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DECLARATION by APPLICANT: ~ 1l!l1 'l!11l1'l1 tr.I: 
Appllct1IIOn & ongoing i;r,\l<,\(lnco 11 ilr,y r 1 1. tor onl will rondor my 1) I hereby confirm that all details In this Form are Truo lo tho bost or my knowlodoo Any r1 so 6 a 11 

liable for re1ect1on/cancellahon 
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AGREEMENT by APPLICANT ( ~ WI 1W) 
1 l By affixing my signature or thumb Impression on this Form. 1 (Applicant) hereby agree & authorlsP. Koshlka Foundalion and It's Tru
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I
~n use/pubhsh/put-up/reproduce my name, address, photo & details or the ·purpose", for which such nsslstance Is requested/granted, 1hroug n a~out It's medium, Including but not limited to verbal, print, electronic, for sollclling donations for Koshlka Foundation and/or disseminating lnformatlo , ur osc' activities/achievements Such use or my photo & details can be made by Koshlka Foundallon before or after my treatment or fulfilment of the P P for which assistance Is being requested 

2) I (Applicant) further agree that any such use or my name, address. photo & details of the "purpose", for which such assistance Is requested/grante!I will not automatically entitle me for receiVlng or continuing the said assistance The doclslon for granting and/or continuing the assistance will re5l so Y with the Trustees of Koshika Foundation, and their decision is this regard wlll be final and acceptable to me 
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\ AGREEMENT by HOSPITAL (TI"«IR'I ~ ifi'(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 patienVcase, as we are requesting to get from Kosh1ka Foundahon, to the extent that such assistance Is granted by Kosh1ka Foundation. If the requested assistance Is not granted by Koshika Foundation, in part or In full, then the Hospital reserves ,rs right to make up the shortfall from another NGO or any other source. This confirmation essentially states that the Hospital will not ava,I any duplicate assistance for the same patienVcase from any other NGO or any other source 2) The assistance from Kosh1ka Foundation is only financial ,n nature The choice of the treatmenVprocedure advised/conducted by the Hospital on the patient, is based on the arrangement between the patient & the Hospital, and ,sin no way Influenced by Kosh1ka Foundation. Hence, the Hospital will assume sole & complete respons1b1hty of the treatment & ,rs outcome & safety of the patient, and Kosh1ka Foundation will have no role or responslb1hty in the mailer 
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Or. SIMA OAS 
CHHA . GU~COMMENDED FOR ACCEPTENCE Olrector 

Dr. ~ ~ 7.fi ~ ~ Ocu\01>\asty and Ocular oncolooy seN\ce: 
- --••-- "•fta1t111en Date of Surgery 

'"'''""' '"' oc;i,, o,co10., SeM,~ 

uno_.u,," •~ 
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Dr. Shroff's Charity Eye Hospital 
Canng for the ccmmumty since 1922 

30'" September,2025 

Dear Mr Tandon 

Greetings from Dr. Shrofrs Charity E)e Hospital! 

Please find below attached estimate expenditure of Sandeep kumar- E/0925/0190 

Estimate cost of treatment 
Dr. Shroffs Charity Eye Hospital 

Retinoblastoma Surgeries 

Dr Shroffs Charily Eye Hospital 
Delhi 1s Now NABH Accredited 

Name Sandeep kumar Address/ 07, BelkaUJI Tel1yan Wa1dhan 
S1ngrauh, Waidhan, Madhya 

Phone: Pradesh- 486886 

MRN DEL-G-25-09-1278 Age/Sex 3 years 

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

I 08/09/2025 Examination under 2000 I 

Best Regards 

Dr. Sima Das 

Anesthesia(EUA) 

Total 

or. SIMA OAS 
01rector n\o"Y services 
0 1ar onr , • 

ocu\op\aslY an~ c:Jucat,on oepartment 
o,rector, Me i,c~ , 00291 

P • r 
1
e l10s01tal 

or 0 

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 
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