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AGREEMENT by HOSPITAL (~ ~ 'ifi'm) By aff,x1ng hereunder. signature of our Aulhonsed Signatory for recommending this case/patient for financial assistance from Kosh1ka Foundation, we 
{Hospital) hereby affirm & accept followmg: 1J that we neither are presently nor will in future avail of financial assistance from another NGO or any other source. for the same patient/case, as we are 
requesting to gel from Kosh1ka Foundation, to the extent that such assistance 1s granted by Kosh1ka Foundation If the requested assistance 1s not granted 
by Koshika Foundation, m part or 1n 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 will not avail any duplicate assistance for the same patient/case 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, 1s based on the arrangement between the patient & the Hospital, and Is m no way influenced by Kosh1ka Foundation . Hence. the Hospital will 
assume sole & complete respons1b1hty of the treatment & it's outcome & safety of the patient, and Kosh1ka Foundation will have no role or responsibility 
in the matter 
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Adjunct Consultant, 
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Director 
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Dr. Shroff's Charity Eye Hospital 

30" November 2024 
['S,~ .. K~.: E 
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Dear Mr. Tandon 

Greetings from Dr. Shrofrs Charity £ye Hospital! 

Please find below attached estimate expenditure oft\last. .-\rsalnn .-\rsalan- E.11 2-l 02-1° 

Estimate cost of treatment 

Dr. Shroffs Chari ty Eye Hospital 

Retinoblastoma Surneries 

Name Mast. Arsalan Arsalan Address/ KopaganJ,Varanasi.Utrar Pradesh-

275305 

Phone: 

DEL-P-24-11-4641 
MR N Age/Sex 1 ,ear 

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

date Unit 

EUA(Examination under 2000 I 

1 20, l l '2024 Anesthesia) 

2 22/11/2024 MR1 6500 l 

Total 

Best Rega~/ 

Dr. Sirna Oas 

Director 

Oculoplasty and Ocular Oncology Sen·ices 

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 
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