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lC~hLka APPLICATION FORM FOR ASSISTANCE (Healthcare) 

fl~ I l:l c't I ml_ ~ ~ (~ ~tfffi) 
foundation 

APPLICATION No. : Pl O? ?/4, 

' 
03q9 I ~fu~ON DATE : ~ ) ? ) () t, Bulldlng block of 111, 

~m¥f[ : 

NAME ol APPLICANT : A R H -f\M \C-r-\ f\ N 
AGE-YEARS ~ -?f!l SEX fwJ ....---

~ qil ,Ttj 9- ' I 5.- fl ---R ~ m A-le . 

FATHER'S/SPOUSE'S NAME : -/t8 D V L wt11 [ ('-n1 H7..., f) . 
ftlm~ qil ,Ttj 

PRESENT RESIDENCE ADDRESS qifltR 31Jclmtq 'tfffi i r ~ Kft1 (J .C,~,1/ e r+ P() I..,. T ~ t--fY1 f<. I< VI )CH\/ f-tJTI l,,J j-

' ~ I DD J---1 1-\{J, "rvf /\ I /t-r,1 f+-R r J , /J. .- 'J 'J- 'J I a, ') I 

I 

PERMANENT RESIDENCE ADDRESS : ~ ~ 'tfffi 
I 

~ -~ 
OCCUPATION : l ---Pt---B o u ;Q. ~ P--- {_ f¼T MS (< ) I MARRIED (~) / UNMARR~~) 
~ 

TOTAL ANNUAL INCOME : 
r ~o 000 ( {-fJP1 ~ ) 

{Attach Proof of l~come) 

~ qJfifcl; ~ ,; (~cfilm~~) 

PAN No. ~ l9lo1 ffl 
, 

ARE YOU AN INCOME TAX ASSESSEE {Tick whichever is appllcable): Yes/ No 
~ orrq ~ <ii\ ~ ! (~ ~ "ITT ~ ~ ~ cfil fun, Wlfltl m I ,ITT 

FAMILY DETAILS ~ ~ 

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

i!ilfffl ~qi°~qil~ "3"lJ (cf!l) fwl 3lT<K<fiqi"tffij W<ltf 

I , Pr-A/\ J I ,I .,,t+--11 'JA fV/H-fF l- l.\"T 0 ~J:::.. 
2... ~ th. I.?-\ f\ I f-1 f....l 7 <"J .!-+ , .!- [--::-fl I f-H I- {VJ n , vr .:; "2 

-

BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable) 

~ qi" full fcRfu 311ml: 

BPL Card EWS Certificate Ration Card Any Other 
(Attach Card Copy) (Attach Certificate Copy) (Attach Copy) Basis/Pr 

lfUoit wi qi" ~ ~ ~ ~ ~ q7f 1Pll1ll ~ ~clift m~ 
(1Pll111 ~ ~ ~ m m <fi't, (1Pll111 ~ ~ 1JrlT mm rfi11 (1Pll111 ~ ~ 1JrlT mm <fi't, 

"PURPOSE" for REQUESTING ASSISTANCE: 

~ ~ fci;1t 1T!f flfflt qil $: 

Sr. No. Medical Reports/Prescriptions Attached 

i!ilf ffl ~"ij,;im<i,11Jt~~~ 

1, I') I ti lUd9--i I <. ~ -I< f-- TI f\/frf~ Jf.f-i 7U Mfi 
~- I K,c....{_), M F--1...) I .- r nn1..1 u, Vf'> "'1 A-PY 

I 

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES ,to_. 
~ ~ qi" tci. ~ 3A ~ f<fim 3A ~ "ij ~ 1FU m? 

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

ifitlffl 3A ~ qil ,Ttj "ffi ~ ~ "U"ffl 
A fr 



DECLARATION by APPLICANT' ~ tro - '!Ml 

1) I hcroby conlinn thnt oll dotmls In this Form oro Truo to tho bost of my knowlodgo. Any !also stotomont will rond8r my AppllcaUon & ongoing asslSt.anco, If an , 

liable for rojecllon/canccllallon. • d I thl Form for whl h _,._ I 
2) I solemnly confinn that nsslstonco, ti ruC(llvod from Koshlkn Foundnllon, wlll bo used only for tho •purpose , as Slote n s ' c su..,.' ass stanCG 
,,as requostod by me 
3) I hereb>· conlinn that I havo not & will not ln luturn, avnll of reimbursement, In part or In full, from any other source/employer/Insurance company, of the amount 

for,, htch this ossIs tunco Is requested 

t) ~ ~ ~ i. fifi '(ll m-q -1' M 1fq ~ ~ ~ ~ "it ~ mq 'Q;li -m'l ti ~ <liTl fcmvt 'Q;li <F'.f1 ~ 1il'llT ;;nm t ill ,w mTlrn1 fu«f ~ ~ ~ t, 
l) ~ tro ~ -mtt1i11 'Uft1 ~~~" , ~~~mt,~~~~ 'q,'\ ~ ;t ~~ ~ .;;it~~ if 1'U ~ i1 

3) ~ ~~ (f.f;' ~-mttli11 ~ 1!i 'll'ftfll "ilft '!ff t, ~ \Im 1'il 3llffllli-qi~ ffl f'c1;tj\ 3r,:q~/iITi:fl 'lfiur,ft ~ ';i -al~ i ~-;i 1T ~ if ~I 

AGREEMENT by APPLICANT ( ~ ~ 'ifi"U{) 

1) B} affixing my signature or thumb Impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to 
use/pubhsh. put-up/reproduce my name, address, photo & details of the "purpose', for which such assistance is requested/granted, through any 
medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshlka Foundation and/or disseminating information about it's 
acttv1lles/ach1eve:ments. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfi lment of the "purpose" 

for which assistance Is being requested. 
2) I (Applicant) further agree that any such use of my name, address, photo & details of the ·purpose", for which such assistance is requested/granted, 
wi ll not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely 
with the Trustees of Koshika Foundation, and their decision Is this regard will be final and acceptable to me. 

1> ra1m~am~-qi wra<lft~~. ~ <~) ~mlffif"ilft~cli«ll{v:fi"~~am~~ " "'1 ~<fi«l! { %11U-=rrii, 

'@I , ~ am -;;n ~ ~ ~ ii ft t. ~ "~" ~ ~ . ~. ~ ¢ $ ~ ¥1 ~ am~ ct~ f.l;m ~ 'J«r{ ~ 

~ ~ q;'fl ct~~ it~ 'Im qi'[~~~ ct lire "qT ~ 1) qi'f-{ ct~ II~ ~II q -::qfffl ~ !1 

2) -q (~) ~~'ij ~{%1)-o~, 't@T, ffl am~-;;rrf.f;' ~ ct~lt 'lllftfu t ~m:~<fil~ -;igf ';fffi!TI ~~ tl 

"~"~~~qi'[~31fu'q~~m11!1 

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 

~ct~lll"~<iil m1R 

AGREEMENT by HOSPITAL (ma@ ~ qilR) 

By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika 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 patienl/case, as we are 
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. If the requested assistance is not granted 
by Koshika Foundation, in part or in fu ll , 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 patient/case from any other NGO or any other source. 
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenl/procedure 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 Koshika Foundation. Hence, the Hospital will 
assume sole & complete responsibility of the treatment & It's outcome & safety of the patient, and Koshika Foundation will have no role or responsibi lity 
in the matter 
~ ~

1 
~ qi1 am~ ~ <Ii'! II ~ ~ II ~ fcml?I ~ "tl\ fu<l;Tmi qi1 -;;nm t, rol l'if (TIJ@@) f.li:r 'llq;T{ ~ l!PI q ~ ~ !1 

1) ~%1o1 <lcfllR am-;im ~ilfcml?I ~ flfim~ ~~ ~flfim 3R ~~<!<1(1\!TftfllT'@ il~ ~ ~«t. ~ % rn "~~" 
~ ~ o<ft'I qi" ~ lJ II ~ ~ ti ~ 1W, ts % i1 ~ 

11 ffll<fiT ~II ~ ~ fcr-tfu 3!1fflqi~ "tl\ ~ -m ~ ~ t "ffi ~ 
flf;m- oR ,n ~ m ~ flfim 3R ~ 'ij ~ t:l q;J 3Titf<fiR ~ ~ i1 ~ ~ tl ~ cfim ~ i f.f;' ~ ~ ~ oqij \!Tftfqll@ tu flfim 

in~~~ flf;m 3R tll1T-I ~ ~ ~, 

2. II~ ~tt °ij 'ffi ~ ~ cfic@ fcml?I ~ qi1 i1 trft 'If{ mil@ ~ '1,1 '!ff ~ "qT m 'lfq ~ qi'[ ~ 

ct 'qlq <fiT ~ t am "ffllqil ~" ~ flfim 'llq;T{ qi] ~ ~ ~ t, ~ ~ 1)' trft ~ ~ ~ am 31A ';ifR qi1 ramrntnmt 11!1' ma@ 

qi1 m 3fu: 11ffll<fil" q;\ ~ ~ ~ ~ ~ 1lT'ffi il ~ wrr1 

Date of Surgery 

31'fmA cf,1 arira 

G\~U 

17.11 .2025 

RECOMMENDED FOR ACCEPTENCE 

cf;~ ~ 

Or.Miuoct Consultant. . 
o u\ar oncology serv~ 

icu\op\asty andd c~o ,00745 
Reg . . ita 

(Name ~.DJnr!ls~e~ifJiJ'. ~fh~f.m\p\ ft 
~ qi! ,Tll q ~ q u'ul. , . 

FOR INTERNAL USE of KOSHI KA FOUNDATION 

SIGNATURE of TRUSTEE 1 

~ram I 

Director 
1 and Ocular oncology services 

Director, Medical Education epar me 
Regd. No. 0029 1 

Dr. Sttrofl 's Charity Eye Hospital 
(Name, Designation & Stamp of Authorised Signatory 

on behalf of Hospital) 
,rq q lR ffidIB' ~ ~ 

SIGNATURE of TRUSTEE 2 

~~2 



,, ,, 

► 

•,\II 

,:t .1.,:.::: Caring for the community since 1922 ... 

/ ~>~~~/!\•;~~ ~ ~,~,:~ ,, 

or. Shroff's Charity Eye Hospital 

301h September,2025 

Dear Mr. Tandon 

Greetings from Dr. Shrofrs Charity Eye Hospital! 

Please find below attached estimate expenditure of Mast Arham khan- E/022610397 

Estimate cost of treatment 

Dr. Shrotrs Charity Eye H~spital 

Retlnoblastoma Surg_er,es 

Dr. Shroffs Charity Eye Hospital 

Deihl Is Now NABH Accredited 

Name Mast Arham khan Address/ Gram sewra, post semri khan kotiwa, 

Siddharth nagar, U.P.- 272192 

Phone: 

DEL-P-25-12-4459 

MRN 
Age/Sex 2 years 

S. No. Treatment Items Cost per No. of unit 

date 
Unit 

I 2026-02-06 Chemotherapy 2500 I 

Total 

Bes~ 

Dr. Si ma Das 

Director 

Oculoplasty and Ocular Oncology Services 

DR. SHROFF'$ 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 

2500 

2500 

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


