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APPLICATION No 
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~~-

loAME ol ,PPLICANT 

AMHV\ 
AGE-YEARS ~ rflf SEX fwl 

~'q;j,Tll 

()~ V E-{H S f hnP~ 
FATHERS SPOUSE'S NAME 

/Y)L' 1(f J ,,_, N<lt~ 1f;T ,rq ~ r NCflt (f(/TME-f-) 
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PERMANENT RESIDENCE ADDRESS ~ ~ 'I@! 
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OCCUPATION 
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TOTAL ANNUAL INCOME · 

' , g O , OrJ cJ { { /I T?-IH-) 
(Attach Proof of Income) 

~~~ ( ~ <liT m~ .ft:rr.l) 

PAN No. ~ fflffi ffl 

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicable): Yea /No 

~ 3ITT' ~ ~ ~ t (;;n ~ "8l ~ '111'. ll'tl qjJ f.mR '('!TlTql 'W)' I "m 
FAMILY DETAILS ~ ~ 

Sr. No. Name of Family Member Age (Yea/'$) Gender Relation with Applicant 
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BASIS for REQUESTING ASSISTANCE (Tick whichever Is applicable) 

~ 7fi ft:rq fcr,:rra 31NR 

BPL Card EWS Certificate Ration Card 
~ther 

(Attach Card Copy) (Attach Certificate Copy) (Attach Copy) /Proof 
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"PURPOSE" for REQUESTING ASSISTANCE: 
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Sr. No. 
Medical Reports/Prescriptions Attached 
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ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES "1J 
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Sr No NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED 
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DECLARATION by APPLICANT ~ ~ ~,, . ., : 
I dcr my Applical,on & ongoing 8 

T 
I I C stalerTJCOI \<I rcn 

1 i'E:•eby con' rrr, thal a deta s lfl tn,s Fo.'m arc rue lo tne nest of my koo.1/!ectge Any as 
li]rice 

t e for rp eel on.,c,ancella~on 
e· as stated ,n thrs Forri1 for wn1ch sucli 
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I ~o!e,,-nty corif•rm thal ass tance f rece:ved from Kost> ka Founda• on w II be used only tor the purpos 1 
of tresmo in 

,.as 'l!Ques,eo ty Me 
her source/employer insurance company 

"3 hereby confirrT' sat have riot & ,v, not In future avail of re,mbursement ,n part or n full, from any ot 

f r.,. en tr & aSS'stance s requested 
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AGREEMENT by APPLICANT ( ~ ;TIT if;l!l) 

1 By aff, ng my s,gnalure or lhumb rmpressIon on this Form I Applrcant, hereby agree & authonse Kosh1ka Foundat,on a
nd 

,t's/r~S
t
ce~ 

10 

• e pub sh, pc 1-up reproduce my name address photo & details of the "purpose for which such assistance is requeS ted 'gr ante ft roug anyb t 
1 

d/or disseminallng in ormatIon a ou , s 

med um Includ,ng but not lim •ed to verbal pr,nt electronic for solic,t,ng donations for KoshIka Foundat,on ;in f • 

· · f t eatment or fulfilment o the purpose 

a~t 1 llIesla,;h eveme~ts Suctl use of my photo & details can be made by KoshI~a Foundation before or a ter my r 

'or nh en ass stance s be,ng requested 
di t d 

2) I A.pp cant) further agree Iha\ any such use of my name address. photo & details of the "purpose· for which such assIstance is requeSlet gran el 
1 

· di t nuing the assistance wI I rest so e y 

;,1 not automal cally enl1\le me for rece,ving or continu,ng the said assistance The decision for granting an or con 1 

Mlh the Trustees of Kosh,1<a Foundat on and the,r dec,s,on ,s th,s regard will be final and acceptable to me 

t ~in,~ 3<'l'l W7"'!!'.iT '1' :wra 'fl t:'"1 ~ if(~) Jl'!'f\ ~ ~ ~ 'f;lllt ( ~ "lliTiml ~ ~ m ~ "~ ~ lf;«II { ~ 1?U '!Ill. 
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'11J1l1ful ~ ~ Rq_ ~ i vr im q;-r flrzffl1I ?fl ,;:rr.1 "'F '!g,:i lit w; 'I~ ,i; ~ "~ <mrn" 11 "'l1m ~ ti 
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• ~- i;.,i_ m ~ ;;;i f.rai?l m'lll am ~ m 

APPLICANT S SIGNATURE OR LEFT THUMB IMPRESSION 

'A"'m' ~ =-m '-I' 31ll,3 ,i;, f.:mR 

AGREEMENT by HOSPITAL (~ ~ ~) 

ay alfi, ng nereunaer s gnature of our Aulhonsed Signatory for recommending this caselpalienl for financial assistance from Kosh,ka Foundation. we 

(Hosp1taI1 hereby alfrm & accept fo low.ng 

1) Ina: we ne ther are presenUy nor w II ,n future avail of financial assistance from another NGO or any other source. for the same pat1enVcase. as we are 

req..,est,ng to get from Kosh,ka Foundation. to the extent that such assistance Is granted by Kosh1ka Foundation If the requested assistance ,snot granted 

by Kosh ,a Foundation n part or ,n full tnen the Hospital reserves ,ts nght to make up the shortfall from another NGO or any other source This 

cor.'rmat,on essent,a ly slates that tne ~osp,•al will not ava11 any duplicate assistance for the same pat,enVcase from any other NGO or any other source 

2) The ass stance from Kosh•ka Foundat on ,sonly financ,al in nature The choice or the treatmenVprocedure advIsed1conducted by lhe Hospital on the 

patient ,s based on the arrangement berween the patient & the Hosp,tal. and ,s ,n no way influenced by Kosh1ka Foundation Hence. the Hosp,tal will 

ass~me so e & complete respons,b, ,ty of the treatment & ,ts outcome & safety of the patient. and Kosh1ka Foundation will have no role or respons1bI1ity 

n tre 1"1a•ter 
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h TI1"m' ,:n::,i: '<I f.nf; ;r-,; = ,:; ,ti "f"IR.TT' 1 

2. • r.'7T ~" ~ eiT cS ,w.,:;;J nR f.ef.!'l '1'if,! if;l WI iJ,i\ 'IT P'liffi'I ~ ~ rri llMt1f ll1 fcl;,l ~ ~ ~ ~ wit T{!I' ~ 

,. ~.,, ~ ~ ~ -~ ~- ~ f.f;-.ft V1f;t'l' ~ m ~ ,tt ti P!fi;!,l ~ ii urft <t l<'1R ~ am 3lR olRS~~~ wil ~ fflllr.l 

,r r;,, ~-~- • . """= _ Wr . Or. 
• " ~ ~ "l!~~, 117 I,..,,,., ~ ~v :!1 ll"ITI 

Q11ec\Of IC S 

Or CHHAVI liU A 
oncology scr• 

Date of Surgery 

,=.r;>jCTJ 

20 • 03 · 2025 

M uncl O R !GOt-1.M.~~~D FOR ACCEPTENCE ocu O ~ dical £~uc a1,on 

cu ;,p aS"y and 0:u ar, C' 0 -~ "¾; ~ ~ 011er.tor \,cgd NO Q?9 I 

" Shroff, ~ ;•pital 

(Name of Dr & Regn No. with Stamp) 

~-;:J'!:llq~lPiTI" 

FOR INTERNAL USE of KOSHIKA FOUNDATION 

SIG~A.,.URE of TRUSTEE 1 

~ram. 

Or S'i101t \., 

(Name, Designation & Stamp of Authorised Signatory 

on behalf of Hospital) 

,rq q 1R ~ ~ ~ 

SIGNATURE of TRUSTEE 2 

-;;:nm ~ : 



or. Shroff'• Charity Eye Ho1pltal 
r mnr1 /01 lh• rw11m11m/y mr,1 111:,,1 

1011
' September 2025 

Doa1 Mr Tandon 

Crrl'ling~ from Dr. Shrofr~ Charity Eye Hospital! 

Pk:a-,i.; find below attached C!)l1mate expenditure of Ashv1- E/0925/0209 

Estimate cost of treatment 

Dr. Shroffs Charity Eye Hospital 

Retinob/astoma Surgeries 

Name Ashv, Address/ H no 422, Prem Nagar, 

Bulandshahar. Uttar Pradesh-

Phone: 281003 

MR N DEL-P-24-06-2752 Age/Sex 4 years 

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

I 22/09/2025 Examination under 2000 I 

Best Regards 

Or. Sima Oas 

Anesthesia(EUA) 

Total 

Or. SIMA DAS 
Director 

Oculoplasty and Ocular onMlogy services 
Director, Medical Education Department 

Regd. rio . 00291 
Dr Sh•nff·5 rs,,• r "., __ 

O,rector, Oculoplasl) and Ocular Oncolog) 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 

Female 

Aprox. Cost 

2000 

2000 

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


