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1) | herelsy confirm that all detads in this Form ane True lo the bes| of my knowledys. Any false statermiant will render my Applicatian & ongoing sssistance, if any,
|imtHe for rejEction/cancedation

2 | solemnly oonfirm thel assistance. Frecensd from Koshika Foundetion, will be used only for the "purpese”. as staled In this Form, far which such sesistence
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1} By afluing my sigrature or hemb impression on this-Form, | Applicent) berepy Ggrea & auihorise Koshiks Foundstion:end it's Truseesto
Uselpublishipul-upirepeduce my name, odorss, phalo & dutels of the purposa’, for which such aasisEnce & requasted/granted, through sy
inadivrn, neluding bul nol imited fo verbal, print, electrnic, loreslisiting doenaions for Kosniks Faundstion snd'or disseminating infermation abouf it's
aotivitise’achiavemenis, Such uzeof my photo & detailz can be mado by Keehika Foundation pefore or afier my tmeatmant or fulfilment of the “purposse”
for which assistance s being regqussted.
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AGREEMENT by HOSPITAL (FF@RT T/ HT)

By affixing hereundsr, signaiure of our Auttiorsed Signatory for recommending 1his casel/patient for finencial assistance from [oshike Foundation, we
IHaspltal) hereby affirm & accept following:
1 that we neither are présently nar will in future avall of finanolal assistance from anather NGO orany other souroe, Ior the same patient/case, A3 we are
requasting 1ogat from Kashika Foundation, to he extenl that such azsistance iz grantad by Koahika Foundstion, |1 the requested assistance is not granted
by Koshika Foundation, in part ar I full, then the Hoapital reserves (Ts dght in makie up the shorfall from snother NGO or any ather soutee, Thia
confirmation essentially states that the Hosplial will nob avail ahy duplicate assistance for the same patienticase [rom eny olher NGO or any other sourcs,
2) The azsistance from Keshika Foundation s only financial in nature, The chaice of the lrestmenl/proced ure advisediconducted by the Hospital on Ue
patient, is based on the arangament between the poatient & the Hospital, and 18 in no way influgnced by Koshika Foundatian, Henes, the Hosplial wil
assuma sole & complete responsiblity of the frastment & IU's oulcome & safely of the pafient, and Kashika Foundatlan will have no el of frespanslblity
in the mather,
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Dr. Shroff's Charity Eye Hospital

o 4},.55: Cawing for the comimunity snce THIE

Or Shroffs Gharlty Eye Hospitsl
Ealhi is How MASH Accredited
31" March Z026

Dear Mr Tandon
Greetings from Dr. Shroff's Charity Eye Hospital!

Please find below attached estimate expenditure of Mast Kushgra- E0326/0485

Estimate cost of treatment
Or. Shroff's Charity Eye Hospital
Rotinoblastoma Surgeries
Name Mast Kuzhgra Address! Fuyan madarpur, Farenda, Khen
Uitar Pradesh- 262804
Phone:
MOM-3-25-05-0278
MR N AgelSex 3 years: Male
5. No. Treatment ltems Cost par Mo, of unit Aprox. Cost
date unit
| H26-03-1] U A{Examinntisn LN 2000
under Anexthesin)
Total 2000

N4

Best Regards
[ Simu Das
Director

Oculoplasty and Ceular Oncology Services

DR. SHROFF'S CHARITY EYE HOSPITAL
5027. Kedar Nath Road Daryagan), New Delnl-110002 India
Ph- 011-4352 4444, 4352 8888, Fax : 011-43528816
E-mail : sceh@sceh.net, Website - www.sceh net
ATUED FEMTRES



