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APPLICATION FORM FOR ASSISTANCE (Healthcare) Ko~t-iLka 
~~1~('11 ~ ~ ~ (~ ?Tgtw-J) 

foundat Or 
APPLICATION No .. E/ , ':iy I 0'2-6~ 

1 
APPLICAT!ON DATE . ) 

1
, , r , i --'C"2'6...,,Jr/ .... , 

~.min : 
~ ftl~ e, - ' 

~ NAME of APPLICANT . 

Pis IF A 
AGE-YEARS ~-'-r-1 SEX p'7T I ~ "if;J "IJ'll 

LJ y E--ft--().5 "r-rnp, l ~ ..... 
FATHER'S/SPOUSE'S NAME : 

NAZ.MUDD! N L f-ATH E--R) mT~<1il"IJ'll "I( II' 

PRESENT RESIDENCE ADDRESS 'iflfl1'R 3!Rffim ~ 11) 
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PERMANENT RESIDENCE ADDRESS . ~ 3W-ffiW.! "qffi 

,, 
OCCUPATION : 

G A-R 6 E-R.. C F-A T r1 E--R ) MARRJED (~ / U~ 
1
~) ~ 

TOTAL ANNUAL INCOME : 
(Attach Proof of Income) 

I 

~'11lm3Wl 1 ,. 0~ &-CN> (~ATHE-R) ( ~c!il'Z!f,9.:ITJ;;rr;J) I 
PAN No. ~ "WI! ffl I 
ARE YOU AN INCOME TAX ASSESS EE (Tick whichever is applicable): Yes / No 
~ 3ll1l 3Wl ~ ~ i <;;rr 1IR m ~ 'C!1: mi c!il mrr:; wrr41 ii n i r 

FAMILY DETAILS 'lffiqR ~ I 

Sr. No. Name of Family Member Age (Years) Gender Relation with Appl!carrt 
ifilfffl 'GWITT<fi fflc!il "IJ'll -a-'!! (qq) fu'7I ~ ~ ~ ~ , 

1JA7M1/ r , n I IV '.l, ~ ~u= Mf- C--1-i T HH< 
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I 
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BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable) 

~~~fcr=lfu3lltm 

BPL Card EWS Certificate Ration Card 
~er 

(Attach Card Copy) (Attach Certificate Copy) (Attach Copy) Bas1s/Proof 

lffiift mr ~ "IN "lr!f1'l -q;r ~311'-!wf;,rq;oJ'tfa ~q;ft 
of-« ~ tW-;<l 

('lf'llUl '!!a <lil ~ '!ml ~ l!iti 
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"PURPOSE" for REQUESTING ASSISTANCE: 

~tu~7llff<r-@Tc!il~: 

Sr. No. 
Medical Reports/Prescriptions Attached 

ifilf ffl ~~-;;{!Uc6T~Wf<m~m¥1 
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ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES l/,--
~ ~ i t<t q;T{ ,;Pf~ f<iim ,;Pf Bfio ~full!~ m? 

NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED 
Sr. No. ~~~mft ~m ~.mi!"'1"'fltl 

fl _a.--

V'' 



,-------""'.":"-:-:-:::--:~~~;;;'11'1"11~ "<111: 
false statement will render my Apphcallon & ongoing 

DECLARATION by APPLICANT ~ True to the best of my knowledge Any a~~,."' l) 1 h b r. that all details In this Form are 
I 

f th "purpose" as stated in this Form, for wh,ch & "'., 

ere y con11rm 
w II be used on y or e ' 

u~h 

hable for reJect1on/cancellat1on. 
11 

received from Kosh1ka Foundation, 1 

a,,,,,. 
2) I solemnly confirm that assistance. 

or m full from any other source/employer/insurance company, 
01 

was requested by me & will not in future. avail of reimbursement, in part ' I!\~•, 
3) I hereby confirm that I have not d 

wn ;;i@l t m ,ro <loT'@1 ~ 
for which this assistance 1s reque

st
e 'll'TI f<mul iro ;;rr'l'fiTU <Ii' 31jm{ m'I v;<i <ft\ l1 'lf<:: q;'\f ~ ~ <PA 3lm'l1 . <Ii\ "11 ~ \ 

I) ~ "ll'ilJIT <li«f1 ( f.l; ~ ~ it K'1 TJ1l o<!'ll1"1 '3'm , <ITT ilf<I <Ii' fu,) f<l;m -.rrqin, ./1 ~ 'llT(o."l ij 'lU Tl'llf !1 1 
2> itt 'Gm ';;it -mT'lffi um"~~",~ 'ffi "11 '{t\ t -ami ~ tt.m f.l;m w:i 'lml~/;;ftlll <lilXl'TT ~"Im IB<l1 t am" m ~ii~. 
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3 
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AGREEMENT by APPLICANT ( ~ 1.R1 <!im) 

& th rise Kosh1ka Foundation and it's Trustees to 
1 l By affixing my signature or thumb impression on this Form, 1_ (Applica~t) herebr ?reeh :~uc~ assistance is requested/granted , through any 
use/publish/put-up/reproduce my name, address, photo &_ details of t~e purpose ' ~~r:~~hika Foundation and/or disseminating information about ifs 
medium including but not hm1ted to verbal, pnnt. electronic, for sohc1tmg donations d t' b fore or after my treatment or fulfilment of the "purpose" 
act1v111e~/achievements. Such use of my photo & details can be made by Koshika Foun a ion e for which assistance 1s being requested 

f th , r ose" for which such assistance 1s requested/granted, 
2) I (Applicant) further agree that any such use of my name, address, photo & details 

O 
• 

1 
e iu p t' nd/or continuing the assistance will rest solely 

will not automatically entitle me for receiving or continuing the said assistance The decis on or gran mg a with the Trustees of Koshika Foundation and their decision is this regard will be final and acceptable to me. 
-# ..... , 

-;:qm\m II ' -= 'cfi«IT "'~ 'i\l "!ft! 

I) ~ 1J'r:! 'I\ 31"R ~ lit 31ll3 q,'\ 'IJ1't 'l'!"m, if ( ~) 3l'!'lT ~ q,'\ ~ <fi'{ffi \ 'l{ci "ffllqij 'fflTI"I am~ c!i1 sn1-.. ... 1" , '«IT, ffl am: .it~ ~ 1J'r:! 'il • t '3<l "~" ~ ~. -ey;{, ~1m ~ ~ ~ ~ ,1mfilfi1llf am~ "if,' ~ f<lim m ~ ll1WI ~ 1l<l1ftl 'q;"{'J ~ IB1t ~ t, -qt 1J'r:! qiJ ~ -qt ~ <Ii' m lit <Ill( " cfiB ;r; IBit "<lilml!i1 'l'il'mR" ~ ~ ~ t, . . 2> ~ <~> ~ ~ ~ ~ t f<li 'l1'U "fl'II, '1@1, ffl am~ .it f<li ~ t ~ ~ n t ~ ~= ~ c!i1 ~ ,m <R@!I ~ 'W<!ll -q " ~" ~ oll<li' ~ qiJ f.rolll ~ am <l!t;qqijij m1 
APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : ~<li'mAA 'II 3i'j_3 qiJ fuTA 

AGREEMENT by HOSPITAL (~ b1U 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 patient/case, as we are 
requesting to get from Koshika Foundation, to the extent that such assistance 1s granted by Kosh1ka Foundation. If the requested assistance 1s not granted 

by Koshika 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 patient/case from any other NGO or any other source 
2) The assistance from Koshika Foundation 1s only financial m nature . The choice of the treatment/procedure 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 respons1b1hty of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility 

1n the matter. 

~ ~. ~ qil am~ l!flR'lrorit <!i'i ·~ ~" ~ fcmlt! .mlliTI ~ fuq;Jfuj q,'\ <!@! t, m ~ (ffi<I@) f.!"! 'll<!iR ~ 'tlR " ~ <lml t, 1 > 'qi ~ " m mftll'! am "I -tr ~ 'il Mc!l! ffll@l f<lim ~ ~ ~ lit 1lnm 3Fl BU<! ~ ~ wit/llll@ 'il m l:11 ~ ~ t ~ ~ rn "ffllq;l ~· 
~ ~ ~ t W<!1-.I -q ·~~"mt~~ f<li ti ~ "~ ~" b1U ffll@l mfll ~~~~"Im~ 

'51@1 t m 3W«I@ 
f<lim 3PI fR ~ m 'll1 f<lim 3PI ~~ ~ .mirnr ~ 'lli1 o!NlliR ~ ~ ti ~ \fu -q ~ ~ ;;i@l t f<li ~ ~ ~ ~ wit~ tu f<lim 
fR ~ m 'll1 f<lim 3PI m~ ~ -am W11fflli11 
2. "ffllq;l ~· ~ m ~ ~ 'q;iffl f<ml?l V<ljfu qil ti wit "'~ b1U ~ 11{ ~ 'll1 f<li'4 'lfq ~ c!il ~ wit ~ ffiij@ ct .tR c!i1 m'!l t am "ffllq;l ~" mt f<lim 'll<!iR c!i1 ~ ~ ,m ti ~ TIX@@ 1t wit ;r; ~ ~ am 31A -IA qil 11m ~ wit ~ fflo@ 
qil ~ am ·~· q,'\ ~ ~ lit ~ ~ l!flIB -q "!ti m11 

Date of Surgery 
3lflITTR q,l • 

')_ :i. \ \ t\,'I 

11-04-2024 

RECOMMENDED FOR ACCEPTENCE 
~ IBll: ~ 

unct Consultant, 
Oc d Ocular Oncology Services 

Regd. No. 100745 
(Name of Dr. ~R~oltG.Miti\CjlBl'lliJospital 

~'iliJ,lllq~qmJ, ,. 

FOR INTERNAL USE of KOSHIKA FOUNDATION 

SIGNATURE of TRUSTEE 1 
~~8:nl 

Director 
Oculoplasty and Ocular oncolog1~in:.v1~ 
Dire~tor, Me~cal Edu.catl~ eoa, nt 

\NameReU~l_lffi~:l;;tam p;~thorised Signatory 
Dr. Shroft•s ChariAA: G \~~,liosp1tal) 

,111 q ~ C 3li'~ ~ 

SIGNATURE of TRUSTEE 2 
~mm 2 
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" November 2024 

Dear Mr. Tandon 

Greetings from Dr. Shroff' s Charity Eye Hospital! 

Please find below attached estimate expei1d't f A ·c E/ 1 ure o s11a- 1124/0269 

Estimate cost of treatment 

Dr. Shroffs Charity Eye Hospital 
Retinoblastoma Surgeries 

Dr Shroff s Chan~/ Eye Hr,srJ1tal 
Delhi 1s Now NABH Acr,rr,dilcd 

Name Asifa Address/ Viilage Gajraula, Uttar Pradesh- 244235 

Phone: 

DEL-C-22-01-1071 
MRN Age/Sex 4 years 

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

MRJ 6500 1 
1 22/11/2024 

Total 

Best Rega~/ 

Dr. Sima Das 

Director 

Oculoplasty and 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 

Female 

Aprox. Cost 

6500 

6500 
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