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APPLICATION FORM FOR ASSISTANCE (Healthcare) K~hika 
~,H~l~i'tl mr_ ~ ~ (~~'G@) foundation 

APPLICATION No 

E / ) 1 '"2--½ I 02-61- ~c;~oN DATE : 1 2 f , 1 ) ~ 
Bu,ldmg block of life 

3Wk-,msm: 

NAME of APPLICANT : 

rs A-B 'I 
AGE-YEARS ~ -cf!f SEX@'T 

~ci,11]"1l" N )_c; HA- C' YfA-f<S Pf-(Y)frl ~ 
FATHER'S/SPOUSE'S NAME · 

~ci,11]"1l" AA ZAO C r-ATHf-1<-) 
PRESENT RESIDENCE ADDRESS cfllt!R 3WmWi 1lo1 

1.1., H Af-< A I P U r<'. 11, ~,:1_/ gA J H <., f H A-{\/ - 2.. 2.. 1 ''2.n < 
I I I ~ 'Iii 

---
PERMANENT RESIDENCE ADDRESS : ~ ~ 'qo1 

OCCUPATION : 
f-A--Q M E---P.. C f-ATHffi') I MARRIED (~} / UNMA~) 

~ 

TOTAL ANNUAL INCOME : (Attach Proof of Income) 

~ qJfflq; 3WI si 
,....,- ( f-A i h H< \ ULJ ,J (aw:! cfil ~ mir.f) 

PAN No~~ ml .. ,.,, 

ARE YOU AN INCOME TAX ASSESS EE (Tick whichever Is applicable): Yes/ No 

<P11 31l1i 3lTl.T <li1 WIT 't ( ;;it 'qF! 'ITT ~ ~ tfITT cfil ffilR WlTll I 'ITT/';ffi 

FAMILY DETAILS -qfum Wcro1! 
Sr. No. Name of Family Member Age (Years) Gender Relation with Applicant 

'ifi't!ml -qfum q; ~ q;J "lfll' '3,l' (cf'!) IB7l ~q;wi~ , 
A z. fl-f+--f J >v1 Y'riAIF F-A TH(-fl.., 

)... f'-1A-MlF-,uR 3'.l... l- f-(Y) f+ I F rn rJ I n F--f~ 

1 r .. q--1 , , c 1--1 f\J u rr, A n'.2- Pt=:-«1r:JLG "3 I< TC-R 

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable) 

~q;fffimfu3lft!R 

BPL Card EWS Certificate Ration Card 

~ (Attach Card Copy) (Attach Certificate Copy) (Attach Copy) f 

rRT<it t&r ~ ~ 11llJ11T ,r,r awq ~ qif Vll'J1ll-q'1! ~cnrt 3R<!iT{~ 
( if'lllJT -q'1! "'1 "iWII 1ml' tlw-1 <lit, ( Vll'J1lT -q'1! "'1 Wll1 1ml' tlw-1 cfit I ( Vll'J1lT -q'1! "'1 mill 1ml' tlw-1 cfit I 

"PURPOSE" for REQUESTING ASSISTANCE: 

~~~'!TQfcr-!mcfi1$: 

Sr. No. 
Medical Reports/Prescriptions Attached 

s!il!ffl 3W«IR'l~ ~ ijjTU qft TJt ~ ~ ~ 

, ,,. n1 A C..1 AJnS I C - (..<..F Tl !VOA JI c ,nHtt-

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES w-~~ ct ~<!,T{ 3R-mTl.Tffiq 3R'f'.Ticl~ @l!l~m? 

Sr No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED 

s!i1! ffl ~~qi! "lfll' ~ TJtlm7-«llmfl 

!\.,a+-

I 



~CLARATiON by APPLICANT ~ i:TU 'll1'l1'll -q-. II ender my App1tcatIon & ongoing assista:-:7 1) 1 h f I tatementw1 r ""'" 1 ereby confirm lhal all dela1ls in thts Form are True lo the besl of my knowledge Any a se s ,,., 
2 i'abte for reiec1ton/cancellat1on " r ose" as stated tn lhts Form. for which such ass1,1a~~~ ..J sotemnty confirm that assistance. tf received from Koshtka Foundatton. will be used only for the pu P · 
3 as requested by me /employer/insurance company. of the amour,, ) I hereb 

I other source 
1 Y confirm lhat I have not & will not tn uture, avail of reimbursement m part or 1n full from any or Whtch th ' • q:;j ~ , .. rs assistance Is requested . tit 11'U -«ITT'«l1 f.!T.'<! 'ill Wf>ii't ,1 
.) ij ~ <l>«ll{f<l; .ii lITT"'l ii R'l 111l <!'TI f<mui lltl ;;rr:iq;r(\ qi ~m'lll:ci~i1 'l!Rq;'tf fqq{Ul11,l!~ m«'I ~ -Wnl ti 
2

) -qt~ oll mTTl«IJ <1m "ffll<lil ~". 'll -.ii o!l -mi,~ offi om m,i q:;11lf<! qi fFrll WU of111Tll. °""~~_'II ~ TJ'm t am" m '!fclt2I -i; cim I 
3) il ~ <j;Uf1 t~ m @mil ~~111tR1 q:;j 11l't. 0<1 <1m 'q;j 31ilm<11 ~ mm n 3Pl~~ ~'l!" m fwl1 

-
AGREEMENT by APPLICANT ( ~ ~ 'ili(R) 

1) By affix,n d tion and it's Trustees to use/ ublts g my signature or thumb impression on this Form, I (Appltcant} hereby agree & authOrise Kosh1ka Foun a ranted, through any 
dp h/put-up/reproduce my name, address. photo & detatls of the 'purpose" for which such assistance rs requested/g f matron about 11's me tum, including b t t I t d t b 1 ' d/ d1ssem1natIng in or • u no rm, e O ver a . print. electronic for sol1cIlmg donations for KoshIka Foundation an or t f the "purpose act1v1l1estach e t s h 1 · l nt or fulfilmen o f 

I 
vemen s uc use O my photo & details can be made by Kosh1ka Foundation before or after my trea me 

or which assistance Is being requested d 
2) I (Applt t) f h t e ,s requested/grante , can urt er agree that any such use of my name. address photo & details of the "purpose", for which such assis anc . 

11 
t olely will not automat II f · the assistance wt res s tea Y entitle me or receiving or continuing the said assistance The decIs1on for granting and/or continuing 

wi
th the Trustees of Kosh1ka Foundation, and their dec1s1on 1s this regard will be final and acceptable to me 

t) ~ ,!'lf;l 'R &<R TI<lll\R <ll 3T1T3 "'1 met <'l'lm, 11 <~) 3T'r-ft m;tITTI "'1 ~ q;{ij] { ~ .. ~ -q;ra'm am - ~"qi]~ <ml t f<l;' i:ro 'IT'l, 

'«IT, m am o!1 f<muJ ~ ,!'lf;l -il -.:Afi«I t ~ "ffllq;J" 11:<lll "'ITTil. m, "ll'if'llflll ~ $ 'll ~ ~ :sm ~ <fi fFrll f<f;m '11 '!ltITT l!1U!ll 

'll 'lmlfur iR'I ~ ~ ~ tr llt 'l!'f;l 'q;t f<muJ -qt~ qi '!re <11 <IR 11 iR'I i IB'I. "~ ~" " "'ITTil ~ ti 
2) II (~) ;l'! <lIB ~ ~ { ~ 'll'U 'fltl, '«IT, ,m) 3fR f<muJ 'Cl!)%~ qi~ 'll Jll1'lit t mt s<fcl : ~<!ii~ '!ti q-{@11 ~ ~ -q 
"~" 11:<lll~ ~ qi! f.iof<i 3ITTIII ~ ~ mr 

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 

~<firnlm'll~q;yf.!m ------3-11~ \ 2t 
AGREEMENT by HOSPITAL (~~q;m) 

By aff,x,ng hereunder. signature of our Authonsed 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 pat,entlcase, as we are 
requesting to get from Kosh1ka Foundation, to the extent that such assistance Is granted by Kosh1ka Foundation . 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 
confi rmation 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 Kosh1ka Foundation Is only financial in nature The choice of the treatment/procedure advised/conducted by the Hospital on the 
pallent. 1s based on the arrangement between the patient & the Hospital. and Is in no way influenced by Kosh1ka Foundation Hence. the Hospital will 
assume sole & complete respons1bI1tty of the treatment & it's outcome & safety of the patient, and Kosh1ka Foundation will have no role or responsIb11tty 
in the matter 

~ .m~. ~em en'! ~ .i -qr,rr:)fUli'r qi] "ffl]q;y ~" ~ fcmr<r ~ ~ futl;ifm "'1 .mil t. m ~ (mo@) f.!9 ~ ~ lfF'I " ~ .rn t1 
1 > ~ f<l;' "m qr!1lR am"~ ~ -il fcmr<r ~ fl!,m ~ ~ ~ <ll f<l;m WI m ~ o<l<l wit/ill'ffi "!l w'l <ll ~ ,t t ~ % ~ "ffllq;J ~" 
.i ~ '3qij qi~ 'ii"~ ~ 11 ~ m tu f<l;' ti~ "ffllq;J ~

11 

~ 'lml«ll f<Rfu 3'1fu.l;,1m1 ~~'It\~ ofll!1 t m 3Wll!1<'I 

f<f;m 3Fl rrr ,wi;m m 111 f<f;m 3P-f ~ .i lm'lll1 m <!ii ~ p ffil!1 ti ~ \fu -i; ~ 'q;{l ofll!1 t flii 3W@@ miTq m ~ wit/ill'ffi ~ fl!;-m 

rrr ~ m 111 fl!;-m 3Fl l!l!Ff .i 'It\ m1WTT1 
2. "~ ~- .i ffi 7T{ lm'll!1 ~ fcmrq Wli@ 11>1 ll wit 'l< ~ ~ i;\ tj ~ l11 fll;-q 'Tl)~ 'q;j 'fll1I wit ~ ffiilffi i'"" <!ii~ tam .. ~ ~ 11 ~ mt 'll<lill <!ii <!iW ~ '!ti ti~ TI'loIB 11 u>il qi~~ am 311'1 ;;JR "'1 ma f.fl:srou wit ll:ci TI'«IIB 

11,1 m,ft am "~" <!>1 '1fiW "1flm 111 ~ ~ -qr,rr:) "ll 'Im mll 

RECOMMENDED FOR ACCEPTENCE 

~<fi~~ Dr. SIMA DAS 

Or. CHHAVI GUPTA """" l=~ Date of Surgery Oculoplasty and Ocular oncolo ervlce 
31TIITTR 'if>1 rITit& ~ Adjunct Consultant, Director. Mectlcal Education Oep ~ 

'2, \\ \\,~ 

ty and Ocular Oncology Services (NamtR~,oaoos\ Stam f Authorised Signatory 

(Name of Or. & RQ~~~~,J:~ospltal 
Or. Shrotf's Charll'1)11~Hospltal) 

~"ilil,Tll ~ . . ~q1R~ ~ ~ 

FOR INTERNAL USE of KOSHIKA FOUNDATION ~ - 4 
SIGNATURE ofTRUSTEE 1 SIGNATURE of TRUSTEE 2 

~~I ~~! 

f:i- -·JI b ~~ 
-

18-08-2024 



Or. Shroff's Charity Eye Hospital 

, : ' 

30 November 2024 

Dear Mr. Tandon 

Greetings from Dr. Shrofrs Charil) Eye Hospital! 

Please find belo,\ attached estimate expenditure of Nisha- E/1124/0267 

Estimate cost of treatment 

Dr. Shroffs Charity Eye Hospital 

Retinoblastoma Surgeries 

!Jr Shroffs Oa 0 :y Eye Hosp la 

De1h1 s 1'101-1 NASH Accred,ted 

Name Nisha Address/ Teeg,Bharatpur,raiasthan-321203 

Phone: 

VRN-G-24-10-0887 

MRN 
Age/Sex 6 years 

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

Genetic Test 20000 I 

1 21/11 /2024 

Total 

""'"'•¥ 
Dr. liima Oa~ 

Direc tor 

Oculopht\ty and Ocular Oncolog) Services 

DR. SHROFF'S CHARITY EYE HOSPITAL 

5027. Kedm Nrilh RoM DaryagilnJ, New DHlh1-110002 lnd1a 

Ph - 011 4352 4444 4352 8888, Fnx 011-43528816 

E-mail sceh@sceh net, Website www sceh net 

OTHER CENTRES 

Female 

Aprox. Cost 

20000 

20000 

Al WAR e SAHARANPUR e MEERUT e LAKHIMPUR KHERI e VRINDA\IAN e KAROL BAGH (DELHI) e MODI NAGAR • RANIKHET 


