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2) | salamnly confirm thal assistance; If ecelved from Koshika Foundation, will be used only for the “purpose’, ae'stalad in this Form for e,
was requesied by mo.

3} | heraby confirm that | have not & will notin fulura:avall of relmbursamant. inpart of In full, from-any alhersourcalsmployerinsumnee com

For which this assistance is requested.
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1) By affixingmy signature or thumb impression on this Form, | (Applicani) hereby agres & autharise Kashika Foundation and (s Trusless 1o

gea/publizhiput-upireproduce my name, address, pholo & details of the “purcose”, for which slich assistance is requested/granied, thratigh any
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activitiesfachievements. Such use of my pholo & delails can be made by Koshika Foundatian before or after my treatmant ar fulfilment of the “purpose’
for-which assistance is being requested.

211 {Applcant) further agrea that any such use of my name, addrass; photo'& details of the ‘purpose’, forwhich suech assistance (s requestadigranted,
will not automaticaily enfille me for receiving er conliniing the sald assistance: The decision for granting and/or confinuing the assisance wil rast solely
with the Trustees of Koshika Foundation;: and their decision is'this regerd will befinal and acceplable 10 me.

1) ¥F WO 9 S e W S W e, f () s wesfy # gfe s f o it FEaE S e e R st s f e Ao,
G R e B B e B 1 M (o e O e 0Dt e DR = 1 11 i e A B 2 230

% yiE e @ o Se ¥ 9 T W EE R P TR W A s ey e wade A ) st #

1} B (=ETE) THAE 0 W LI 90N, T, FE I A w e oawmwn w onavdl § Wien # Oy T SErEn WSRO A e W=y

*FER " o e ned %) AN st s S )

Guch asshstn 1EH

Pany, of the amaym

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
THEE E T W SR ¥ A

As,

AGREEMENT by HOSPITAL (##@im Gl i)

By affixing hersunder, signature of our Authorised Signatory for recommending 1his casa/patient for financial assistance from Keshika Foundation, we
{Hospital) hereby affirm & accept fallowing:

1} thalwe neither are presently nor will in future avail of financial assistance from another MGO or any other source, lar the same patient/case, as we &re
requesling o get from Kashika Foundaton, to tha sxient that such assistance is granted by Keshika Faundation: If the requested assisiance is not grantad
oy Koshika Fotndation, in part or in full 'then the Hospital reserves s right o make up the shartfall from another NGO or any. other saurce. This
confirmation essenlially states thal (he Hospitalwill mol avail any. duplicale assistance lorthe same patient/case from any other NGO or any olher SoUrGe:
2) The-sssistance from Koshika Foundation is only financlal in nature. The choice of the treatment/procedure advised/conducied by the Hosplial on the
palient, 1 based on the srrangament between the patient & the Hospital, 8nd 1= in no way influenced by Koshika Foundation. Hence, the Hospital will

assumesole & complale responsibility of the treatment & (s outcome & safety of the patient; and Koshika Foundation will have na role or respansibiily
in the matier
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Dear Mr Tandon

Greetings from Dr. Shroff's Charity Eye Hospital!

Please find below attached estimate expenditure of Mast Myunh- BO326/0458
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Estliimate coat of troatment
Dr, Shro! s Charity Eve Hespital
Reliinhlastoma Sergeries
Name Mast Myank | Addressi \illage babu bigna, Fost- jagal,
' i Natanda, Sihar- 801301
| Flicne:
DEL-C-23-10-2 [
MR N Ageisex 3yaars fdale
5. Mo Treatmant |{Ems Cast e No. of unit Aprox. Cost
date | Lnit
| 2026-03-13 EVACE aminatim A4 2000
ynder Anesthe
Total 20040
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Oenloplasty and Ocular Onealogy Seryices

DR. SHROFF'S CHARITY EYE HOSPITAL
5027, Kedar Nath Road Daryagan|, New Delhl-110002 India
Ph:- 011-4352 4444, 4352 BBBA, Fayx : 011-43528816
E-mall : sceh@sceh nel, Website | www.sceh net
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