
APPLICATION No. 

E||024 0205 

APPLICATION FORM FOR ASSISTANCE 
NAME of APPLICANT: 

FATHERSISPOUSES NAME: 

OCCUPATION: 
TOTAL ANNUAL INCOME: 

|PAN No, a ar 

Sr. No. 

ATIF 

Sr. No. 

2. 

Sr. No. 

ALAM 

BPL Card 
(Attach Card Copy) 

20-12- 0445 

20200T 

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever ís applicablek 

ALH 

LABOURee (FATHER) 
120,000 

3HER 
PRESENT RESIDENCE ADDRESS WuA a 

SHAMVO 
SHAH NAYAZ 
PAVNAK 

PERMANENT RESIDENCE ADDRESS: K 

Name of Family Mernber 

DIAU 

APPLICATION DATE 

(Healthcare) 
(aag ) 

(CATHER) 

AGEYEARSs - SEX 

|MAE 7yEARS 

(FATHER) 

EWS Certificate 
(Attach Certificate Copy) 

Yes / No 

FAMILY DETAILS an faa 

Age (Years) 

32 

NAME ofOTHER SOURCE 

(Attach Proof of income) 
MARRIED (fej) 1 uyyphED 

Gender 

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable) 

TF4MAIE 
MALE 
OALE 

Ration Card 
(Attach Copy) 

"PURPOSE" for REQUESTING ASSISTANCE: 

Medical Reports/Prescriptions Attached 

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES 

Koshika 
foundation 

Relation with Applicant 

BROTTHHK 

Any gihr 
BatsProof 

AMOUNTof ASSISTANCE BEING AVAILED 

(v 



DECLARATION by APPICANT Ste 

lable for reectionoancelaio 
herety oonfirn fhat al detaits in this Form are The to the best of ny kowtedge Any se satoert il ronder my AppicalionB orgong astans 

2)1 solenly contirm that assisisnce, if recved rom koshika Foundation, wil be used oriy for he prpe ted in i fom o ahich such antance 
was requested by e 3}1 hereby confirm that i have not & wll not n ture, aval of reirnbursement, in part or in f. frorm ay oe soCegloyeirsuracs compary, of the amour 

Tot which tis assistance is requested 
2) t 

e v 

fot which assistance is being requested 

1) By affixing y signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and s Trustees io uselpublsh'put upireproduce my name, address, photo & details of the purpose" for which such assistance is requesied'granted. hrough any medium including but not lmited to verbal, print, electronic, for soliciting donations for Koshka Foundaiorn andior disseminaing infomation about iKs 
activitiesachievements Such use of my photo & details can be made by Koshika F Foundation before or after my treatment or ffiment of the 'purpose 

urther agree that any such use of my name, address, photo & details of the 'ourpose'. or which such assistare S 1ees ge wli not automaticaly entitle me for receiving or continuing the said assistance. The decision for granting andior cofining the as5istance ll rest solely 

AGREEMENT by APPLICANT (tes g ) 

Wth the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to e 

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION 

Date of Surgery 

18-08-2024 

By affixing hereunder, signature of our Authorised Signatory for recommending this caselpatient for financial assistance from Koshika Foundaion, 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 patientcase, as we are requesting to get from Koshika Foundation, to the extent that such assistance is aranted 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 sourca. 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 Koshika Foundation is only financial in nature. The choice of the treatrnentiprocedure advisedlconducied by the Hospita on the patient, is based on the arrangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital wi 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 

AGREEMENT by HOSPITAL (TuaA BU S) 

(FADNE) 

Dr. CHHAVI'GUPTA 

RECOMMENDED FOR ACCEPTENCE 

Adiunct Consultant, 

SIGNATURE of TRUSTEE 1 

DIThrott Charity eye Hospital 

Dr,SIMA DAS 
[oirector oncolooy services 

(NamêDesttton Stamp of Authgrisec,signatory 
Director, 'bbehalf of Hospital) 

FÖR INTERNAL USE of KOSHIKA FOUNDATION 5 34at 
SIGNATURE of TRUSTEE 2 



Sedts Carity Eye Hespit 

Greings frums Dr. ShrsfTs Charity Eye Hospita 

Pese find bele atached estimate exgendiure of Mast Anf Anif- E10240205 

Niame 

2024-10-44 

Best Regards 

Dr. Sima Das 

Director 

Esfimate cst of treatment 
Dr. Shrsfs Charity Eye Hospital 

Petingtlastma Sgeries 

DELG-212-485 

EUA 

Total 

Addiress 

Ocsloplasty and Ocular Oncology Services 

Phone 

AgelSex 

Cast per Unit 

2000 

Na AbadiAigar, Umtar pradesh-202001 

Tyears 

YEARS OF $CEHTRUS 

Nio of uit 

DR. SHROFF'S CHARITY EYE HOSPITAL 

5027, Kedar Natfh Road Daryaganj, New Delhi-110002 India 
Ph- 011-4352 4444, 4352 8888, Fax: 011-435288 1 6 

E-fmail: scehsceh.net, Website : www.sceh.net 
OTHER CENTRES 

Male 

Apro Cost 

2000 

2000 

A9 SAHAAMPUR MEERUT LAKHIMPUR KHERI VRINDAVAN KAROL BAGH (DELHI) MODI NAGAR RANIKHET 


