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AGREEMENT by HOSPITAL ( ~ i;m 'PT1 J 

By att,x,ng hereunder signature of our Authorised Signatory for recommending this case/patient for financial assistance from Kosh,ka Foundation, we 
(Hospital) hereby affirm & accept following 
1) that we neither are presently nor w,11 ,n future avail of financial assistance from another NGO or any other source. for the same pat,enVcase. as we are 
requesting 10 get from Kosh1ka Foundation to the extent that such assistance 1s granted by Kosh1ka Foundation If the requested assistance ,s not granted 
by KoshIka Foundation in part or in full. then the Hospital reserves it's nght 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 fonanc,al ,n nature. The choice of the treatmenVprocedure advised/conducted by the Hospital on the 
patient. 1s based on the arrangement between the patient & the Hospital and Is In no way influenced by Kosh1ka Foundation Hence the Hospital will 
assume sole & complete respons1b11ity of the treatment & ,rs outcome & safety of the patient, and Kosh1~a Foundation w,11 have no role or respons1b1llty 
in the matter 
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Dr. Shroff's Charity Eye Hospital 

30 Seo:ember 2025 

Dear Mr Tandon 

Greetings from Dr. Shroffs Chant) E)e Hospital'. 

Plea:,~ find belo,, attached e:,t1mate e,penditure of Arch1t- E 0925 02 I 0 

Estimate cost of treatment 
Dr. Shroff's Charity Eye Hospital 

Retinoblastoma Surgeries 

Name Arch1t Address/ ! Gra'Tl Naoada A,a.,p~-
Mohamoabad Fa,,-,.;.,.,a:a: ... o. 

Phone: 20645 1 

MR N DEL-P-24-07-0520 Age/Sex 6 yea-s •.•a e 

S No Treatment Items Cost per No. of unrt Aprox. Cost 
date Unit 

I 25 09 2025 Exammauon under 2000 I 
Anesthes1a(EUA) 

2 26 09 2025 Chemotherap) 2500 I 

Be,1 Regards 

Dr \,ma Da\ 

Total 

Dr. SIMA DAS 
Director 

Oculoplasty and Oc ., on°1logy services 
Director. /.led1ca1 E on Dtpartment 

Regd 1 

Dr Shroll s C 1 11 

Director, Oculoplast)' and Ocular Oncolog) Sen ices 

DR. SHROFF'$ CHARITY EYE HOSPITAL 

5027, Kedar Nath Road DaryaganJ New Delhr-110002 India 

Ph - 011-4352 4444 4352 8888 Fax 011-43528816 

E-mail sceh@sceh net Website www sceh net 
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