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DECLARATION by APPLICANT, s g1 sfreen v,

1) | horeby confirm that all detalls 4 this Form are True to the best of my Knowledge. Any faise statement will randar my Application & ongoing assistance, 3t
finbila for rejection/eanceliation. f

2} | solomnly confirm Ihat assistance, Il recalved from Kashika Foundation, will be used only for the “purpase’, #s stated (n this Form. for which such assistar .,
‘waz requnsied by me.

3} | hereby canfirm thal | have not & will nat in future, avall of reimbursemant, (n part or in full, fram any otner sourcelemployarinsurance company, of the ame,
for which this assistance | requestad. ; : ; !
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B AGREEMENT by APPLICANT ( smies & W1%)
1) By affixing my signalure o thumb impression on this Form, | (Appiicant) heraty agree & authorise Koshika Foundation Al ailiustngs o
usefpublishipub-upirépraduce my name, address, pholo & delails oftha “purpase’, for which sueh assisi@ance & requesied/granted, (hrough any

medium, including bul not limiled 1o verbal, print, elecironic. far saliciting donalicns for Koshike Folundalion and/on disseminating information about it's

activitiesiachievemenls. Such use af my photo & detalis can be made by Kashika Foundation befora or after my ireatiment or fulfiiment of the “purpose®
for which assistance is baing requested.

2) | (Appticant) further agree thal any such use of my name, address, pholo & details of the *purpese’, lof which such assistance s requestedigranted,

wall not automatically unmlu_mu far rs:r;elirlﬂg.or-mnflnulng the said assistance: The decision for granting and/or continulng the assisiance will res| solaly
with the Trustees of Koshika Foundation, and their decision is Ihis regard will be final and acceptable 1o me.
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AGREEMENT by HOSPITAL (¥FmmE B0 F11)
By affixing hereunder, signature of our Autharised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
{Hospital) hereby alfirm & accepl following,

1) thal we naliher are presently nor will in'fulure avail of financial assistance from anciher NGO oo any other sodrce, (of the same pallent/case; as we aro
requesting 1o get from Koshika Foundation, to the sxlent that such assistance is granted by, Koshika Foundation, |fihe requested assistance is nol granted
by Koshika Foundation, in part or in full, then the Hospital resarves it's nghi to make up ine shortfall from ancther NGO or any other source This
confirnation essentiaily states ihat the Hospitalwill nol avail any duplicale assistance forihe same patienbicase fiom any other NGO or any other source
21 The assistance from Koshika Foundation (s only financial in nature: The choice of the ireatmantprocedure advisediconducied by the Haspital on the
patient. |s based on the arrangement belween the patien] & the Hospital, and s in naway influenced by Kashika Foundatlon Hence. the Hospital will
assume sole & domplete responsibilty of the treatment & |15 sutcome & satety of the patient, and Keshike Foundation will have nio role or respon sibilily
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Dear Mr. Tandon
Greetings from Dr. Shroffs Charity Eye Hospital!

Plesse find below attached estimate expenditure of Mast Veenu singh- E/0326/0474

Estimate cost of treatment
Dr. Shroff's Charity Eye Hospital
Rotinoblastoma Surgeries

—
Name Mast Veenu singh Address/ Famvansh nagar, Fost laya,
Masthikhera U P - 202804
Phone: J
MOM-G-25-11-4368
MR N AgelSex 3 yeats Mala
5 No. Treatment [{ems Cost par Mo, af unit Aprox. Cost
date Limit
| 2026-03-21 ELVA{Examinution 2000 | 2000

gndes Ancsthesia)

2 326-03-23 Chemotherapy 25000 2510

Tatal 4500

]

Best Iifgnrdrﬁﬂ'
Dir. Sima [as
Director

Oculoplasty and Ocular Cocology Services

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