
APPLICATION FORM FOR ASSISTANCE (Healthcare) K~hil~a 
~~l~i:11 ~ ~ ~ (~~) f ou ndat ion 

~PPLICATION No.· 

~ m,,s,;i : C{/1 1 l f J O} S ;5 =c:i;oN DATE : I g / i I j ') -Lf 
8v1la,ng bloo. ot lrft 

NAME of APPLICANT • l, 
AGE-YEARS a;rg-wf SEXffl"l 

~~ <f-1 1Tll I 10HO- S fh\..,1111'2. 
Lf YE-ft-RS (';1 A LE 

FATHER'S/SPOIJSE S NAME : 

l1. SAM.ff R. ( fA"TMtR) ml~<ii!~ 

PRESENT RESIDENCE ADDRESS cftftlR 31TamT!l -qm 
~ -V I I I A l tl- l)HHN,<.. f-1(< (}/ IR f'l I C.. ! I< l r T - \ f'\Hf-, "'1.1~ 1/'/:J. 

, 

l\111-\l-l. ~, 1-H\ r H- -\ \,\ l.4 -=¼- 6 6 1 ---
~ 

PERMANENT RESIDENCE ADDRESS : ~ ~ "Im 
._ 

1/ 

OCCUPATION : 
Tf\ l LOR (__ STE:-f- F Al"Hb-R) I MARRIED~)/ UNMA~~) olfclW! 

TOTAL ANNUAL INCOME : 
I 2. 0 9-0-i) ( S ):ttach Proof of Income) 

~ cffllfcli ~ 
,I TEP - FATH~ anll <li1 ~ tlW'f) 

PAN No. ~mot~ 
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FAMILY DETAILS ~ fc!q(1l'r 
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BASIS for REQUESTING ASSISTANCE (Tick whichever Is applicable) 
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ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES 
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AGREEMENT by APPLICANT (~ ~ q;m) 
h ka Foundation and it's Trustees to 

1) By affixing my signature or thumb Impression on this Form, I (Applicant) hereby agree & authorise Kos 
1 

. tedlgranted through any . • h' h h stance 1s reques ' . , 

use/publish/put-up/reproduce my name, address, photo & details of the "purpose , for w 1c sue ass, di d' minating informal!on about 1t s 
medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation an or ':t t or fulfilment of the "purpose" 
act1v1ties/ach1evements. Such use of my photo & details can be made by Koshika Foundation before or after my trea en for which assistance is being requested. 

. h stance is requested/granted, 
2) I (Applicant) further agree that any such use of my name, address, photo & details of t~e "purpose", for which sue_ ass, the assistance will rest solely 
will not automatically entitle me for receiving or continuing the said assistance. The dec1s1on for granting and/or continuing with the Trustees of Koshika Foundahon, and their decision is th,s regard will be final and acceptable to me. 
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APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : -~--~~ 
AGREEMENT by HOSPITAL (~ mt q;m) By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Kosh1ka 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 patienUcase, as we are 
requesting to get from Kosh1ka Foundation, to the extent that such assistance is granted by Kosh1ka Foundation. If the requested assistance is 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 will not avail any duplicate assistance for the same patienUcase from any other NGO or any other source 
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenUprocedure advised/conducted by the Hospital on the 
patient, is based on the arrangement between the 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 Foundation will have no role or respons1b11ity 
in the matter 
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RECOMMENDED FOR ACCEPTENCE 
-~ ,,...._ lffi ffl:fu Dr. v ,..~..,, "' .., 

f"\ ('- 1, . -
" Adjunct Consultant .., . -Date of Surgery 

'" ~ 
~i!il- ~lasly and Ocular Oncology Servi s Oculoplasty anc · ' ,,v :i\--"'erV s ~o\' \\~ 

Regd.No, 100745 
Dl<!Nl!ln!/1!\!l~f ~ of ll')thorise<! Signal•~ 

Dr. Shrott'S ~hari~ Eye Hospital (Name of Dr. & Regn. No. wit S amp 
Or. Shr:i~~f ~=p~ 

61<Rl:clil1fllq~qWif, 1. 

FOR INTERNAL USE of KOSHIKA FOUNDATION 3lRIITTi fflll ~ 
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30'' November 2024 

Dear Mr. Tandon 

Greetinos from D Sh 
"' r. roff's Charity E~·e Hospital! 

Please find belm, att I d . 
ac ie est11nate e:-..penditure of !\last. I\ kihd S,1111ar 

y < El i I 1•1/0 1~8 

Estimate cost of treatment 

Dr. Shroffs Charity Eye Hospital 

Retinob/astoma. Surgeries 

Name 
Mast Mohd Samar Address/ VIiiage Dl1a11karp111,Dlblrlcl 

Saharonpur, Ultt1r PrntloHh 

Phone: 

DEL-G-23-06-5210 
MR N Age/Sex 4 years Male 

-

S. No. Treatment Items 
date 

Cost per No. of unit Aprox. Cost 
Unit 

EUA(Examination under 2000 I 

1 20/11/2024 Anesthesia) 

Total 

Bost R,gV 
Or. Sima Oas 

Director 

Oculoplasty and Ocular Oncology Services 

OR. SHROFF'$ 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 

2000 

2000 
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