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APPLICATION FORM FOR ASSISTANCE 
- ---

(Healthcare) 

K~hika 
--

~~1~or ~ ~~ (T.ilJT1:.V.P-I '?.'!J'lfr,,j) 

APPLICATION No 

E / I 2 'LL/ / o J O 2.. 

foundation 

~m§l1r: 

/ APPLICATION DAT!: o 2 / ') ~ 
~ fuiil / . i.y ~ bc,1111,,,~ t,,k,t, ,ft 1 ~ 

NAME of APPLICANT 
M f5 T. -z: fl IN CF-tAuoHt ~Ge.YEARS m-q ?.!'I, s1:x fr.frr 

~<fiT'!Tll' 

I~ 
llf'l1,s VE-frRS'(hALF 

FATHER'S/SPOUSE'S NAME 

~HflH/0 fl N vv fl-R. { ( flTrt f-p) 

Mm~ lli1 :rrq 

' 
PRESENT RESIDENCE ADDRESS arfrir:r ~ "till 

f-llA/1) ,,... J L/ "":l.- t Al I NO '::) r P. / 17( K Kl I< TPIJ (,! 

I ~HAH'OA-O ,q. LJf I f--1 I - fl 170QlJ l\... -~, 
PERMANENT RESIDENCE ADDRESS : ~ 3lTl!ffit!r "ml 

... _ ~ 

OCCUPATION . ~RIVArE. Jl>8 /.PM1~ I MARRIED(~) I UNMARR~ 

~ 

TOTAL ANNUAL INCOME: 
l,~O, 0OD (Ctqiftt) 

(Attach Proof of Jrycome) -

wrfflci,~ 
(3WI "ifi1 ma,q '1Tc'fl'1) 

PAN No.~ '&Trll ffl 

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicable): Yes I No 

~ am ~ <Ii\ ~ t (;;rr ~ m ~ in l1it "ifiT f.mR ~, ~ntt 

FAMILY DETAILS 'C1R1.iR ~ 

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

51,Ifffl - 'C1R1.iR cl} ~ ifiT 1f?l' 
;rg (cflf) @'TT 

3l7li?qi<fim'lfzrq!f 

' . :::.HI/H/1) .H/1..J v\J fH( ~~ 
Ml'//~ /:. ✓ ITH,--1<. 

L- I I< fH'-1 {\f(<;J-if.1 
") ~.::; I-' F-mf-J /1- ..... IVJ/11 n IF-

BASIS for REQUESTING ASSISTANCE (Tick whichever Is appllcableJ 

~ cl} @il fcAfu 3Tit1R 
r ~ 

BPL Card 
EWS Certificate 

Ration Card 

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

11Uirhm<t:iNW!fll'f1T;! 3lF'l' 3l1ll q7f JTllrVT Va 
o«lfi 'ifiTi 3R<filt~ 

(W!l17f lj';I 'q;7 ;§T!!J Jml ~ q;t, 
( w:,p1J 'l':i 'q;7 ;§T!!J Jml 'ffi'rT'! if;1 / ( w:,p1J 'l':i lii'I ;§T!!J 11frr 'ffi'rT'! if;1 I 

"PURPOSE" for REQUESTING ASSISTANCE: 

~ tr! fcl;it 7flt fcrnit '1fiT ~; 

Sr No. 

Medical Reports/Prescriptions Attached 

jf;t/ ffl 
3W«lli'l/ffli!\ 'll ;;rrtl l!i1 'It ~ ~ ml7'I 

( . n, tC, /\JO ( 1 <2. - l.l I I IV n R. I A ,- Tn fL1 /.-l. 

,9 
- TK>-'.JJ:ff/1/f.,Ad .,.. fl,~,)µ 

-

' 

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES ;Lo-

ff/ -awi1 cl}~ ifi1'ef 3Rf tl'fflifT fir;m 3Rf l':ffff 'R ffil!T 1TlJJ ~? 

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

slill mr 3A 'm 1'iT 1f?l' 
A 

~ lJl ~ llffl 

I V ,f, 

I 

I 
I 

-



Dt::CLARATION by APPLICANT ;,~ 1:Rf >1)1,un '11· 

11 I l,orrb~ confirm that all details in th,s Form are True to the best of m knowled e Any false statement w,11 render my Appllcat,on & ongoing assistance, ,! any 

liable lor , eIect,on/cancellat,on Y 9 

2) I solemnly confirm that assistance ,f re d f K h k F 11 b d only for the "purpose" as stated ,n this Form. for which such assistance 

was requested by nie , ce,ve rom os , a oundahon, w, e use , 

3) I hereby confirm that I have not & will not ,n future, avail of reimbursement. ,n part or In full, from any other source/employer/insurance company. of the amount 

for which this assistance Is requested 
·' 

! ) 1' ~ <l,«11 ( f<I; ~ ~ 1l ~ lfQ .,tjt ~ ~ ~ ,6 ~ <1l'i v;ci $1 ti <{R 'ifi1{ f<l<RV1 ll,q ~ 3ITTfll '1T'll_ ;;f@J f c[J ~ lID'!ll1 ~ "'1 oil~ i1 

2 l 1\t i_:m oil m1l«ll .mi ".,;lITTcfil ~". ,:\ ffi oil ffl 't ~~om -ro7l "'1 iffe -,t ft;J'I f<l;<IJ olT'IT!l, oil~ ima;,:i _ll ''RT Tf!ll t1 .• 

1 l " ~ ~ ( f<.; f-;rn <ITTrn1 ~ 'llf m$u "'1 11{ t oQ ~ <Iii 3lim'l> 'II wrn m:m f.f;m <lA mo~fifllll 'fil'fil °!I " m @lll t 3ll1: " m 'IWfl2l l1' <'J:11
1 

AGREEMENT by APPLICANT ( ~ &TU q;m) 

1 J By aff,xing my signature or thumb ,mpressIon on this Form I (Applicant) hereby agree & authorise KoshIka Foundation and it's Trustees to 

use/publish/put-up/reproduce my name, address, photo & de;a,ls of the "purpose" for which such assistance is requested/granted, through any tit's 

medium, ,nclud,ng but not llrrnted to verbal, print, electrornc, for soliciting donations for Kosh,ka Foundation and/or d1sseminat1ng information ~bo~ ose" 

act1v1t,es/ach1evements Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the pu P 

for which assistance ,s being requested 

2) I (Applicant) further agree that any such use of my name, address. photo & details of the "purpose", for which such assistance ,s requested/grante~,
1 

w,11 not automatically entitle me for receiving or continuing the said assistance The decIsIon for granting and/or continuing the assistance will rest so e Y 

with the Trustees of KoshIka Foundation, and their decision ,s this regard will be final and acceptable to me 

I)~ 1<l!> 'It 31'R ~m 'II 3l7ra "'1 i§T'l ~.if(~) ,WR\~ "'1 ~ ~ { ll,q "~ ~ 3ll1: ~ ~ "q,) ~ ~ { f<.I; ml 'IT'l, 

'@!, m 3ll1: "1'1 ~ ~ iltf.l l1' mm t o.i .. ~ .. 11,ql'I_ ""ITTit. ~. ,n,f,ll/lll ~ ~ -!l ~ 1Jfufclfl-.i,n aw~ rt fu<t fi,;m m ~ l!lUf'l 

~ 1ralfu! ~ <6 IB1:l ~ ti 1\t iltf.l <Iii ~ 1\t ~ <6 ~ 'II i!fi; -q 'livl <6 IB1:l "~ ~" ?.I ""ITTit ~ ti 

2) i\ (~)>"<ITT!~~ {f<.I; -qu 'IT'l, '@!, ~ 3ll1: ~"111%lm'«l!<6 ~ ~ ~ i m) t«<!: ~<Iii~ -moA@T1 ~ lf!<i>.J ii 

.. ~ .. ~ ~ "'lTfum <Iii f.!u\,i 3ffiltl ms <TIU!<li!U m1 

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 

~ <6 ~ 'II a:rr@ <Iii fuTr-r 

AGREEMENT by HOSPITAL (~ i;ro q;m) 

By aff,x,ng hereunder s,gnalure of our Authorised Signatory for recommending this case/patient for f1nanc1al 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 paltent/case, 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 ,rs 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 Kosh,ka Foundation Is only fmanc,al in nature The choice of the treatment/procedure advised/conducted by the Hospital on the 

patient, ,s 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 responsIb1hty of the treatment & ,rs outcome & safety of the patient, and Koshika Foundation will have no role or responsibility 

,n the matter 

At~.~~ "'1 3ITT °d 111Il<'I/U'TT <1>1 "~ ~" ~ f<mr:! ~ ~ fuq;1fm "'1 "1TIIT i, ~ ~ (~) R"! °ll<!iR ~ 1'fRI <I~~ %1 

1) 'lij f.!;-" cn 'eWlT'I 3ll1: "m ~ -q f<mr:! ~ f.f;m 1ri: ~ m<IR 'II fi,;m ~ m ~ °"" wrrf'lTl'l<'l '1' w'l 'II <'I~ t ~ f.!;- rn "fflT<lil ~ .. 

~ futf;fui.rf<R@ ",3'lil rt <f'<l>.i -q .. ~ ~" i;ro ~ ~ 1% ti <!R "~~"mi .mqar f<Afu 3lifffl;~ tu~ -m f<.l;'lJ <ITITT t cfJ 3W«IR'I 

f<.l;m ~ in ~ ~ 111 f.f;m ~ lR!TtR ~ .mqar ott <Iii ~ ~l\li'I TI;@J ti ~ 'l,fu l1' wre ,m ;;f@J t f<.I; ~ mft,:i ~ ~ wftf'lTl'l<'l ~ f<.l;m 

it{ m<lilU ~ 'II f.f;m ~ <ll"R ~ 'Im <'1'!1f<'!lTTI 

2.. "~ ~" ~ <'IT 11{ ~ ~ f<mr:! ~ "'1 %1 WIT 'It ~ i;ro 1(\ 11{ ~ 'II f%-4 ~ ~ <Iii 'flT<I WIT 1.1.<i W@@ 

<fi aft,, <Iii ~ t 311< "~ ~" i;ro f.f;m 1l<lil< <Iii 'ifi1{ ~ 'Im ti ~ ~ l1' wrr <6 ~ wim ms ~ olr-1 "'1 ma ~ wrr ll!i ~ 

"'1 -Mr 3ll1: "~" "'1 'ifi1{ "lf<r'rit '11 ~ ~ 111Il<"l '1' 'Im -Mr1 

Date of Surgery 

31imR ilil <!ITT© 

Olf'\P--\~ 

18-08-2024 

RECOMMENDED FOR ACCEPTENCE 

~qi"~~ 

Or. CHHAVI GUPTA ~ 
Miunct Consultant. ~ 

Oculopl~iffil!&~t .~&~ifil'stamp) 

~ ·~·. -rr.!.,. 

FOR INTERNAL USE of KOSHIKA FOUNDATION 

SIGNATURE of TRUSTEE 1 

~ram, 

Director 

Oculoplasty and Ocular oncology services 

Dlre~ttattiblctmli§illlmffll&"llM~uthorised Signatory 
Regd. No. ~~'half of Hospital) 

Dr. Shrolf•~~i~~~ ~ 

SIGNATURE of TRUSTEE 2 

~~2 



I! 
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Greetinzs from Dr. ~hroffs Ch~rit: £:e H rr1pital: 

a.ll&hed e 1mate expenditure of • ,fa.,t. /..ain Ch<1lldn :.uy- Fl 
224 

<,
3

cJ2 

Estimate cost of treatment 
Dr. Shroffs Charil"/ E1e Hospital 

R<!:!f.Jnoblastoma Surgerfos 

'._a""l-c ,.'as· a, n c~~ '.Jd a / Address/ H no. 347,g;;, no 7C.e. 'X/4 3 r,;:u 
I Shahdara De hi-110%4 
I 

Phone: 

MPU 
I DEL-C-21-Dc--462') 

Age/Sex 5 1ears 'la<; 

s tl ,:, ~ T•e;r.m,;,nt llr:ms Cost per llo. of unit /.proT.. Cost 
cta'.F.: Unit 

, 
2024-12:- EU/, E/.aminatJon UOd'i:r 2000 1 2000 

(,4 /.J1<::S!t%,a) 

/I Total 2000 

', 

/ , , , 

I)r. ~;m., fJ,o 

D1rt(.t,,r 

OR SHROFF'S CHARITY EYE HOSPITAL 

'O'i. I Kedar Nath Ror.1d D,1ryag;inJ. flew D1::lh1-110002 India 

Ph - 011 43&2 4444, 4352 8888, Fax 011-43528816 

E m:111 . ~c'3h@~wh n,,t, Wt,b' 1te . www.sceh.net 

OTHER CENTRES 
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Al-W"-1 • 
AHMAH,..UR • MEERUl • LAKHIMPUR KHERI e VRINDAVAN • KAROL BAGH (DELHI) e MODI NAGAR • RANIKHET 


