
APPLICATION FORM FOR ASSISTANCE (Healthcare) K~hika 
~Hill!tll ~ ~ ~ (~ ~'l'!ffi) f o u nd at ion 

APPLICATION No. : t;-f Oj2.~ I c.i I ~o APPLICATION DATE : I/ 9/ti 
Build ing blodt of 1ae 

~m: ~~ 

NAME of APPLICANT : 

turn~ 
AGE-YEARS 3W:!-~ SEX ft;irT 

~<lil'lll! tl U1 K 0 6 Yf-A-{U m R-LE 

FATHER'S/SPOUSE'S NAME : A·t0 I~ SH!9-vv' ( fA1riU-) 
~<lil'lll! 

PRESENT RESIDENCE ADDRESS c@llA' ammi\'q 'l!o1 
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( m\ff+/ R O ftil 1.--1 /1 \ I I f\ / u , C i (J.,,t.llC.. r+ urt tJUE 
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PERMANENT RESIDENCE ADDRESS : ~ ~ 'l!o1 

OCCUPATION : 
V £c, t Tit-eLE ~ H OP (_ -~111 ~ J I MARRIED (filfflo) 1 u~~) 

~ 

TOTAL ANNUAL INCOME : 

'fiR <l!fif<!; 3Wl q 6 / 00 0 C r.111H~) 
(Attach Proof of Income) 

( 3!f?I qjJ l!l&<I ~ ) 

PAN No. ~ <9@I ffl 
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicable): Yes/ No 

<1<11 3TI1l 3Wl <Ii\ ~ t (oft llR ~ '3tf ~ .lit qiJ fu1R ffll winit 

FAMILY DETAILS '!fficlR fcmur 

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

ifiqffl '!fficlR qi m qjJ 'lf'l ol! (~) @JI 3l1mi qi WI ~ 
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/Y I fH.f- i:-A,HS R 

~E-1< HQ {\ L-il I ?-:J.. ./- /-TYi tH r:- rn ,., -rvr (,.e 

f'J ~ A-tVlf.h a 's {y) {U ( - & t2_ 11 T YI <; K. 

BASIS for REQUESTING ASSISTANCE {Tick whichever Is applicable) 

tfflTl:@T qi m fifml 3iltlR 

BPL Card EWS Certificate Ration Card 

(Attach Card Copy) (Attach Certificate Copy) (Attach Copy) ~er 

TfW.TTUgiqi.fi,l'Sft!l1lJ'tj;j ,'!f("l 3W! '11"1 Jllll1IT ~ fflilffi<fiit 
oot 

( Jllll1IT ~ "'1 iJTllT Wc! m:rr.! <!rt1 (Jllll1IT ~ "'1 iJTllT Wc! ,IBr, <!rt1 (JllllVT ~ "'1 iJTllT Wc! m:rr.! <!rt1 3Fl~~ 

"PURPOSE" for REQUESTING ASSISTANCE: 

~ tr! f4;z) ~ w qjJ ~: 

Sr. No. Medical Reports/Prescriptions Attached 

ifiqffl 3W@@~ 'ij .rrtl 'q,1 ~ ~ ~ ~ 

I , n I (-J-l.1 f1 fH } ~ - 1-< 5 I l!VfH.{ I~ 1 IO f'--fH 

~ - r I<. '7 .-t. I T r?'/ <,. 1 \j ( ,.. r 1Jf/ 
, 

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES A,f} 

;ti~ qi 4 ~ 3Fl ~ f<l;.fi ~ ~ ,t @1lT TJ<l1 'ITT? 

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

ifiq m 3R'1':llo1f;l'lfl! t=it ~~mil 

/\A 



-

ti n & ongoing assistance, 11 any 1 

DECLARATION by APPLICANT; ~ &TU 'Q),i,lf1 ,P: t tement will render my Applica O 

1) I hereby confirm that all de1aIIs In lhIs Form are True 10 the 00st of my knowledge Any false 
O 

a th Form tor which such assistance 

1 
, stated In Is · 

1able for re1ec11on/cancellallon nl for the "purpose as 

2) I solemnly confirm that assistance if received from Koshika Foundation. will be used O y 
I 

surance company, of the amount 

was requesled by me m an other source/employer in 

3) I hereby confirm that I have not & will nol In future, avail of reimbursement, In part or 1n full. fro Y • 

for which this assistance Is requested , 3lm'-I 1W!I ;;om t m irn mr-@I f.m:a ~ 'jf) ~ ti 

I) {f '6l1'lUJl <ii«l7 "{ fi1; ~ JlWll -q f?:il 'Ill l!1'fl fi:M'1l llTI ~ q; ~ ~ 1{':i -uit ti 'llR 1'iTf fqqTIJJ 1l;cl qiv.r-1 . i( Tf?l1 !1 
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AGREEMENT by APPLICANT ( ~ ~ <iim) 
k Foundation and it's Trustees to 

1) By affixing my signature or thumb 1mpressIon on this Form, I (Applicant) hereby agree & authorise Koshi a re uestedigranted. through any 

use/publish/put-up/reproduce my name. address, photo & details of the "purpose", for which such assistance Is ~ atmg information about it's 

medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and10r is~:;i':r fulfilment of the "purpose" 

actIvItIes/ach1evements Such use of my photo & details can be made by Kosh1ka Foundation before or after my treat 

for which assistance Is being requested . • requested/granted 
. • f hi h such assistance 1s • 

2) I (Applicant) further agree that any such use of my name. address, photo & details of the 'purpose , or w c assistance will rest solely 

will not automalically en\JUe me for receiving or continuing the said assistance . The decision for granting and/or continuing the 

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me 

1) ~ -m 'I\ om~ "!11 31'rra <lit m'! 'i'fl'lm, if<~> 3l'RT l:l'm <lit~ <ii«l7 it v:ci ",mm~ .mi:~~" lfi'r 3l!J~ c!i{ffl ( fl!;" mr '!fl!, 
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'll m:nfu! 'ij;'('I q; ~ ~ t, >tt 'Im q;J ~ 'IT ~ 7fi ~ '!11 'ill'!; -q 'ij;'('I it~ "~ ~" ~ ""1m ~ ti 

2) ~ (~) ~qfo ~«rn{f%itu-:rr<1, 'Q'ffi, ffl 3TR~oll fil;,m'«l]-il;~'ll~ W~ 'J:q,'f: ~q;i~'ffi'1.R@ll ~~-q 

"~" ~ M "'llfi:r.n q;i f;u\"q aifirq .mt ~ m I 

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 

~<ii~ '!!13f'@q;J f.mR 

~1:icl 

AGREEMENT by HOSPITAL (~ ~ q;m) 

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 patienUcase, as we are 

requesting to get from Koshika Foundation, to the extent that such assistance is granted by Kosh1ka Foundation If the requested assistance is not granted 

by Kosh1ka Foundation, In part or in full. then the Hospital reserves it's nght 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 palienUcase from any other NGO or any other source 

2) The assistance from Kosh1ka FoundatJOn Is only financial in nature. The choice of the treatmenUprocedure advised/conducted by the Hospital on the 

patient, is based on the arrangement between the palient & the Hospital, and Is in no way Influenced by Kosh1ka Foundation. Hence, the Hospital will 

assume sole & complete responsibility of the treatment & it's outcome & safety of the patient, and Kosh1ka Foundation will have no role or respons1b1lity 

in the matter. 
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Or. SI 

Or. CHHA GUF'ffi:OMMENDED FOR ACCEPTENCE 
mre\,•v• I es 
d ocular oncoloGY seN c 

AdJunct Consultant.~ <fi ~ ~ oculoplastv a~, •• , ,n .. cation Department 

Date of Surgery 
JcuIopIasty ana ucuIaf uncoIogy services u11u~,w.. Re11d- No. 00291 . 

3l1mR <!iT. Regd.No. 100745 ~ Dr. Shrott's Charicy E~e Hospital 

> ~s \< 
Dr Shroff's Charity Eye Hospital 

(Name, Designation & Stamp of Authorised Signatory 

(Name of Dr. & Regn. No. with Stamp) on behalf of Hospital) 

sFR{qi],Tllclmm<1'd'ol. l ,1ll" ~ ~ ~ 31N<!iTU 

FOR INTERNAL USE of KOSHIKA FOUNDATION 3lRlITTi "ffl!11 flt 

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2 
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f:f ]rf &~ __, 

-
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Dr. Shroff's Charity Eye Hospital 

30'" September,2025 

Dear Mr Tandon 

Greetings from Or. Sh rofrs Charity Eye Hospital! 

Plcnsc find below attached estimate expenditure of Alok kumar- E/0925/0180 

Estimate cost of treatment 

Dr, Shroff's Charity Eye Hospital 

Retinoblastoma Surgeries 

Dr Shroffs Chanty Eye Hospital 

Delhi IS Now NASH Accredited 

Name Alok kumar Address/ Canal road, hastings, circus 

avenue, Kolkata - 700022 

MR N 

S. No. Treatment 

date 

I 03/09/2025 

[3<.:st Regards 

Phone: 

DEL-C-21-06-0826 Age/Sex 

Items Cost per 
Unit 

Examination under 2000 

Anesthes,a(EUA) 

Total 

or. SIMA OAS 

011ecW IOQY sen\ces 
d oculat one~ nt 

ocu\op\as\V an I Educat,on oepar\me 

mrector, Medlcad No 00291 

6 years 

No. of unit 

I 

Or. Sima Oas 
Reg E e 1-1osplta\ 

Or Shro\1'5 cnao\Y Y 

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 

Male 

Aprox. Cost 

2000 

2000 

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


