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1) | horoby condirm that a8 detads is s Form are Truo 10 the best of my knowledge. Ay taise staseenant will tender my Application & ,
lable for rejecsonycanceliation

2) | solemnly confirm that assistance, If recefved from Koshika Foundation, will be ised ondy for the “purpose”, as stated in this Form, for w,

was roguested by me

3) 1 horoby confiemn that | have not & will not in future, avad of resmbursament, in part or in ull, from any othar sourca'amployiINSUrANCEe Compan,

for which this assistance s reguestod
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AGREEMENT by APPLICANT (smics o wut)

1) By affiing my signasure or thumb impression on this Form, | (Apphcant) horeby agree & authorise Koshika Foundstion and iU's Trustees to
use/publaiput-upreproduce my name, adaress, photo & dotalls of the “purpese”, for whach such assistance 5 reguesiedigranted, through any
medum, including but not kmaed to verbal, prnt, electronic, for soliciting donations for Koshika Foundation and/or disseminating informaton about it's
activibes/achievements. Such use of my pholo & detals can be made by Koshika Foundetion beforo or after my troatment or fulfiiment of the “purpose”
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AGREEMENT by HOSPITAL (rsumm g wut)
By afudng horeunder, signature of our Authorised Signatory for recommanding this casa/patient for fnancial assistance from Kostika Foundation, we
Hospitsl) hereby affirm & accept following:
1) It we neither are presently nor will in fuluee avall of financial assistance from another NGO or any other source, for the same pabienticase, as wo e
| requestng 1o get from Koshika Foundation, (0 the extent that such assistance is granied by Koshika Foundaton. if the requested assistance s nol granted
| by Moshica Foundation, in part of in full, then the Hospital reserves iUs right 1o make up the shortfall from ancther NGO of any other source, This
confirmation essentially states that the Hospitsl will not avail any duplicale assistance for the same patient/case from any other NGO or any cther source
21 The assistance from Koshika Foundation is only financial in nature, The choice of the treatmaent/procedure advised/conducted by the Hospital on the
patent, i3 based on the arrangemont between tha patient & the Hospital, and is i no wary influenced by Koshika Foundation. Honce, the Hospital wil

assume sole & compleda responsibility of the treatment & 's ovicome & safety of the pationt, and Koshika Foundation will have no role or responsdiity
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Greetings from Dr.Shroff’s Charity Eve Hospital!
PDear Mo Fandaon
Please find below attached expenditure of Chandni:-
| Estimated Cost
Dr. Shroff's Charity Eye Hospital
Retinoblastoma Surgeries
i Supported by Koshika Foundation
R ) | Village Chera Khera, Khagaria, Bihar
NOIThl Chandni Address/Phone 848203
MR NO . G18/07/0897 Age/Sex 3 Years/Female
‘ = = =
 Koshika /0219/0115
Appacal pl
S. No. [ Trc:;:r;cnt Items Cost per unit No.of units = Aprox. Cost
' - l - %
‘ 1 12/2/2019 Blood Investigations 132 1 132 i
] G . 1 3000
' 13/2/2019 Chemotherapy | 3000 ‘
) i -ammatfan Under 1000 1 1000
l 13/272019 Anesthesia (t L_)M
'l - . | t
! 13/2/2019 11T Laser ,, |‘ 945 1 | 944
‘ Total | 5077
sl Hegords
e Stina Das
‘
Consultant Ocoloplasty and Ocular Oncology Services
DR. SHROFF'S CHARITY EYE HOSPITAL
5027, Kedar Nath Road, Darya Ganj, New Dethi-110 002. India
Tel ' 011-43524444, 43528888 Fax 011-43528816
E-mail sceh@sceh net  Website - www.sceh net
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