3rd Jupe 2019

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

Please find below attached expenditure of Vansh -

Estimated Cost
Dr. Shroff's Charity Eye Hospital

Retinoblastoma Surgeries
Supported by Koshika Foundation

H.NO. 527/07, Megha
Name Vansh Address/Phone: | Patti, Lak Shamli, Lank,
_ ) - A | Uttar Pradesh -247776
MR NO. G18/02/5386 Age/Sex 4 Years/Male
Koshika
Application No. o/ 0519, 0013
S. No. Treatment Date Items Cost per unit No. of units Ag;o:
3 — ~7/5/2019 Blood ln_vg;tggations _ 7 132 1 132
2 Chemothera 3000 1 3000
o 8/5/2019 e | a |
Examination Under
? 1
g 8/5/2019 | Anesthesia (EUA) 1000 i
4 8/5/2019 | T.T.T Laser 1 945 A 1 945
Total : I 5077
Best Regards

Dr. Sima DEf

Consultant Oculoplasty and Ocular Oncology Services

DR. SHROFF'S CHARITY EYE HOSPITAL

5027, Kedar Nath Road Daryaganj, New Delhi-110002 India
Ph:- 011-4352 4444, 4352 8888, Fax : 011-43528816
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AGREEMENT by APPLICANT (smies min wot)
1) Uy affixing rvy signaters or thumb Impeession on this Form, | (Applicant) hereby agree & autharise Koshike Foundaticn and Il's Truatees 1o
usepublistvput-upreprodiuoce my name, address, photo & details of ™o “purpose”, for which such assistance Is requestedigranied, through any
medum, induding but not imitod to verbal, print, electronic, for soliciting donations for Koghika Foundation andior disseminating information about s
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21| {Apglicant] further agree that any such use of my name, sddress. photo & detalls of the “purpose”, for which such assistance is requestodigrantod,
will not sutomaticaly entisie me for recoiving or continuing the sald assstance. The decision for granting andior coninuing the assistance will rest solesy
wih the Truatees of Koshika Foundation, and their decision is IVs rogard will Da finad snd acceplabie 10 me.
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Pfra Al (Jathuf Vipin Malck)

AGREEMENT by HOSPITAL (yrmm® o wot)
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by Koshika Foundation, in part or in fUll, then the Hospital reserves It's right 10 make Up the shortfall from ancther NGO or any cther source. This
confirmaticn essontiolly states that the Hospital will not aval any cupicaie assistance for the same patienticase from any other NGO or any other source.
2] Tha assistance #om Koshika Foundation is only financial in nature. The choice of the treatmentiprocedure advised/conductad by the Hospital on the
patient, in based on the srrangement between the patient & ie Hospitel, and Is i no way influenced by Koshika Foundation, Hence, the Hospital will

sssume sole & complele responsibdity of the troatment & d's outcome & salaty of the patient, and Koshika Foundation will have no role of responsibility
in the mater.
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