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K~ hika APPLICATION FORM FOR ASSISTANCE (Healthcare) 

Ht\P..@l J~, 3~ 'Jll~ (t<'ll'fl'..rl ~ '1'.!IB ) foundation 

Burlding block of lrfo 
APPLICATION No. · 

[}J J)LJ }0)5 Jr 
APPLICATION DATE : O I I I ) '"l---LJ ~ .w-11 : 3ll?l1\,ftJY.ft 

ft NAME of APPLICANT; 

M f-1 ST 
AGE-YEARS 3lf!J -<l'lf SEX ffiTI 

3TI<Wfi<lil-lfll ouf<.C1f S~J 6 YH}-R~ (Y)ALE 
FATHER'S/SPOUSE'S NAME : 

F< \ T ES H ( fATH~) funf<!i?1'l <lit "'If'! 

PRESENT RESIDENCE ADDRESS cl m ..mm:rrn 1@l ~--,) 

,11 L ' < \.-1 i',--fVI A {J l '-'- 1'>11 Ml "All! T 1 1'7'TA - U 

~ ~~ ' D Q A l\f- ( H - ')_ (. '2. -I ~ r-,:.). 
I 

PERMANENT RESIDENCE ADDRESS : ~ ~ 1@l 

OCCUPATION : ff) l< M E-f2. C F A1 Hf-R) I MARRIED (~ ) / UNMA~ 
~~) 

~ 

TOTAL ANNUAL INCOME: 

BY, &uo cr-11 TH H<) 
(Attach Proof of Income) 

~~-31111 (awl <lil .rl~ ~) 

PAN No. ~'&@1.r&ll 

ARE YOU AN INCOME TAX ASSESS EE (Tick whichever Is applicable): Yes / No 
c!?-lT 3lft! 31111 <Ii\ ~ i (.ft 'tJR 'ITT '3'tl "tR ffl <Iii f.mR WTTlll '6i I "IB1 

FAMILY DETAILS -qft:qr{ ~ 
Sr. No. Name of Family Member Age (Years) Gender Relation with Applicant 

<li"'!ffl -qft:qr{ ~ ~ c!il -lfl! '3,1 (cfCl) fwr ~-t~~ 
I. le' I I 1- C.. H 'i.. '1 IY1A I C... ~?\ 1 J,.-fF-f"~ 

') C. '1 7 I fJf-.V I 2 .'2 t • ,,,,~~~ I f::- l Y10TH &:..V 

BASIS for REQUESTING ASSISTANCE (Tick whichever Is applicable) 
~ ~ fu-q fcRfu 3ll"ITT 

BPL Card EWS Certificate Ration Card 

~ (Attach Card Copy) (Attach Certificate Copy) (Attach Copy) 
1f(1,.fr Ufil ;,j; "iN )l11f17f 11:f W'l 3Wl cfl! ,rqJ1l'f 'f;l ~<lilt 

Basis/Proof 

(>fIIIUT 'f;l <lit WIT 1ml m'fT'! ;,;t1 ( yqJUJ 'f;l <!>'I ffl<ll 1ml m'fT'! q;t I ( 'l!G'f01 'l'1I <lit -mlll 1ml m'fT'I q;t I ~~~ 

"PURPOSE" for REQUESTING ASSISTANCE: 

-mT1«l1 ~ Flill 'lf!! fcr:@t qi[~: 

Sr. No. Medical Reports/Prescriptions Attached 

~ ffl 3Wfilffi~ ~ ~ <!ft ~ ~ ~ ~ 
{ ' DI {-l,. C,,, I\J (J C. I (. - OF-T N 1\ ~ I A , Tn h tt-

) 7 u ~,TM r ·11 1 · 1 - 'r- I IA 

ASSISTANCE BEIN~ AVAILED for SAME "PURPOSE" from OTHER SOURCES 

~ ~ ~ 'Sil <liW ~ ~ %m ~ m ~ fwTT ~ m? ,IL&-
Sr. No. NAME of OTHER SOURCE 

AMOUNT of ASSISTANCE BEING AVAILED 
ifill m ~~'ifil':ur:J ffi 'IT{~ mil 

11 LL-



K S
hika Foundation and ,rs Trustees to 

t) h eby agree & authorise o h h 

- ~h more<-s1on on th,s Form. I (Appltcan er h ass istance is requested/granted, t roug any 

=' "- ; - s, -ax·e :-·. - n:me a;·ress ohoto & details of the ·purpose'. for which sue t1on and/or disseminating information about it 's 

->" ::, _::, ;• : -···· ·;,:-'"C'::re :' t; o~3 "rnnt electronic. !or soltc,tmg donations for Kosh1ka ~ounda after my treatment or fulfilment of the ·purpose" 

"'='= -~ ·::-: ; :u, ,;.:. --r. .e.:i - h • , t 1~ can be made by Kosh1ka Foundation be ore or 

=, c.s ::::--"" e ~---e-:s s ... c-i"" 'JSe 0t m) :,hoto ,.\ oe a1 .. 
· · _ __ ___ __ _ . •: - os.:eu • • h h such ass istance ,s requested/granted , 

_ ;_ ::~ "'-"'~';~e ";;:·.;; ~e~;";;, such use of my name, address, photo & details of the ft~~::t ,~:~~d/~r continuing the assistance will rest solely 

~~ - ~--~-·~.ca e:.:. e 11e 'N rece,, ng N continuing t~e said assistance T~~a~eac~~'C:ce~table to me 

- •: -- - =~ ,, ---- ,a F•t.rnat on and the ,r dec1s1on is this regard will be ~ ~ " , ,-m= = '1 ,,,,_ .,_ '1TG' 

- •· - - - • "" - ' .• , • · •~~~<!ti"' -<llt-11'<1 q;f "''""I" "'"" '!. I'<> •w ' 

F 7:" ::- "". : ~ . ~ :;.,.~ -#- V" c- • ,..,, i; \ ~ ) 3l"fn ~ <6\ ~ ~ '{ 1{q ,. 311< ~ - q; @>t f<l;m 'lT 'l1tITT 1'llUfl'I 

. - - ·- ~ __, -~ .. = .......... = ~=~-a~~ 
-::=- ~ ; 7 ~ F ~ ~ ~ is • .6ti <ti ll i i~ I ..._q " -<tlt:'11 , ,,-,, l-"~ .'1, '\ 't'"' t 

. . - . , . • ~ -" .....,,. = =-- __. .......:. -,i; ;;.,.. "~ ~" ~ ~ ~ I 

-;:, ,- • • ~ ?;C :C "<. ~";_" ~ -=<: ~ 'Fi (qq\CI 'I\~ q, Sl)<:1 -,, ~ " 'I q,-, l<:1", 
• if 

- '";_~ ' F -.,, .; "i"R' { ~ -:;u "\"l 'lnl ffl 3m ~ .0 fl;; mfl«!l q; ~ 'Q ~ i ~ t<ffi: ~ q;i ~ "!ITT 'i.l'ffilll ~ ~ 

• ~ -: ~ ~ c -~ ~ ·.,,._- ,,-, . __ ~ ~ 3m ~ m,TI I 

.,_:,::,,.JC-'1.'-~S S G"-A"l,RE OR LEFT THUMB IMPRESSION : 

AGREEMENT by HOSPITAL (~ bRl <l><R ) 

_ = · ; • e-·e_ -:e· s ;;~a:ure o' our Authonsed Signatory for recommending this case/patient for financial assistance from Kosh1ka Foundation , we 

-~"'"\-= -:::.- ... ~ .=- ..,....... & -cce'."'· 'o!lo·, mg· 

· ; :;. ~ e . ; :"._-,;. ; .e :>~ ~u/~r ",;, m future avail of financial assistance from another NGO or any other source, for the same patient/case, as we are 

;;:_=. - ; ::) ; e: --o~ -<os,•.ra Foundauon. to the extent that such assistance 1s granted by Koshika Foundation. If the requested assistance 1s not granted 

=: • :is- •.a ;::"'_ --:ic :xi~ n par.. or ,n full. then the Hospital reserves it's right to make up the shortfall from another NGO or any other source. This 

:;:: -,.-,=::,- esse-:::a , s:a,es :tiat .ne Hospital will not avail any duplicate assistance for the same patient/case from any other NGO or any other source 

: --,, a:>S s·a-,re '"O"' <osh·ka Foundabon ,sonly financial m nature. The choice of the treatment/procedure advised/conducted by the Hospital on the 

::.a-:e-· .s ;;a se:: o- -:ne a"il'1gernem between the patient & the Hospital. and 1s in no way influenced by Koshika Foundation. Hence. the Hospital will 

,,~ _-es: e & :c-rp e:e resoo-sib,'1ty of the treatment & ifs outcome & safety of the patient, and Koshika Foundation will have no role or responsibili ty 

r--:- ,,. -,,_-o;_ =~ ,.:, ~ :in = ~fril q;'! "if.11¥1 ... 1 ~ .. -a fcmrq ~ tu fu'l;fuJ <!>'I ;;nifl t. f.m ~ C~ l f;i:, m -a l!8I" ~ <iiut t t 

= -';:--= ~ ~.:- - 'P< " ir ~ "=i f<mrzl ~ f<i;m ~ ~ ~ lll fil;m 3R ~ ~ o<lil wftflTTl@ 11 oflT lll <'I <t t_ ~ f<;;- re "~ ~" 

-= - - ✓ -:, . ~,,, ,f; -:q,aa 1t J,;;ifuq;y ~-~~'ti! J1;;-t1 ~ ··~~··bf{! ~ fl..tfu 311M<fi!Wlm 'ti!~ -:m ~ ;;i@T i m ~ 

-~-• p.;; +,- -,h; ~ q %tfi JP.I "IRl!1'R '!l '!m'«fl ffi <Iii 3INlliR ~ TI1li!l ii r.i ~ if We~ ;;i@T * ji;;- ~ mftil ~ '3'I<\ wfl/llfCR'\ tu f..im 

fr: _,,. ,; , ••. ;~ ~ ~ 31':lf ~ iJ ~ ~ I 

:. -,.- ~ ,- r !-S,,-"-:; ;:f '1 ~ ~ fcm!<I 1l<lj'@ <6\ i( WIT 'R ~ ~ ~ 1Jt lJffl llT ~ 'TQ ~ q;T 'fllc! wfl ~ ~ 

">" ;~ r ".;rr,;'r -,:-,•,.,·i-;,,if. ~"~ f<!imm<!i!'liW'W<l~t1~~-t¥wftq;~~ 3lR31R~ <l>lmu~wft~~ 

,,.. ,,..,.:. #-, -~- ,;i tj ~ m ~ r.i 'l!llffi -q' :rn m1 

Oat~ o: Surgery 

1ft.()8•2024 

RECOMMENDED FOR ACCEPTENCE 

~cfifffi{~ Dr, S\MA OAS 

Dr. CHHAVI GUPTA 
Adjunct Consultant, 

Jculopfasty and Ocular Oncology Services 

( Dr. & Ee<20. Pf&l4r,tti',1-s1Q~5 
sf<R{ cfi1 1Jltl~~ f~:• ,_Eve Hospital 

FOR INTERNAL USE of KOSHIKA FOUNDATlON 

SIGNATURE of TRUSTEE 1 

Olrec or 

Ocu\oplasty and Ocular oncoloo euJce 
Director, Medlcal Education Oep l 

(NameR~ igna-~Stan:ip of Authorised Signatory 

or c:,, "" ~ " ' ,ri'Orfb~Miltijf~ospital) 

,fllq~~~3W-lcfi1U 

SIGNATURE of TRUSTEE 2 

~~2 



lh-.11 Ml I nndn11 

(:n•di111-:s fro111 lh. Shrol'l"s ( 'h ·i• I ' 
' 111 •Y ',yl· llospitall 

l'kasl· l111d \i.-11," ott • .1 1 . 
'" ll'\ l'St 1111111l• c\ punditurc ol'Ma~t. Durgesh F/ l 12'1/0252 -,_ 

-
Estlmato cost of troatmont 

Dr. Shroff's Charity Eyo Hospital 
Rotlnoblastoma Surg_orlos 

N:uno 
Mnst. Durgesh Address/ VHla~e Khamriya, Khan1an Nagar, 

District- Kherl, Uttar Pradesh-262727 
Phone: 

MOM-G-2 1-01-0426 MR N 
Age/Sex 6 years 

S. No. Troatmont Items Cost per dato No. of unit 
Unit 

EU/\(Examination under 2000 I 1 08/ 11 /2024 Anesthesia) 

Total 

Best Reg~ 

Or. Simn Das 

Direct or 

Oculoplasty nnd 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 

ALWAR e SAHARANPUR e MEERUT e LAKHIMPUR KHERI e VRINDAVAN e KAROL BAGH (DELHI) e MODI NAGAR • RAN\KHET 


