
APPLICÁTION No. 

NAME of APPLICANT: 

0CCUPATION: 

DEl- 4-|9- 08- 0758 
APPLICATION FORM FOR ASSISTANCE 

FATHER'SISPOUSE'S NAME: 

Sr. No 

E<o 924 o/90 

TOTAL ANNUAL INCOME: 

Sr. No. 

|PAN No. S CII ET 

Sr. No. 

BABY CHANDNI 

LABOURER CPAPER) 
ARE YOU AN INCOME TAX ASSESSEE (Tick whlchever is applicable): 

BPL Card 
(Attach Card Copy) 

APPL I 

PRESENT RESIDENCE ADDRESS qH 3TGTH04 Yl YLL OARD NQ 
DINESH RAM (HATH ER) 

Name of Family Member 

pNECH ROO CH D 
AJTT 
ARTI 

MASAM SAROAM 

(Healthcare) 

APPLICATION DATE : 

PERMANENT RESIDENCE ADDRESS : TE 3TGI{ YGI 

EWS Certificate 
(Attach Certificate Copy) 

DIA GNO 

AGE-YEARS 34 

7YéARS 

GRAM POST BILAR 

Yes / No 

252 

Age (Years) 
34 (a) 

NAME of OTHER SOURCE 

FAMILY DETAILS yrt G{U 

848203 

SEX fril 

FeMAe 

(Attach Proof of lncome) 

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable) 

MARRIED (aaift) / UNMARRIED (saafei) 

Gender 
fri 

MALE 
PEMALe MAE 

EmA 

"PURPOSE" for REQUESTING ASSISTANCE: 

AOn Card 
(Att: Copy) 

RETInLO blAT)MA 
Medical Reports/Prescriptions Attached 

DAVAHH 

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES 

Koshilka 
foundation 

Building block of life. 

Relation with Applicant 

ATHeR MOTHR 
BRONER 

Any Other 
Basis/Preot 

AMOUNT of ASSISTANCE BEING AVAILED 



1) 1 hereby confirm that all details in this Form are True to the best of my knowledge. Any false statement will render my Applcaio DECLARATION by APPLICANT: 3TrGKeF BI qU 4A: 

2) solemnly confirm that assistance, if received from Koshika Foundation will be used only tor tne purpoOse", as state in this Fom 
liable for rejection/cancellation. 

was requested by me. 
3) I hereby confirm that | have not & will not in future, avail of reimbursement, 

for which this assistance is requested. 

1) By affixing my signature or thumb impression on this Form, 1 (Applicant) hereby agree & authorise Koshika Foundation and il's \rusteesl 

use/publish/put-up/reproduce my name, address, photo & details of the "purpose", for which such assistance Is requested/grante 
medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminati information at 

for which assistance is being requested. 
activitieslachievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or 

2) I (Applicant) further agree that any such use of my name, address, photo & details of the "purpose", for which such assistance is requestedlgrantN 

will not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will est 

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION: 

With the Trustees of Koshika Foundation. and their decision is this regard will be final and acCeplabieom 

in part or in full, from any other 

Date of Surgery 

AGREEMENT by APPLICANT (3T4Ç# GI HIT) 

( AMER) 

86|3|24 

16-00-2023 

By affixing hereunder, signature of our Authorised Signatory for recommending this caselpatient for financial assistance from Koshika Foundation, wwe 

(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 

inn to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation, If the reguested assistance is not aranted 

hy 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 

by koshsentialy states that the Hospital will not avail any duplicate assistance for the same patientvcase from any other NGO or any other source. 
conirmaane rom Koshika Foundation is only financial in nature. The choice of the treatment/procedure advised/conducted by the Hospital on the 
2he aserd on the arrangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will 
pauet l 8 complete responsibility of the treatment & its oUtcome & saley of the patient, and Koshika Foundation will have no role or responsibility 
in the matter. 

courcelempioyetisuran 

AGREEMENT by HOSPITAL (34GI GRI GR) 

SlGNATURE of TRUSTEE 1 

Dr.CHHANI GUPTA 
dMÇ¢RVAo0745 

RECOMMENDED FOR ACCEPTENCE 

FORINTERNAL USE of KOSHIKA FOUNDATION 

Dr. SIN Head of Dep 
Geuloplaste (Name, DesignationStamp of fAuthorised Signatory Dr. Shrof on behalf of Hospital) 5027 

SIGNATURE of TRUSTEE 2 



Dr, Shroff's Charity Eye Hospital 

IMarch, 2024 

Dear Mr. Tandon 

Greetings from Dr. Shroff's Charity Eye Hospital! 

Name 

MRN 

Caring for the community since 1914. 

Please find below attached estimate expenditure of Chandni- E/0324/0190 

S. No. 

1 

Treatment 
date 

Director 

APPLICATION FORM FOR ASSISTANCE 

2024-03-26 

Best Regards 

Dr. Sima Das 

Chandni 

Estimate cost of treatment 
Dr. Shroffs Charity Eye Hospital 

Retinoblastoma Surgeries 

DEL-G-19-08-0758 

Items 

Customized Ocular 
Prosthesis 

Total 

Oculoplasty and Ocular Oncology Services 

Address/ 

Phone: 

0El -19-07-4605 

Age/Sex 

Cost per 
Unit 

10000 

7 years 

Village Khera, Thana Khagaria, Bihar 

No. of 
unit 

(Healthcare) 

1 

Female 

DR. SHROFF'S CHARITY EYE HOSPITAL 
5027, Kedar Nath Road Daryaganj, New Delhi-110002 India 

Ph:-011-4352 4444, 4352 8888, Fax: 011-43528816 

Dr. Shroffs Charity Eye Hospital 
Delhi is Now NABH Accredited 

Aprox. Cost 

10000 

10000 

NABH 

E-mail : sceh@sceh.net, Website : www.sceh.net 
OTHER CENTRES 

ALWAR SAHARANPUR MEERUT LAKHIMPUR KHERI VRINDAVAN KAROL BAGH (DELHI) 

Kosh 


