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AGREEMENT by HOSPITAL |resme @0 &7)
By affixing hereunder, signature of our Authorised Signitory for recommending this casedpatiant for financial assistance from Koshika Foundation. we
{Hospital) hereby affirm & accepl following:
1) ihat we neither are presently noc will in Future avail of financial ssalstance from anolher NGO or any olher source, for the same patienl'cese, as we are
requasting to get from Kashika Foundaton, to the exent that such assistance is granted by Koshika Foundabon. If the requested assistance is not prantad
by Koshika Foundation, in part or in full, than the Hospital reserves it's right to make up the shortfall from another NGO or By other scurca This
confirmation esseniially states that the Hospital will not avall any duplicals assistance for the same patient/'casa from any other NGO or any ather source.
2} The assstance from Koshika Foundation is only finencial in nature. The cholce of the tresimentiprocedure advised/conducted by the Hospital on the
patient, is based on the arrangement batween the patient & the Hoepital, and is In no way infiusnced by Koshika Foundation Henca, ihe Hospital will
assume sola & complete responsibilty of the treaiment & it's cutcome & safety of the patient, and Koshike Founaetion will have no role or resaponsibility
in the matter
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BH Aceraditng

Greetings from Dy, Shroff's Charity Eye Hospital!

Please fi e Pt :
se find below attached estimate expenditure of Ms, Mashum Mashum- E/1024/0209

Estimate cost of treatment
Dr. Shroff's Charity Eye Hospital
Retinoblastoma Surgeries
Name Ms. Mashum Address/ H no. D-54/4, Gafi no. 4, West Karawal
Mashum Magar,Delhi
Phone:
DEL-G-22-03-5951
MR N Age/Sex 8 years Female
3. No, Treatment Itrmis Cost per No. of urit Aprox, Cost
date Unit
1 2024=11021 EUA 2000 1 2000
2 2024-10-22 Chemotherapy 2500 1 2500
Total 4500
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Dr. Sima Das
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-mail : sceh@sceh.net, Website | www.sceh.net
OTHER CENTRES
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