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SIGNATURE of TRUSTEE 2
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DECLARATION by APPLICANT: gRI WTI RT:

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.

!) 'A mH0!! +<di i? far fa4 ’fa Ttfa fad<[i Rrt TtRt Ttfa 1? i afa faarn Ra a>aa stye*! mU e ^lai i? fa fart agiam PR+a fat an ti

2) s k 8 fa *<@8<k 88 fafa “afafaan ", fa fa an Tfa <$^^1 Bnabi Bfa aft faH fa fata ffaai anfan, fa : 6  W8^W fa ‘‘TY  nai i?i
3) fa a>=i t? ffa fara aeiaai fag a? yifani aft fa fa, : 6  affa an faffaa? at ^ci ffaam ffafa ara faa/Ptafaai/afai fa a fa ffaai fa fafa a fat fa <^111

AGREEMENT by APPLICANT (safaaa? gRI aRR)

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.

I ) SR 773 73 3T7H gTgl^R 71 3RT3 fa[ ViM RR1T7R, fa (3fafa7I) 3T7fa <46Rfd fat jjfte *<71 if 73 " l«t>l fafa -Tlfatfa " fat *<71 K ffa fad HIM, 
Rdl, fatfa faR fa WR7! 5R 773 fa faffal fa, 'Bfa “fatffaTTl" 73H. ^Jt. 71771/71 ^R 3gfa?7 fa Tjfat 'ifafaffaTf 33R TTfafafa' fa ffafa ffafat fat 7RR RT«77 
fa TRlffal 7R7 fa ffal fal fat 777 Til fqq<.Vi Rt ScHM fa Rgfa 71 717 fa TRfa fa PHO, "fatffaTH 'MdfafaH" 7 -7ifal fafadjd fal
2) fa (377771) ^7 717 fa RFRI ffa fan RTR, TcH, fatfa Slfa 17777 fa ffa RWH fa Tgfavfa fa Tlffal fa 777: WRTI 77 KTIgR Hgt 7HT7II ^3 3777 fa
“Tfafam" 77H1^3J7e -Miffa^l 77 ffa^ fadR 3fa< TlWidiltl ^'111

Dr. SIMAJ1A5______________________

RECOMMENDED FOR ACCEPTENCE ?!!.« nncoloQY services
TBn^fat fa- fcfK OcVloplaBty and 0cV ^nn pa(lrnen|

---------------^6CIU,’MSC"
Dr. Shroffs Charity Eye Hospita

(Name, Designation & Stamp of A[thorised Signatory 
on behalf of Hospital) 

fafa fa SfMdld srffaTii arffafaffa

------- Dr. CIIHAVI GUPTA---------- . X
Adm[nct Cons[ltant, f 0X1 

Jc[loplasty end Oc[lar Oncology ServiceW^ •
Regd. No.100745

Dr. StlNdfttdWHy with Stamp)
fal fafa fa fa tffa. H.

FOR INTERNAL USE of KOSHIKA FOUNDATION Wl

AGREEMENT by HOSPITAL (^TITRI gRI 7RR)__________________________________

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.

Y TR faTTRI, KRn^RI Tfa 3TR fa Rnfa/fafa fa "farVITTI fa ffaffal W77I fag ffa=fal fa Tlfa fa, ffafa KR (Bt-Ha=i) ffaR 7773 fa RF7 7 fafaR 7R7 fal
1) 7? fTI 7 fat TfaRH 33(3 R fat RffaR fa ffaffa WRT71 ffafat ffa 3R77fa 3T37H 71 ffafat 3F7 37fa fa 377 fafat/RTRH fa fat 71 fa xfa fa, fafa ffa ?RR "tilfijl*!
fa ffaRfafa/ffalffa 377 fa 3777 fa "fatftlTR R73^H" gRI 777 fag ffa fal Tffa “TRffaTR gRI ttCNRI ffalffa 3iiT3l*/«*cl fag 7^3 Rfat ffaTT 7171 fa fa 33377171
ffafa 33^( fa3 3R773t 33371 71 ffafat 33^7 3373177 fa 'WI77I fafa 77 33ffa773 73fS37 33771 fal ?7 gffa fa 7R3 RIT7I fa ffa 333R7R7 fgfaR 777 377 fafa/RTRfa fag ffafat
fa 3337731 33371 71 ffafat 3R7 3777 fa Tfat fanfatfatl
2. “7fa1fa77 fa fat fa 771771 faTTI ffaffal RTfal Tit fal fafat 73 737TIH gRI fa fa 3IW 71 ffafa fa 3R7RA
fa fafa 77 1fa7 fa 33R “falH’l'bl R73fa?I7” gRI ffafa 7773 77 Tfa 7717 Rfa fal ?3lffa 63*1 clld fa fafa fa ?37F7 
fat fafat faU “77ffa77” fat cfa 71 ffafaTRT ?33 RTRfa fa Tfa fail I

77 g'liq fafat g7 63H7M
3317 RIT7 fat 3jfa ffafafTlfa fafat 77 iJWdUH
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Dear Mr. Tandon

Greetings from Dr. Shroffs Charity Eye Hospital!

Please find below attached estimate expenditure of Zain- E/0125/0337

Zain

Phone:

DEL-G-24-11-5160
Male6 months

ItemsTreatment date

2000020000 1Genetic test2025-01-181

Total

Best Regards

Dr. Sima Das

Director

Oculoplasty and Ocular Oncology Services

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

Dr. Shroff’s Charity Eye Hospital

Nam 

e

MR
N

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

Estimate cost of treatment 
Dr. Shroffs Charity Eye Hospital 

Retinoblastoma Surgeries

Cost per 
Unit

Age/Se 

x

Addres 

si

No. of 
unit

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

Aprox 
. Cost

Gram Nangla, 
Amroha,Uttar Pradesh- 

244221

s.
No.
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— • c“ ■■ Caring for the community since 1922...
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