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Sr. No. Medical Reports/Prescriptions Attached 
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DECLARATION by APPLICANT: ~ ~ tit-q,,n ~- . . & 011goIng assistance rt any 
1) I hereby confirm that all dcta,I~ ,n 111Is form uro True lo lhO bost of n1y knowledge Any false ~taloment v11ll render my Application ' 

liable for re1echonlc.incellat1on n this Form for wh,cn such assistance 
2) I solemnly confirm that ass,stanco, ,f rnco1ved from Kosh,ka Foundation w,ll be used only for the 'purpose· as stated 1 · 

was requesled by me 
I r/Jnsurance company, of the amount 

3) I hereby confirm that I have not & will not in future. avail of reimbursement, ,n part or ,n full, from any other source/emp oye 
for which this nss,stonce Is requested • • t t. -q-6 f.r{T:a'l,1~~ I 
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AGREEMENT by APPLICANT ( ~ WT llim) 

1) By aftixing my sIgnalure or thumb Impression on this Form, I (Applicant) hereby agree & authorise Kosh1ka Foundallon and it's Trustees to 
use/pubhsh/put-up/reproduce my name, address. photo & dela,ls of the "purpose· for which such assistance Is requested/granted, through any . 
medium, mclud,ng but not lim,ted to verbal, print, electronic, for sohc1tmg donations for Kosh,ka Foundat,on and/or d1ssem,natmg information about its 
actIvIt1es/achievements Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the 'purpose· 
for which assistance Is being requested 
2) I (Applicant) further agree that any such use of my name. address, photo & details of the ·purpose', for which such ass,stance Is requested/granted, 
will not automatically enhtle me for receiving or continuing the said assistance The decIs1on for granting and/or continuing the assistance will rest solely 
with the Trustees of Kosh1ka Foundation, and their decision Is this regard will be final and acceptable to me 
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APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 
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AGREEMENT by HOSPITAL (~ ~ <!im) 

By affixing hereunder, signature of our Authorised Signatory lor recommending this case/patient for financial assistance from Kosh1ka Foundation, we 
(Hospital) hereby affirm & accept following· 
1) that we neither are presently nor will m future avail of financial assistance from another NGO or any other source, for the same patient/case, as we are 
requesting to get from Kosh1ka 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 right to make up lhe 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 Kosh1ka Foundation Is only financial ,n 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 mfluenced by Koshika Foundation Hence. the Hospital will 
assume sole & complete respons1b1lity of the treatment & it's outcome & safety of the patient, and Kosh1ka Foundation wlil have no role or responsibility 
in the matter 
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// 
RECOMMENDED FOR ACCEPTENCE Dr. SIMA DAS V 

Dr r ..... 1 ·~ ~ct~~ . Director 

Date of Surgery 
,, IM .,,.,.,.,,a,1y and Ocular oncolo 

"''"" '"""'""' ~ Director, Medical Ed . OY services 
3lT1ITTR <li1 • .uloplasty and Ocular Oncology Ser . ucation Department 

~/crj~ Regd. No. 1007 45 vices Regd No. i 0291 
Dr. hro/f' · ' (Namel,rOmgnattmll~ ~M!i~horised Signatory 
(~me oi 6~.a§fRig'll~pfflth Stamp) ' on behal o o pftal) 
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Dr. Shroff's Charity Eye Hospital 

30"' September,2025 

Dear Mr Tandon 

Greetings from Dr. Shrofrs Charity Eye Hospital! 

Please find below attached estimate expenditure of Ishan-E/0925/0184 

Estimate cost of treatment 

Dr. Shroffs Charity Eye Hospital 

Retinoblastoma Surgeries 

Dr Shroffs Chanty Eye Hospital 

Deihl IS Now NASH Accredited 

Name lshan Address/ Pocket- 11, Jania flats, sector- A-
6, Narela, North west delh1-

Phone: 110040 

MR N DEL-G-23-04-1259 Age/Sex 6 years 

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

date Unit 

I 04/09/2025 Examination under 2000 I 

Best Regards 

Dr. Sima Das 

Anesthesia(EUA) 

Total 

Dr. SIMA DAS 
Director 

Oculoplasty and Ocular onrrylogy services 

Director, Medical Education Department 

Regd No 00291 

Dr. Shroff s Cllanty Eye Hospital 

Director, Oculoplasty and Ocula r Onco logy 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 

Male 

Aprox. Cost 

2000 

2000 
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