
APPLICATION FORM FOR ASSISTANCE (Healthcare) Kthtka 
~H~l~(lf ~ ~ ~ (~~) f ound at ion 

APPLICATION No : 

t=/11~4} 0255 I ~~:;L~Ci:ON DATE , 15 / t 1 ) '1,9 
8,u1lo n,g b oc., rl. "" 

~ffl: 

NJ\ME of APPLICANT : 

MOHO 
AGE-YEARS ~ -<f!i SEX ft:i'l 

~<lil"'!fl1 A-LJ q mo rvn, £. µAlf- I 

FATHER'S/SPOUSE'S NAME : 

NIHAL (FATHfi<) ;,: ' I 
~<!il "'lfl1 

PRESENT RESIDENCE ADDRESS qo'q'!'I 3Wm!tQ 'Q'ffi . l 

K. tt,..1.A-#.1{\ RA--t'<. t,J1,,- lJ I I l+-f.J ~UAH F J H -
I n 7 q L1 ' ri I 

PERMANENT RESIDENCE ADDRESS · ~ ~ 'Q'ffi 
fj,a 

OCCUPATION : 
,{I} LO~ C F-fJ THf-R) MARRIED(~) / UN~~) 

~ 

TOTAL ANNUAL INCOME : 

96, 0-trD [ Ff)THE-R) 
(Attach Proof of Income) 

w' qffilq; 3!fl< ( ~ <!i1 ~ .iw-1) 

PAN No. ~ fflill m 
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable): Yes/ No 
<1<11 3ll'l 3il?I 1'il: ~ l (;;i\ 11Fl -ti ~ '111: lm <!i1 mTR 'R'!llll m,m 

FAMILY DETAILS 'lftcm fcfcRuT 
Sr. No. Name of Family Member Age (Years) Gender Relation with Applicant 

if;tlm§!ll 'lftcm .i; ffl <!i1 ,TC! "31J (qi!) ft:i'l ~<fi1lltl~ 

' 
A--f'-1 LL A-A.I n~ fl' )H/ ~ r1..., {l n TH f-f( 

., J\/IUj'..1/ AHMl-1/J ?. fl {Y'JLl I F-- 4-t.l I H t=-1< 
~ r--11)I A-PS.HA ')., "\ t:..ClnR I~ /Y' IV ' 'HF-(<... 

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable) 

-mri@T '1fj m fcRfu 3Utm: 

BPLCard EWS Certificate Ration Card ~ (Attach Card Copy) (Attach Certificate Copy) (Attach Copy) 

1100 m '1fj m '5r'l1VI tJ:f 3'R"I 3ll'<q,jV1111'1'!> ~c!ilt 
Basis/Proof 

(V1111'1 '!> 7liT lJllll lITTI '{'@"I <RI (V1111'1 '!> 7liT iJl'l1 1ITTl '{'@"I 'RI (V1111'1 '!> 7liT lJllll 1ITTl '{'@"I <RI 3B<~~ 

"PURPOSE" for REQUESTING ASSISTANCE: 

lml@ltg~lltff<Rm<!il~: 

Sr. No. Medical Reports/Prescriptions Attached 

iiil!ffl ~ ~ ~ qil ~ ~ ~ .iw-1 

' . n1 t\ l ..1 11 / l?C:l (. .... I< r- I / t.. J(J I~ l ll ..5 I n r-, A- , 
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•• 

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES u-~~ct 4 ~ 3R ~ fc!;m 3R ~-a@<!! 1J7.!T 61? 
Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED 

iiil! m a..q ~ qi] ,TC! 'ffi ~~-um 
/(4-1----



DECLARATION by APPLICANT: ~. ~ ffl ~: I d Any false statement will render my Appficauon & ons-:>,r-;i a~--
F are True to the best of my knowe ge. • •• •,,~ 

1) I hereby confirm that all details in this orm • • as stated ,n this Form. for W"•ch. . "' • 

liable for reieclion/cancellation f ved from Kosh1ka Foundation will be used only for the purpose , •• e,. a':'! •• 
2) I solemnly confirm that ass1stance. I recei ' -~-4, 

was requ t d b !her source/employer/insurance corr,par:1 of 
3) 1 hereb:s ~nfi(mm~at 

I 
have not & will not in future, avail of reimbursement, m part or in full , from any 

O 
· the a-,, .... 

for which this assistance IS requ_est:d ' . • ' ' flfc!{uJ . ~ :mfril 1lf7lT ~ t m im ~ Rn<! 't: "r' . J 
I ) ~ 'llTfl1JTI <1>«11 "f<1; nr -m,q -q ~ ~ '!l'l1 !'ilcw1 lffi "1ITTiTU iii. m<I ~ mt ti 'llR ~ T{ii • ~ ~ 1 

.._ '" • -. f.i;q) oJ1?PlT ~ ~ ~ -q '!U 7lllT ~I 
2) '1ft ~ "1) ~ 'ffll1 •~ ~

11

, ~ t'ft oil-mt.~ offl offi mJI <Ii! 'l.fil ~ ICl~ ' ~ . • '"""'~ J....,,,; - _ • 
...\-.~r,iii!r <!>"111 '!j 1 al 1<1~1 O ,Sil\ , 0 1 ~ lq"l lj °?"l l 

3l ~~<1>«11{f<lim mTl@l~<l"6'wirn11i1~l ot1'1fil<iil~'lllW@frn!lf<lim 3Fl ... 1cv,w•"'· • . 

AGREEMENT by APPLICANT (~ IDU 'ifiU{) 

_ . . . . K shika Foundation and lt's Trustees to 
1) By affi.xing my signature or thumb ImpressIon on this Form, I (Applicant) hereby agree & authonse 

O 
. led/granted through any 

. • • f h' h h assistance Is reques , 
use/pubhshlput-up/reproduce my name, address, photo & details of the purpose , or w ,c _sue . d' •nating information about rt's 

medium, including but not limited to verbal, print, elec~ronic, for soliciting dona~ions for Kosh,ka Foundation and'~;e;:::1 

or fulfilment of the 'purpose' 
activities/achievements. Such use of my photo & details can be made by Kosh1ka Foundatton before or after my 

for which assistance is being requested. . , • . ch assistance is requested/granted, 
2) I (Applicant) further agree that any such use of my name, address, photo & details of_ t~e purpose.' for which su . . th assistance will rest solely 
will not automatically entitle me for receiving or continuing the said assistance The dec1sIon for granting and/or contmu,ng e 

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me. . 

• , -l . -~~oh. m ~ . 11,1 ~ c!i«IT { f<li w '!Jll', 
I) ~ ffl 11< 3N-1 ~ 'l!1 3irra q;\ iJJ11 ~. if ( ~) a;q:jt -milfit q;\ ~ 1li{i'll 'I.~ "'"~''"' '1114om 

'f<ll , ~ am ./t fc!cnut ~ ro if• t ~ ·~· ~ ~. v-i, 'lff!l/!11 ~ ~ 'll ~ TJWl1lf om~ i fu'l? f<l;m '" JmR ~ 
'll -...mful ~ -it~~ ti ,tt m <liT ~ ,tt Tt'fFll -it 'Im 'l!1 ~ -q ~-it~•~ '<!ilfflf!

11 

'If :i:mft aifi.r.Fi ti 
2) 1' (~ ) ~ qffi 'll ,lll«l { fili" 'RT 1111, '<@!, ffl am fc!cnut ;;/t fili" tffll«IT q; ~ 'll fflll i ~ '!<Iii: -mJl«rl 'q;J ~ ,ti q'!'@JI rn W<itl -q 

"~" ~ ffl "IITTl'IIT 'q;J f.!u\,i 3ffill! am 'i!l~ mll 

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 

~<f;~llla/i@'q;Jfu!R 

61 ~ l ~f.s wi ~vJ5 

AGREEMENT by HOSPITAL (TI'«IIR mi l!>{R) 

By affixing 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 will in future avail of financial assistance from another NGO or any other source, for the same pabent/case, as we are 
requesting to get from Kosh1ka Foundation, lo the extent 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 to make up \he shortfall from another NGO or any other source. This 
confirmation essentially states \hat \he Hospital will not avail any duplicate assistance for \he same patient/case from any other NGO or any other source. 
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatment/procedure advised/conducted by the Hospital on \he 
patient, is based on the arrangement between \he patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence. the Hospital will 
assume sole & complete responsibility of the treatment & it's outcome & safety of the patient, and Koshika Founda\Jon will have no role or respons1bli1ty 
in the matter. 

PITT ~. nora.m 'ij;1 3lR 'll ~ q;J -~ ~II 'G f<irnll' t!gJl«IT ~ fuil;rrm 'ij;1 of@1 i, f.m W'! (TI'«!@) R"I 1l'6R 'G l!l"I q ~ 'i6«! i, 
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mil 3F! ft{ m<!i!U m 1ll fili"m 3l"l <R!ltf, "G -mT'lill 'ff-! <lil otf\f<1;]'{ ~ fflffi ti ~ ~ ll '!'IG! ~ olffiT t fili" ~ mftil m o<1<1 ~ ~ mil 

¾ 'ffi'q;JU m ll1 fili"m 3F! mf.R 'G m wrrr.rft1 

2. -~ ~- 'll .it ~ -mJllill q;c@ f<irnll' Jlllj@ W 1'1 'U'ft 11< TI'«IIR mi ~ ~ ~ 'll1 ~ 1T!I ~ 'q;T ~ 'U'ft ~ ffil!@ 

<t 'iWil 'q;J fc;-,pi tam·~~- 'Gm mil 1f<i;R 'q;J ~ ~ m ti ~ ffiil@ -q wfr <t lm;;{ ~ am 31A -..r-1 w lllil ~ wfr ~ ~ 

"'1 ml am "~· <1>11liTt 'j_li!'q;J 'l!1 ~ l« lJTl!i'I if m '51'it, 

Date of Surgery 

3JTtlm:! ~ • 

\ 1\11\j 

11-04-2024 

RECOMMENDED FOR ACCEPTENCE 
.. ~ 

Adjunct Consultant 

oplasty and Ocular Oncology Seril s 

• Regd No. 1007 45 

(Name of Dr. & Reg~rNi ~Wlttr - Eye Hospital 

~ <!iJ'lfllq ~q"d;;f, -:i. 

FOR INTERNAL USE of KOSHI KA FOUNDATION 

SIGNATURE of TRUSTEE 1 

~~I 

Director 
ocutoptasty and Ocular onco se es 
o·cector Medical ~~ucatlon ent 
/Name·, D~ijB!lfl8~~,m of Authorised Signatory 

Dr Shrolf's CIAA~pll\Qf~ll&Pital} 
. 'lfll<l11H~i!@~3lMiJU 

SIGNATURE of TRUSTEE 2 

~~2 
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__ )'· I t!i@ild31tft\N¥i&M&mi 
,;', , ,.,; • .-..- .. ._ Caring for the commu111ty since 1922 

,--:,;✓ ,-/;I \\:,', 
/I 1111 ' \~ 

I I I I\ 

30
1
h November 2024 

Dear Mr Tandon 

Greetings from D r. ShrofPs Chari ty Eye Hospital! 

Please find below attached estimate expenditure of Mast. Mohd Ali- E/1124/0255 

Estimate cost of treatment 
Dr. Shroffs Charity Eye Hospital 

Retinoblastoma Surg_eries 

Name Mast. Mohd Ali Address/ Kajiana, Bareilly, Uttar Pradesh-
229401 

Phone: 

DEL-P-24-08-4343 
MR N 

Age/Sex 9 months 

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

EUA(Examination under 2000 I 
1 18/ 11 /2024 Anesthesia) 

2 18/ 11/2024 Chemotherapy 2500 I 

Total 

Best Rega~ 

Dr. Sima Das 

Director 

Oculoplasty and Ocular On co logy Services 

OR. 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 

2500 

4500 

ALWAR e SAHARANPUR e MEERUT e LAKHIMPUR KHERI • VRINDAVAN • KAROL BAGH (DELHI) • MODI NAGAR • RANIKHET 


