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with the Trustees of Koshika Foundation. and their decision is this regard will be final and acceptable to me.
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By affixing hereunder, signature of cur Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
tHospital] hereby affirm & accept following:

1) that we neither ars presently nor will in future avail of financial assistanoe from another NGO or any other soUrce, for the same patienlicase, 65 we are
requesting to get from Koshika Foundation, to the extant 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 fo make up the shorifall from anothar NGO or any other source. This
confirmation assentially states that the Hospltal will not avall any duplicate assistance for the same pallent/case from any other NGO or any other source
2) The assistance from Koshika Foundation is only financial in nature, The cholce of the treatment/procedure advised/conducted by the Hospital on the
patiant, is based on the arrangement betwesn the patient & the Hospital, and Is In no way influenced by Koshika Foundation. Hence, the Hogpital will
assume sole & comiplete responsibility of the treatment & it's outcome & sefety of the patient, and Koshika Foundation will have no role or responsibility
in the matter
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Dr. Shﬂ" . Charity Bye Hospital
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417 October 2024
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Dear Mr Tandon

Greetings from Dy, Shroff*s Charity Eye Hospital!

lease fi v aitme s - .
Please find below attached estimate expenditure of Baby, Nisha- E/1024/0230

Estimate cost of treatment
Dr. Shroff's Charity Eye Hospital
Retinoblastoma Surgeries
Nam Babyy Nisha Address! Bharatpur Deeq rajasthan-321203
©
Phone:
VRN-G-24-10-0887 .
MR Age/Sex § years Female
N
S. Treatment ltams Cost par No, of unit Aprox, Cost
No. date Unit
2024-10-18 _
1 FUA 2000 1 2000
2 2024-10-20 )
: MR 6500 | 6300
Total 8500

Best Regards
Dr. Sima Das

Director

Oculoptasty and Ocular Oncology Services

DR. SHROFF'S CHARITY EYE HOSPITAL
5027, Kedar Nath Road Daryagan|, New Delhi-110002 India
Ph:- 011-4352 4444, 4352 8888, Fax : 01143528816
E-mail : sceh@sceh.net, Website - WWw.sceh. net
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