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• 'El1'l"l1 '1:1: II der my Apphcation & ongoing ass,s\ance DECLARATION by APP LICANT· ~ i,IU h b t of my knowledge Any false statement WI ren '

1 "~~ re True to t e es 1) I hereby confirm that all details m this Form a " as stated tn this Form . for which such assistance 
liable for re1ect1on/cancellat1on v d from Koshika Foundation, will be used only for the "purpose · 

2) I solemnly confirm that assistance, if recei e other source/employer/Insurance company, of the amount 
was requested by me f t re avail of reimbursement In part or In full, from any 
3) I hereby confirm that I have not & will not tn u u ' ' t 'ffi ltU mT'«I! f.m<i <Ii\ .fl ~ %1 
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AGREEMENT by APPLICANT ( ~ i,IU q;m) t 
Kosh1ka Foundation and it's Trustees o 

1 l By affixing my signature or thumb impression on this Form, I (Apphcant) hereby agree & auth~1s\1stance is requested/granted, through any . 
uselpubhsh/put-up/reproduce my name, address, photo & details of the "purpose", for which sue o~~dat1on and/or disseminating information ~bout its " 
medium including but not hrrnted to verbal, pnnt, electronic, for sohc1t1ng donattons for Kosh1k~ Ff or after my treatment or fulfilment of the purpose · & d I b ad by Koshlka Foundation e ore act1v1t1eslach1evements Such use of my photo eta1 s can e m e 

d • t s requested/granted , for which assistance Is bemg requeste - . .. ur ose" for which such ass1s ance 1 
2) I (Apphcant) further agree that any such use of my name, address. photo & details of_ the i P t1~g and/or continuing the assistance will rest solely h d t nee The dec1sIon or gran will not automatically enlttle me for receiving or conttnuing t e s~i assis a . . 
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with the Trustees of Kosh1ka Foundation, and their decIs1on Is this regard will be fina a P . , ~ ,. , ~ ~ { fl!;' mi 'lltl, 
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AGREEMENT by HOSPITAL (~ WT q;m) 

By affixing hereunder signature of our Authori sed Signatory for recommending this case/patten\ for financial assistance from Kosh1ka Foundation, we 
(Hospital) hereby affirm & accept fo llowing. 
1) that we neither are presently nor will In future avail of financial assistance from another NGO or any other source, for the same patienVcase, as we are 
requestrng to get from Kosh1ka Foundation, to the extent that such assistance is granted by Koshika Founda\ton. If the requested assistance 1s not granted 
by Kosh1ka Foundation, In part or in full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other source. This 
confirmation essentially states that the Hospital wi ll not avail any duplicate assistance for the same patienVcase from any other NGO or any other source 2) The assistance from Koshika Foundation is only financial m nature. The choice of the treatment/procedure advised/conducted by the Hospital on the 
patient, Is based on the arrangement between the patient & the Hospital, and 1s in no way influenced by Koshika Foundation . Hence , the Hospital will 
assume sole & complete responsibi lity of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or respons1bi11 ty 
rn the matter 
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Dr. Shroff's Charity Eye Hospital 

30th November 2024 

Dear Mr Tandon 

Greetings from Dr. ShrofPs Clrnrity Eye Hospital! 

Please find below attached estimate expend iture of Mast. Amaan Amaan- E/1124/024 7 

Estimate cost of treatment 

Dr. Shroffs Charity Eye Hospital 

Retinoblastoma Surgeries 

Dr Siu offs Cha1,1y Eye Hosp,101 
Dell11 1s Now NABH Accrod1lud 

Name Mast. Amaan Amaan Address/ Thakur Dwara, Jila 
Moradabad,Uttar pradesh,244001 

Phone: 

DEL-G-21-04-0850 
MRN Age/Sex 3 years 

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

EUA(Exarnination under 2000 I 
1 08/ 11/2024 Anesthesia) 

Total 

BestRe~ 

Or. Sima Oas 

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 

Male 

Aprox. Cost 

2000 

2000 
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