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SIGNATURE of TRUSTEE 2

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

^TT 3FJ3 3>T P[fili

Dr. SIMA U
nirnrtnr

Oc[loplasty and Oc[lar oncology services 
Director, Medical Ed[cation Department
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SIGNATURE of TRUSTEE 1

Date of S[rgery
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RECOMMENDED FOR ACCEPTENCE

Dr. CHHAVI GUPTA wl=tid) fcTO; Th^fcT

. , . Mm[nct Cons[ltant?
’c[loplasty and oc[lar Oncolomy Sarvices 'rtTh,

Regd. No. 100745 ( LW
(Name of Dr. & WWi StampT^

3>I HR 3 3 Tf^I. H.

FOR INTERNAL USE of KOSHIKA FOUNDATION 3^ 3WI

DECLARATION by APPLICANT: 3TWF gRT Wm

1) I hereby confirm that all details in this Form are Tr[e to the best of my knowledge. Any false statement will render my Application & ongoing assistance, if any, 
liable for remection/cancellation.

2) I solemnly confirm that assistance, if received from Koshika Fo[ndation, will be [sed only for the “p[rpose", as stated in this Form, for which s[ch assistance 
was req[ested by me.

3) I hereby confirm that I have not & will not in f[t[re, avail of reimb[rsement, in part or in f[ll, from any other so[rce/employer/ins[rance company, of the amo[nt 
for which this assistance is req[ested.

1) Wn i| nq nMt fern 4ft ncq irg wi ti fe fem swi •« wi t 4ft wnai fe? ^t Tfet t? 1

2) 4f gra '4t wwii rfvr M»i<i^<n", 4 ?ft i?t i, ■fetn fe nfe ^t Tmfif fa4 fen fem, mt 4 *rn mm ti

3) 4 wn f[fa ffe wmti tg mg mfe mt 4, fei mi srfffe mt rmm fen feft am fe/fefe/fei mfet 4 m 4t fen I afk m gt mffe 4 ^1

AGREEMENT by APPLICANT (yfem gRl mRR)

1) By affiiing my signat[re or th[mb impression on this Form, I (Applicant) hereby agree & a[thorise Koshika Fo[ndation and it’s Tr[stees to 
[se/p[blish/p[t-[p/reprod[ce my name, address, photo & details of the “p[rpose", for which s[ch assistance is req[ested/granted, thro[gh any 

medi[m, incl[ding b[t not limited to verbal, print, electronic, for soliciting donations for Koshika Fo[ndation and/or disseminating information abo[t it's 

activities/achievements. S[ch [se of my photo & details can be made by Koshika Fo[ndation before or after my treatment or f[lfilment of the “p[rpose" 
for which assistance is being req[ested.

2) I (Applicant) f[rther agree that any s[ch [se of my name, address, photo & details of the “p[rpose", for which s[ch assistance is req[ested/granted, 

will not a[tomatically entitle me for receiving or contin[ing the said assistance. The decision for granting and/or contin[ing the assistance will rest solely 

with the Tr[stees of Koshika Fo[ndation, and their decision is this regard will be final and acceptable to me.

1) gn mm\ @ 7  sfe \ w ee^@  mt fera fe 4 (afemm) din’ll mgfe mt gfe *<011? “mtfeKt mrafeH 44 ^mRfet " mt rnim t? fm 4n Him,
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4 [dilfd mrr m Riv, ^1 4t mt 4f gcttm 41 nfe m mg 4 '♦><’1 m Riy, "rnifrimT mTHfen" m 'RRft 4i

2) 4 (arfem) gn mn 4 fm 4[ ? 7 @ , mn, mVl fe ffern 4t fm ■Rgimn m 4 wife "ggt 5 P : RgRim mt e't’gK fe mnmi gn 4 

“mtfemi" afe fe44l mt [fen affe fe m^mid gtmi

AGREEMENT by HOSPITAL (gPRlTel gRI mfe

By affiiing here[nder, signat[re of o[r A[thorised Signatory for recommending this case/patient for financial assistance from Koshika Fo[ndation, we 
(Hospital) hereby affirm & accept following:
1) that we neither are presently nor will in f[t[re avail of financial assistance from another NGO or any other so[rce, for the same patient/case, as we are 
req[esting to get from Koshika Fo[ndation, to the eitent that s[ch assistance is granted by Koshika Fo[ndation. If the req[ested assistance is not granted 
by Koshika Fo[ndation, in part or in f[ll, then the Hospital reserves it's right to make [p the shortfall from another NGO or any other so[rce. This 
confirmation essentially states that the Hospital will not avail any d[plicate assistance for the same patient/case from any other NGO or any other so[rce.
2) The assistance from Koshika Fo[ndation is only financial in nat[re. The choice of the treatment/proced[re advised/cond[cted by the Hospital on the 
patient, is based on the arrangement between the patient & the Hospital, and is in no way infl[enced by Koshika Fo[ndation. Hence, the Hospital will 

ass[me sole & complete responsibility of the treatment & it’s o[tcome & safety of the patient, and Koshika Fo[ndation will have no role or responsibility 
in the matter.
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Caring for the community since 1922...

Dear Mr. Tandon

Greetings from Dr. Shroffs Charity Eye Hospital!

Please find below attached estimate expenditure of Mast. Abhi Kumar- E/0125/0325

Mast. Abhi Kumar

Phone:

DEL-G-24-01-4579
Male1 year

ItemsTreatment date

200012000EUA2025-01-231

2000
Total

Best Regards

Dr. Sima is

Director

Oculoplasty and Ocular Oncology Services

Dr. Shroff’s Charity Eye Hospital

Nam 
e

MR 

N

Estimate cost of treatment 
Dr. Shroffs Charity Eye Hospital 

Retinoblastoma Surgeries

Cost per 
Unit

Age/Se 

x

Addres 

s/

No. of 
unit

Dr. Shroff's Charity Eye Hospital 
Delhi is Now NABH Accredited

Aprox 
. CostS.

No.

Sirsi, Gaharwar, 
Mirzapur, Uttar 
Pradesh-231001

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

ALWAR • SAHARANPUR • MEERUT • LAKHIMPUR KHERI • VRINDAVAN • KAROL BAGH (DELHI) • MODI NAGAR • RANIKHET
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