGNATURE o1 TRUSTEE 2 

2 2 2 



Dr. Shroff's Charity Eye Hospital 

[;• ', •r,t'. r,, , I 12 I 

[,;,., ~ , , ' , 11 P,t-b-r-4 I / i-r ~, ,: 

30
10 

September,2025 

Dear Mr Tandon 

Greetings from Dr. Shrofrs Charity Eye Hospital! 

Please find below attached estimate expenditure of Anas- E/0925/0178 

Estimate cost of treatment 

Dr. Shroffs Charity Eye Hospital 

Retinob/astoma Surgeries 

Name Anas Address/ Hollgale, Kidwa1 Nagar, Etah, 

Uttar Pradesh-207001 

MRN 

S. No. Treatment 

date 

I 2025-09-02 

2 2025-09-16 

Best Regards 

DEL-G-25-02-5091 

Items 

Chemotherapy 

Genetic Test 

Total 

Dr. SIMA DAS 
Director 

Phone: 

Age/Sex 

Cost per 

Unit 

2500 

20000 

Oculoplasty and Ocular o~Mlogy services 

Director. Medical Education Department 

Regd. No. O0291 

2 years 

No. of unit 

1 

I 

Dr. Sima Das 
Or. Shroff•s Charity Eye Hospital 

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 

2500 

20000 

22500 

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


