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APPLICATION FORM FOR ASSISTANCE (Healthcare) lC~hika 
~~ll:1?11 q ~ ~ (~ ~ 'q@ ) f o undation 

APPLICATION No, · 
~ f oq·2s- / 0 /JS- APPLICATION DATE ' l e_ 

j /i,f 
eu1ld1ng block of life 

~~: ~ flit!\ 

NAME ol APPLICANT : 5 ri f ] ~ A tJS 11 k. u H f\---R 
AGE-YEARS 311'5-~ SEX 1w! ~ 

~ '!fi'I "l1ll 
; 

0 '5 V f-itP- ~ mfHE 
FATHER'S/SPOUSE'S NAME : 

/I\J D~f.YJfC1 KU ('-t fl-~ { r:.mH~f<- ) ~lf;l"lTll 

PRESENT RESIDENCE ADDRESS '!l'il1:rr.! awm11t! 'tllfl 

\/ 11 I /.frlff f2. M<. I V I-K<. PI ii< T t A r:H'..I tl - , I , 1-~ H rn-<. Ll / 
u i+-Q /J, t( l r~ /\ Q , ~-1 11 l)LJ r..z. ( IT A-rn ~ J..--1 I 

P. 1nm -~ td?o ;i.. 
I 

PERMANENT RESIDENCE ADDRESS : 'Rlnt 3Wffiltq 'tllfl 

.,,. 

OCCUPATION : L,A-(3D u p c;_..~ ( J A.-r r1 U I MARRIED(~), ~_rD (~) 
~ 

TOTAL ANNUAL INCOME : 
! , l-() 00 0 r r:t:1-r11U) 

(Attach Proof of Income) 
~q]fliel;3Till 

/ ( 3Till <liT m~ l@T'I) 

PANNo. ~l§@Tffl 
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicable): Yes/ No 

~ 31l1i 3Till °q;'{ ~ t ('GIT 11A 1' ~ 11\ ~ cliT f.mR W111fl ~ / ~ 

FAMILY DETAILS ~ ~ 

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

ili'l!ffl ~'q;~<li!"!fll oll (crtf) 1w1 ~<fi~~ 
I 11\ J !V~1 tl I~- i- ·r I<" 11 f-.-1 ft'?'... -~ 0 , (J A-I (- /Jl -r vJ~ 

<) k i'Llu I (\j } ,__ () r--1---r n 1-+-1 ,-- rv1D'/ r1 ,£ 

1, O J I.A (J Q. • G ~O N/11. r--C--i'VJ I\ j ,:. ~ rc ,r-1<. 

BASIS for REQUESTING ASSISTANCE (Tick whichever Is applicable) 

mfl«l!<fi@lf~3!lm{ 

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

~ 1J'Uift ~ <fi ~ vqrur ~ awq aw. '!II! lflllVI 'ti',! ~<lili 

( lflllVI 'tJ:i <lil 'IWII 1ITTI m'I"'! 11\1 I ( lflllVI 'ti',! ..,'\ ilJll1 1ITTI llw-l 11\11 ( lflllVI 'ti',! <!i1 ffl!ll 1ITTI llw-1 11\11 3F!~m<! 

"PURPOSE" for REQUESTING ASSISTANCE: 

mfl«ll ti! ~ 1J1f fcRlfi cliT ~: 

Sr. No. Medical Reports/Prescriptions Attached 

ili'l!m awrn@~ 'ij -.iro <l>1 TJt ~ ~ l@T'I 

, ' VJ H-t,11\AJ--H ~ - ~<' 7 I f\ Arr-<. IM 'TO 1--f fl 
'7 , (~ c,· J.Jl rn c,._,r...::, r - C 11 r-{\,,J 0·1 H c....,;, ,a.::.r-y 

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES 

~ ~ <fi lit.~ 3R mfl«ll m:ft 3F! ~ 'ij ffi'lll 'ITllT 'WT? M- ·' 
Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED 

if;lim 3F! ~ <fiT 'IJll ffl~~ \iVft 

/\A+ 



DECLARATION by APPLICANT: ~ J;ro ~ "<r,1: nt will render my Application & ongoing assistance, If any, 

1) I hereby confirm that all details In this Form are True to the best of my knowledge Any false stateme 

hable for reJection/cancellatIon ,, • as stated in this Form. for which such assistance \ 

2) I solemnly confirm that assistance, ti received from Koshlka Foundation, will be used only for the purpose 

was requested by me I m loyerlinsurance company, of the amount 

3) I hereby confirm that I have not & will not In future, avail of reimbursement, in part or In full, from any other source e P 

for which this assistance Is requested "'1 ~ t 
I) i\' '11'<1'111 'Qi"{ffl ( f,j; ~ lffi'-11 -q ~ ~ 'R'ft ~ -q-ft ~ q; ar:xmc ~ l{'-i '!m !1 'l!R ~ ffi'{U1 l{'-i ~ ~ 'lJ'?l1 -;;n'lll f 'ffl 'q"ft -mF«l! f.lm ;;rr I 

2) 1't 1:m -.i't ~ um ""')fu;i;i ~". ~ ~ ;;rr wt~ '3"1lU'l om~ <1>1 '!fc! <t fu'l f<l;,:n ;;rr1l1l!, ;;ii~~ if ,m Tflll i, .• 

3) i\' ~ ~ t Ill; f-;m lm'!@I tu ~ ~ '11ft 1'ft t mi um <61 31TTffii "l1 lf'li'('I mm fll;m 3R T,ITTl~r.ftill <li"l'fi ~ " m ffl t am " m ~ -q ~' 

AGREEMENT by APPLICANT ( ~ i.TU <!iUt) 

1) By affixing my signature or thumb ImpressIon on this Form, 1 (Applicant) hereby agree & authorise Kosh1ka Foundation and ti's Trustees to 

use/publtsh/put-uplreproduce my name, address, photo & details of the "purpose", for which such assistance is requested/granted, through any , 

medium, Including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information :bout ,ts" 

act,villeslach1evements. 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) 1 (Applicant) further agree that any such use of my name, address, photo & details of the ·purpose", for which such assistance is requested/granted, 

will not automaltcally entttle me for receiving or conttnuing the said assistance The decision for granting and/or conttnuing the assistance will rest solely 

with the Trustees of Kosh1ka Foundation, and their decision Is this regard will be final and acceptable to me 

I) ~ 'Ire! -qi; ~ TI<ll~ >IT 3i'rra '1n1 '0T'l W1T1fi'1:, i\' ( ~) amt ~ <1>1 ~ <l>{'ffi { v_<i "~ 'liITTffi 3lR m ~ " "61 ~ <n«II ( fl!; ire "l!TI, 

'«II, m am ;;i) ~ ~ = 1l ~ t. °" "~" ~ -:.mn. ~. "lll<Rlflll ~ $ ~ '¥1 ~ am~ -at full 1%m tjJ "ll<'!R 1ll'-2fll 

~ 'lm1fu! <!ITT -at ~ ~ t, -qt v<nl <61 ~ -qt~ q; 'lW<'I >IT 111,:; -q """ ~ ~ "~ ~" " ""ffiTT ~ t, 

2) ~ (~) ~ ~ ~ ~ { fl!; ire "l11l, '«IT, -ml 3lR ~ ;;i) Ill; llW1'«I! ~ ~ ~ 'l11ffl'o t ~ l<f,J: tffl'«fl <61 ~ "1'81-...mlll ~ W'<itT ti 

"~" ~ m ~ <61 f.!1lfq 31@tl am <IT~ m, 

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 

~<j;l«!lm>!T 3l'j_a<61f.mR 0 

$ r:-j;, c.,, f ) 3Jn17-

AGREEMENT by HOSPITAL (~ ~ "!>ffi:) 

By affixing hereunder. signature of our Authorised Signatory for recommending thts case/patient for financial assistance rrom Koshtka 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 Koshika Foundation, to the extent that such assistance ts granted by Koshika Foundation. If the requested assistance ,s not granted 

by Kosh1ka 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 

confirmation essenltally states that the Hospital w,11 not avail any duplicate assistance for the same pattenVcase from any other NGO or any other source 

2) The assistance from Kosh1ka Foundatton Is only financial in nature The choice of the treatmenl/procedure advised/conducted by the Hospital on the 

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

assume sole & complete responsIbI1ity of the treatment & 11's outcome & safety of the patient, and Koshika Foundation w,11 have no role or respons1bIl1ty 

in the matter 

6'l1t ~. mi&m '11ft 3itt ~ ~roril "61 "~ ~" ~ fcmrll ffl!@1 -tii ft;rq;-fuj '11ft -;;r@l l r.rn ~ <~> f.19 ]lifiT{ ~ -q("I q ~ 'iii«! ti 

I) 'llofll; "lilt~ 3lR"l'61 ,fferal-qf'lftrq"61'«fi 1%m-1ri:mq;rft~>ITQ 3Flll<ni'I ~~wit~ ti~ >!T'('l~f, ¾afll;rn "~~" 

~ ~ o<l<l <t ~ tT "~ ~" ~ ~-tii fl!; ti 'l!R "~ ~" ~ ffl!@1 f<Rrn a:!ifmllmt tu~ m fll;'!l1 ;;mn t m ~ 
g 3R -1ri: mq;rft 'ITT'!ll '!IT Q 3R 'l'f-'m"f-1 ~ ~ 'AA '!ii! ~ p TI!lll1 ti ~ ~ tT 1'l"i! <rn ;;mu t fl!; 3W@lol ftiW! ~~ "tl\ Q 

-1rr ~ m "l11%m 3Fl m•.r-i ~ "m WT1ffi?it1 

2. -~ ~" ~ 'ffi ~ ~ q;c@ fcmrll 'll'lljfu '11ft t, wit 'l'.R ffiim'I ~ t ~ ~ "l1 f<l;1! ~ ~ <61 ~ wit 'v_<i ✓ 

<t ~ <ii1 fqqlj t ..tn ·~~"mi 1%m ]lifiT{ <ii1 <liW 1(<.IT<l mt,~~* wit -at~~ ..tn 3,Rl)n'lStMMJ wit 'V!i ffilOO 

<!>1 Tirft ..m "~" <!,'t ~ ~ >11 ~ '$'t'I ~ -q "f81 '1'rft1 DirectOl 

Date of Surgery 
~ <fi1 clT[lg 

,0\9 \¼; 

20 - 03 - 2025 

Dr. \;HHA' uur If\ RECOMMENDED FOR ACCEPTENCE 
Ad1un~t Con~ultant, . ,._ .~ <fi' ~ ~ 

' R~gd No. 1007 45 •· 

Dr Shrofl's Chant1 Eye Hospital ~ 

(Name of Dr. & Regn. No. with St~p) 
61<Rl:cfil,lllqramq"rj'.j_,. 

FOR INTERNAL USE of KOSHIKA FOUNDATION 

SIGNATURE of TRUSTEE 1 
~ra~n 1 

Dculoplasty and Ocular oncology services 
u 11ec1or,li'\el!lel!TIUUCdllUI I UOl'GI \1110 

Regd. No 00291 
n . M .,11,. f' h -•" .. l'vo Un•nll•I 

(Name, Designation & Stamp of Authorised Signatory 
on behalf of Hospital) 

,Ill q ~ ~ ~ ~ 

SIGNATURE of TRUSTEE 2 

~rae:R2 



Dr. Shroff's Chari~_Eye Hospital 

I I 

• , 1/ I f' 

30'" September,2025 

Dear Mr Tandon 

Grertings from Dr. Shrofrs Charity E)e 1losp1tall 

Please find belO\, attached e:,timate e,pcnditure of Sh11ya11~h k,1111,11 I IO'JJ~/0 I '1'1 

Estimate cost of treatment 

Dr. Shroffs Charity Eye Hospital 

Retmobtastoma Surgeries 

Name Sh,ryansh kumar Address/ Village bariyarpur, thana 
s1tamarh1 ward-10, Banarpur, 

I Phone: s1tamarh1, b1har- 843302 

MRN DEL-P-25-07-5250 Age/Sex 3 years Male 

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

date Unit 

l 15/09/2025 Chemotherapy 2500 l 

Best Regards 

Dr. Sima Das 

Total 

or. SIMA OAS 
Director 
0 Jar onMIOQY services 

oculoplasty a
nd ttoucatlon Department 

o,rector, Medtca ' 00291 
Rtgd M 

"h 11 " Charity tve Hospital Or ,, ro , 

Director, Ocufoplasty and Ocular Oncology Scrvicc•8 

DR. '3HROrF'q CHArurv f YI HO~,l·IIAI 

5027, Kedar Nath Road Daryagant, New IJ11ll11 1 IOllll 'lt111l;::1 

Ph_ 011-4352 4444, 4352 B80fl, rax O 11 -I \',_'tit\ It. 

E-mail scell@scAh net, Web;,1le www ,,-, t:1h l]ul 
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