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Dr. SIMAmS 

_Director_________________________ 
Oculoplasty and Ocular oncology services
Director, Medical Education DepartXent 

Regd. No.00291 
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DECLARATION by APPLICANT: gHI WTI ‘'HT:

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.
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AGREEMENT by APPLICANT gm 5RR)

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[biish/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.
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Dr. CHHAVI GUPTA
Adjunct Consultant,  h 

Oculoplasty <Xd Ocular Oncology Services
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AGREEMENT by HOSPITAL (TOW1 gRT 5RR)

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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Dear Mr. Tandon

Greetings from Dr. Shroffs Charity Eye Hospital!

Please find below attached estimate expenditure of Mast. Shivanshu Rajak- E/0125/0E>34

Mast. Shivanshu Rajak

Phone:

DEL-G-23-01-3062
Male2 years

ItemsTreatment date

2000
12000EUA2025-01-161

2000
Total

Director

Oculoplasty and Ocular Oncology Services

Dr. Shroff’s Charity Eye Hospital

NEALTM’

Nam 

e

MR 

N

S. 
No.

Estimate cost of treatment 

Dr. Shroffs Charity Eye Hospital 

Retinoblastoma Surgeries
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Addres 
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Age/Se 

x

No. of 
unit

Dr. Shroffs Charity Eye Hospital 
Delhi is Now NABH Accredited

Aprox 
. Cost

Tehsil Manjali, Gram 

Madai, Jabalpur, 

Madhya Pradesh- 

482001

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 EACH (DELHI) • MODI NAGAR • RANIKHET

Best Rcgard^p/'^^

Dr. Sima Das
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—Caring for the community since 1922...
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