
APPLICATION FORM FOR ASSISTANCE (Healthcare) K~hLka ~~l~i:ll -q ~ ~ 
(~~'!ffi-1) 

fou n d ation 
APPLICATION No. : 

~ 09 2s: / 0 2-0 ~ ( 9(3 /2£" 
~m: I APPLICATION DATE : Building blodt af Ide ~ film NAME of APPLICANT : 

AGE-YEARS 31Tq-cfff SEX furl ~qi!~ 'f\JV Rf\ -:S 
O'--\ 'I EM S Mhlf FATHER'S/SPOUSE'S NAME : 

~qif~ '/ A D P.. A-,'V\ ( t AlH<i R.) 
l\f 1-\ 'I µi,._ 11-\ .\ 

PRESENT RESIDENCE ADDRESS cflltn, ~ 11'ilT 
l\ 1-J 1-\ N 1 .. !'l I J C. 1 f.< H1 4 I 1-\ I ,. 1.Z A \ A ~ I H 1-\i... l · '1.. 0 'J... (ln 4- , _,.....,, 

PERMANENT RESIDENCE ADDRESS : ~ ~ 11'ilT 

J 

OCCUPATION : 

f--A R IYl1.-R C ~--n\¼ ) I MARRIED(~),u~(~) 

~ 

TOTAL ANNUAL INCOME . 

cJ O (l (Attach Proof of Income) 
~q!fifq;~ t I 2-0 ( ~ ~ ~'vf.. ) (~qi!~~) PAN No. ~ ls1il1 m§1:IT 

ARE YOU AN INCOME TAXASSESSEE (Tick whichever Is applicable): Yes / No ~,mg~ cfi!: ~-% (<TI tlR &l ~ "II\ ffl qif f.mR Wlllt l -gr I "'lilt 
FAMILY DETAILS 'mclR ~ Sr. No. Name of Family Member Age (Years) Gender Relation with Applicant 

ifitlml 'llRclR ~ ~ qif ~ '3'lJ (cfff) IB1J ~~~~ I , \I A ll ti. LJ../ r I '<. ';: m ru r~ i.:.-t.i I ft' 15 J?. 'J-. ' f.0_ 'c. "- f\ f'\ f- \/ I '<. -< -l-rn/H f-- /V',rr-r- ,17 _F-. ')..,. I\ \ U <' A-- 1 t:) ct (Y) f+f C- p:_a.. ()'T .--/S .le 

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable) ~~mmre31NR 
BPL Card 

EWS Certificate Ration Card ~ (Attach Card Copy) (Attach Certificate Copy) (Attach Copy) 
Basis/Proof 

'IJU<ftmi~ TI]ll!lll~ ~ ~ q,f 1Plf(11 '!:I ~cm 
~~~ (W!TOT 'l:I "11 ~ '!ITT! ~ <litl (W!TOT 'l:I "11 iJl"!II '!ITT! .iW'l cfi't1 (~ 'l:I "11 iJl"!II '!ITT! .iW'l <litl 

"PURPOSE" for REQUESTING ASSISTANCE: 
~tu~1ritf<Amqif~; 

Sr. No. Medical Reports/Prescriptions Attached 
ifitl ffl ~ ~ -;;im qil ~ ~ ~ ~ I. ~, I t\ l l f\ AC \ , R S C, \~ ft-\ 11\1'1 tt-l , ----I ~,... i\ 1 IY \ '-7 ts...\ \ - I{ T'1 r f\. ll l \( I C'.'> f - \-:\J H- I .,r\ \4 Y I\ ) - / 

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES w- • ~$~ti.~~~ M ~ ~ ~ fullT ~ m? 
Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED ifitl m 3Rfmqif~ ~ 11' ~mft 

V"-.tft 



PPLICANT: ~ mn m'Q1l1I '11!: f I tatement will render my Application & ongoing assistance, If any, DECLARATION by A . True to the besl of my knowledge. Any a se s 
II details in this Form are 

1) 1 hereby confirm that a . d 
1 1 

the "purpose" as stated in this Form, for which such assistance 
liable for rejecuon/cancellahon. f ed from KoshIka Foundation, will be use on Y or ' 

fl that assistance I rece1v 
2) I solemnly con 1rm ' . rt 

I 
full from any other source/employer/insurance company, of the amount 

was requested by me & .
11 

not in future, avail of reimbursement, In pa or n , 
3) 1 hereby confirm that I have not wi • 
for which this assistance 1s requested ml ~ ~ ~ m'l V:~ lTSI ll 7lR ~ f<oou1 ll_ci q;?,f! 3ffic<! 'lltrl -;jj'@I t <l1 -qif <ffll@l f.rml 161 "'1 ~ ll 

1> il 'll1'l"ll ij;'{llT t fln' {{I~*~ 1[q ~ f<ooul -mt '3ll<fi1 om om~ "11 '1fcl it ft.1-q fln'm -.ml'rr, .n ~ ~ ~ ,nJ lfqf t, 
2> 11t ~ -m .w«11 um"~~,"~~ ~ m ~"' wm:i ~ f<ITTft 3FI ~/$ll <iitxRt .1"' m fu7.u t ~"'-tr~~ ~1 
3) ~ ~ ~ { F!i' ml .mmu tu~ 'l!l!.Rl "11 .,~ ~. a{{ ' 

AGREEMENT by APPLICANT ( mu 'i!m1:) 

hi F rm 1 (Applicant) hereby agree & authorise Kosh1ka Foundation and it's Trustees to 
1) By affixing my signature or thumb impression on~ t &o de;ails of the "purpose", for which such assistance is requested/granted, through any 
uselpubhsh/put-up/reproduce my name, address, P

1 
° i° . for soliciting donations for Koshika Foundation and/or disseminating information about it's 

medium, including but not limited to verbal, ptnn&t, ed etcl;so:1~~ be made by Koshika Foundation before or after my treatment or fulfilment of the 'purpose" 
act1V1ties/achievements Such use of my pho o e a 

for which assistance is being requested. h f my name address photo & details of the 'purpose", for wnlch such assistance is requested/granted, 
2)_ I (Applicant) further agree thaft any s~c user ocontinuing the said a~sistance . The decision for granting and/or continuing the assistance will rest solely 
will not automatically entitle me or receiving o . . 
with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me. 

1) ~ rn 'tR am mi.;,"'~ qft ~ Wlfilil, fl c~) a11rft ~ <1>1 ~ '1fi«lt { 'q:ci "lli11mi1 'lliTfflR ~ m ~ "<lit~ <1m11 { fcli 1tU -;q-q, 

'«11 , "li1'l1 am oil ~ ~ rn if • t '3'Q "~" v_qq_ ~ . 'ey'I, """11/<ll ~ ~ 'it ~ ~ am; oW-llll' ~ ff:lll fcITTft \:ft 'lmR 'qJf.2lli 

~ ,rnifui ffi qi ~ ~ WI 1lt 'IN:! 1'i1 f<ooul 1lt ~ ~ -qre <fl ~ it ffi ~ fu1l; "~ 'tlil'm!i" ?! ~ ~ ti 
2) -q (~) ~ q@.! ~'{fclilRI "flll, '«11 , "li1'l1 ~f<ooul ;;it fcl; .m>«11 it~ 'll R % m) ffl: mT<@I qi[~ 'ffl <R@!I ~ ~ if 

"ffll1'il" ~ ~ ~ 1'i1 f.lul<! 3ifui! ~ 'illtzliITTU m1 
APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 

~it~'!l1~1'i]furr, 

AGREEMENT by HOSPITAL (moR'I mu q;m) 

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 Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. If the requested assistance is not granted 
by 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 
confirmation essentially states that the Hospital will not avail any duplicate assistance for the same patienVcase from any other NGO or any other source. 
2) The assistance from Kosh1ka Foundation is only financial in nature. The choice of the treatmenVprocedure advised/conducted by the Hospital on the 
pa!lent, 1s based on the arrangement between the patient & the Hospital, and Is in no way infl uenced by Koshika Foundation. Hence, the Hospital will 
assume sole & complete responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility 
in the matter 

m ~. ~ <ii1 am~ ffltwfi q;'\ "~ ~" .1 fcrnrq -.mi:llll ~ fuq;fui <ii1 ;;iRi\ t r.ra -g-,i (moR'!) RI'! 'lf<l;R .1 ~ " ~ qi'{ij t , 
1) ~ fil;-, m <l'lP!R am, m ~ if fcrnrq ~ fln'm ~ mlITTU m'<!R"' f<ITTft 38! «I@ .1 o<lil wn~ if w1 "' t\ .t t ~ fil;- ~ "fflllil ~­
-a ~ o<lil it tfl<!ll if "~ ~- mi ~ ~ fln' ti 7lR ·~ ~ " mu ~ f<Rfi1 3!TTffii~ ~ ~ m fln'm i;\lilt t m ~ 
fln'm i3A m mlITTU m "' fln'm 3FI ~"f-1 .1 .mi«11 m q;J ~ ~ Wl<II t, ~ 'l,fle if Wle ~ .nm t fcl; ~ ~ w. oiffl ~ ~ mit 
ih: mlITTU m "' fln'm i3A mtr-1 .1 ~ wrrf&iit1 
2. "~ ~" ,l m l1{ .mi«11 ~ fcrnrq 'lll!iftl <ii1 t, wn 'tR 

it m;;r 1'i1 fci1P! t ~ "~~"WU fi!im 'll'fiR 1'i1 q;'\f .;,.nq 

<1>1 mt ~ "~" <1>1 ~ ~ "' ~ l<l ffl ~ -:;wt M1 

mu-iul1{~ <11 fll;q1'1ll ~ <liT :urrrll_ci~ 

Date of Surgery 

anmrnfla 

20-06-2025 

t, ~-mo@it'wnit~~ am 31R .iA 

1culopla 

Dr. anty Eye Hospital 

(Name of Dr. & Regn. No. with Stamp) 
~qij';{fllq~q'{f.i, ,. 

FOR INTERNAL USE of KOSHIKA FOUNDATION 

SIGNATURE of TRUSTEE 1 
~ ~mfllR I 

1recto 

Oculoplasty and Ocular onc~logy services 

Regd. No 00291 
Dr. Shro lt'5 Charity Eye Hospital 

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

';ffll q'11G;~~~ 

SIGNATURE of TRUSTEE 2 

~~ 2 



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 ofYuvraj- E/0925/0203 

Estimate cost of treatment 

Dr. Shroff's Charity Eye Hospital 

Retinoblastoma Surg_eries 

Or Shroffs Chanly Eye Hospital 

Delhi IS Now NABH Accredited 

Name YuvraJ Address/ Nayawasi Dhani, Dugrawat, 

MRN 

S. No. 

I 

2 

3 

IJest Regards 

Or. Sima Oas 

Treatment 

date 

19/09/2025 

2610912025 

2609/2025 

DEL-C-24-11-5214 

Items 

Genetic Test 

Examination under 

Anesthesia(EUA) 

Chemotherapy 

Total 

Or. SIMA OAS 
Director 

Oculoplasty and Ocular onMlogy services 

Director, Medical Education Department 

Regd. No 00291 

Dr Shroll~ Ch r ty Eye Hospital 

RaJasthan- 303004 

Phone: 

Age/Sex 4 years Male 

Cost per No. of unit Aprox. Cost 

Unit 

25000 I 25000 

2000 I 2000 

2500 I 2500 

29500 

Director, Oculoplasty and Ocular Oncology 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-ma,I sceh@sceh.net, Website : www.sceh.net 

OTHER CENTRES 

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


