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APPLICATION FORM FOR ASSISTANCE (Healthcare) K~hika 
~ijJl:JqJ ¾ ~ ~ (~~) 

foundation 

APPLICATION No. : 

E lt 11-L/ / 021 b =c:;t DATE . 2 0 J 11j'29 Su1ld1ng block of lift 

~m§l!T: 

7 ~ ,-
NAME of APPLICANT I • 

AGE-YEARS ~ -'lf'i SEX fwr ~ _ _,, 
~ciiT"IJ'I! tilY-1-A rJSHU 

~ Yf-MS MALE 
FATHER'S!SPOUSE'S NAME : 

DH r1--I\J V f E-f<... ~IN ct H C /:/JTHE-R) ~~~ 
~<f;f"IJ'I! ~ r.a 

PRESENT RESIDENCE ADDRESS ~~ 't@T ,, ~ -· ; 

.lll fl ltC..,~ nnu,.u H 1)1 '.lf< l Cl ~Hl-11:Llf.lH.ftt.,Jt-'UI< -
JTTfu"<. µR'f-1 n,:: ~ H --. z._'13'1 on -

PERMANENT RESIDENCE ADDRESS . ~~!fflWI 't@T 

_, 

OCCUPATION : 

l.J) (3 0 () I<.. f-R.. C 1-- A, JiE-f< \ J MARRIED(~)/ U~D (~) 
o!'fc!m'q 

TOTAL ANNUAL INCOME : 

Y½ e-uu { - )(Attach Proof of Income) 

wi~~ £iJ T_ H E-f<-. < m cn1 ~ m,r.t) 

PAN No. ~T§@lffl 

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever ls applicable): Yes/ No 

~ 3lJ1i ~ ~ ~ ! (;;rr ~ ~ ~ 't!l: ml ciiT fun, Willll -gi I -;m 
FAMILY DETAILS ~ ~ 

Sr. No. Name of Family Member Age (Years) Gender Relation with Applicant 

inllffl ~<tfflciil'!Tlf '3'!l (ci'I) IB7J ~qi'W,Wqt! 

{ ' fJ H .t1 N VE 1-1<. ::> ') 'l"-1ftl ,-.. J-'.. A 1-il=i--' 

~ _l'-/Fl-1..tf:±::'.1 ~_'-1_ ..t:E::£n8 I .F ~ c)TH F-1<. 

,.~ . 1<.t± (<'"Tu<. _0 Lt -1!)A-J j.:. H, r2 n..I H £:±!..-. 

_l--1 ' _:_ \ 1:1 J...i JL l l , u Fi fY\f1 L F l.JNC..t ~ 

BASIS for REQUESTING ASSISTANCE (Tick whichever Is applicable) 

~<tfu"lff?Rfd~ 
' 

BPL Card EWS Certificate Ration Card ~r 

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

7JUcfr ml <t ~ 11IJT1l1 ~ 3w't3lfll<l1fJ1t11171'!a ~q;rt 
3A <!iW ~ 

(Wlf171 'la ,lft Wll '!mf m'l"I q;t1 (J1t11171 'la q;'\ Wll Wd ml"! q;t1 (Jl'llTUl 'la q;'\ mqr )I@ ml', q;t1 

"PURPOSE" for REQUESTING ASSISTANCE: 

ffll«IT tu~ lfit fiffcft ciiT $: 

Sr. No. 
Medical Reports/Prescriptions Attached 

si;.r ffl ~ ~ -;;JIU cliT rrt ~ ~ mir.l 

I • ()JB <--I NnS.. I (, - I< f 11 E-J.~ I~ Lf-1:) ln M f+-

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES 
fvO 

~ $ qi' ti_ <!iW 3R t1lJ'l@I g 3R Wff ~ ~ 1llll -gt? 

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

ifil!ffl 
~ l'iITT! <li1 ,rq 

ffi rrt ~ 'Um 

1\1 ~ ' 
I 



DECLARATION b ~ WT '11'1"TT 'I'! 

1 Y APPLICANT '. more Truo 10 tho bast or my knowlodgo Any !also Slill0mcnt will render my Applic,,uon & onooin~., 
) I hereby confirm lhal all dcla1ts In this For ,,,.,.,,, . 

2) \•able for reJect1on1cancella11on • 11 received from Koshika Foundation, will be used only for tile "purpow" OG ,tntud In tlus Form !or whIc1t •uc~" , 
solemnly confirm that oss1stor11.;e ~ '''"', 

~3~as requested by rne & ill not in future avail of reimbursement in part or in full. from ony other source/emptoyerMsuranco company ol u c, 
) I hereby confirm lhat I have not '" · "1 "'"'""' 

for which this assistance Is reque5ted a --' ...,.. . 

1 > i\"""'" < f.l; m<'l ~ roi lTQ 'R'1l fflcTTUl ~o ~ '11 ~ mq 1lll milt, '11~ ,M fclmu1 -o:ci .., ... '" anwi 'qf'lf1 o]@1 Q "' "" Ul!T'lill f.ri:,;, <ls\ "11 ., '•l\\ h 

2) ~t mi -;;i)~ : .. ~ ~", "\1 <i\ ;;fl tt\ t_ <ffilli1 olflTI'11 o,11 o~fll !6t "i!'~ ~ ft;t'l) f.1,q1 -tllf'TI, o1) l(t illt-'1 -q 'HI TTlTI 'at 

3) i\' ~ '""'1 ( fl!; f.;ru mT!@1 tu T1\\' 1ll'R1 <ITT ,yt *, ~ '\1fu "" i1i~r.; 'Ill Wli\'l ffl f1l;;fl 3T"l -arntf.rl)'.i,r,r.ftin ~ 'tt :I 111 fum * am " ~ \lm,21 if 1:{rt11 

AGREEMENT by APPLICANT ( ~ mu ~r() 

· I K hlka Foundation and It's Trustees to 1) By affixing my signature or thumb 1mpressIon on this Form, I (Applicant) hereby agree & author se os d th h 

use/publish/put-up/reproduce my name, address. photo & details oft.he "purpose" for which such assistance Is requeSted/grante 
1 
· f rougli nanybollt it's 

. ' F d tion and/or disseminating n orma o a medium, including but not hm,ted to verbal, print, electronic, for soltc1ling donations for Koshlka oun a t r fulfilment of the "purpose" 
act,v,t,es/ach,evements Such use of my photo & details can be made by Koshika Foundation beforo or aftor my treatmen ° 
for which assistance is being requested 

I 
q esled/granted 

2
) 

1 
(Applicant) further agree that any such use of my name, address, photo & details of the "purpose", for which such assisl~nce 5 ~: u e will rest sol~ly 

will not automatically entitle me for receiving or continuing the said assistance The decision for granting and/or continuing e assis nc 

wi
th th

e Trustees of Kosh1ka Foundation, and their decision is this regard will be final and acceptable to me 
1
> ~ im iii: 3N-l -mim 'II! 31'tra i6t WI~. if (3l1Wf;) m ~ q;1 ~ 'lliUll ( ~ "~ 'liTfflR .mi: m ~ "-q;) ~ <li«f1 ( flr. iru ,rrr, 

'f<ll, ~ -am ;;ii ~ l{l im il fit, '3'Q "~" ~ "'ffift, m, 'lRl'lll'II wt~ "\1 ~ TITT11&r~ 311'( ~, -it ft:r!) f<fim \TI 'lrITT( 1l1"1ll 

'tt ,imfuJ '1n(,J ,t ~ ~ -t, l1't ll'f.f q;r ~ l1't ~~'Im 'II!~ -q ,rn 'it~ "'lilfuq;i ~" ?I "'ITTft 3Tf~ t, 
i) '4 (~)~'ii@ ,t ~ { flr. lfU 'IT'!, 't@l, ffl am f.root -.i) flr. '!'lmllT ~~,!Rt m) 'l«<!: ,m,«U <lil ~ ,ti 'iR!llll ~~"I~ 
u~,, "l(qtl_ ~ ~ q;r R1lT!I 3ffilT{ 3ffi illW<f;TU mTI 

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION · 

~,t~'!!!~.;rf.!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
) 

th
at we neither are presently nor will in future avail of financial assistance from another NGO or any other source, for the same pal1enVcase, as we are 

requesting lo get frnm K?sh1ka Foundation, to the extent that such assistance Is granted by Kosh1ka 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 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 pat1enVcase from any other NGO or any other source 

2) The assistance from Kosh1ka Foundation 1s only financial in nature. The choice of the treatmenVprocedure 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 Kosh1ka Foundat,on. Hence, the Hospilal will 

assume sole & complete respons1b1hty of the treatment & it's outcome & safely of the patient, end Kosh1ka Foundation will have no role or responsibility 

AGREEMENT by HOSPITAL (~ mi <li'Ul) 

in the matter. 

~ ~. mrmt .it 3lT{ ,! ffl/U'IT <f;1 "fflf<fil ~" "\1 fcmrq ,ffll!ffi tu ffi1lilfuT <ITT -ii@\ t, f.;m 6'! (~) f.fct Jlq;f( ,! tfRl q ~ ~ t, 
1> ~ flr. '! m mf1ll'! -am-;i m 'Wl"lif fl.lffil!~ flr.m ¼m<6T(I ~'II! flr.m 3A m 'l!o<lil'U'fifllllR'!il-AA 'll1 .t,t t. ~ flr.rn "~~" 
-a~ o<I<! .t tll<l"' if "fflf<fil ~"~~tu flr. ti~"~~"~ lITT«ll mm 3Tifu<t;~ tu~ m fll;iu ;;irai t m 3Wf<I@ 

flr.m 3r-,:1 itt wm1 m 'll1 f<!im JR lRmR ,1 .mi:@! w) <lil ~ Wf°l\«I W<ll t, ~ ~ 11 ~ ~ ;;irai t flr. 3W«1IB mlM ~ o<l<l 'U'fifllllR'! tu flr.m 
itt wmT m <11 flr.m 3PI mtR 'l! "Im ~I 

2. ·~ ~" -n ffi '11{ mrm "q;q'(i f<lfirl 1l<lifl! .it t, 'U'ft 'li: ~ ~ ~ 11-{ ~ ll1 fll;q >rq ~ .;r 'fll<i 'U'fi v:<1' ~ 

,t ~ <Iii fqcrq t 3ITT' "fflf<fil ~" IDU flr.m >l<liR <lil <ITT{ ~ ,ti t I ~ TIX@@ 11 'U'ft i ~ '\FS,TI ~ 3lR olR .it mt\ f;ra)eyu 'U'ft ~ ~ 

".it m 3ITT' .. ~ .. ii>'\ <fill ~ '1l'f ~ ~ ffl 11 ':f&'t mt, 

Date of Surgery 

31Tl!WP!il ll!fug 

/-?-\' '\''1 

11-04-2024 

RECOMMENDED FOR ACCEPTENCE 

~~ 

· junct Consultant, 
and ocular oncology Services 

• 'Regd. No. 100745 
(Name of Dr. ~l@ToNts. OJlfflllJl~Ospltal 

~qij,fllciramc1'(f.f. ,. 

FOR INTERNAL USE of KOSHIKA FOUNDATION 

SIGNATURE of TRUSTEE 1 
-:imIT ram I 

Dr. SIMA DAS 
Director 

Oculoplasty and Ocular oncolo service 
Dire tor Medical Education De 

1Na'mef\Qaoi!JMtllili'&ISta of Authorised Signatory 
Dr. Shrolf's Charll)TfllOl\fflti ½\ospilal) 

,fl! q 'tR ~ 3TI!.f<lio 31ftfclim 

SIGNATURE of TRUSTEE 2 

~fflm2 



3Q'h N 
ovember 2024 

Dear Mr i 
· andon 

Gt·ectinos f 
"' •·om Dr. Shroff' 

Please fi s Cha1·ity E: , 
tnd below att I Ye llospitaJt 

~l~ • 
estimate ex . 

, Pend,ture of 1-I· 
unanshu- E/J 124/0270 

Estimate co 
D~Sh~Wsc:t~~e~mem 

r---_ 

~ital ,__ oma Sur eries 

Nan,e -
Himanshu 

Address/ 

Dr Shrott· · 
De1h, •s s Chanty E 

Nov, NASH Ye Hosp11a1 
Accreo,1eo 

-
Village Dhuria o· t . 

Phone: Pradesh-2432Q~s net Shahjahanpur, Uttar 

MR N 
DEL-G-23-07-
4198 

Age/Sex 
6 years 

S. No. 
Treatment 
date Items 

Cost per 
Unit No. of unit 

1 
2211112024 

MRI 
6500 

I 

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 

-

Male 

-

Aprox. Cost 

6500 
-

-

6500 
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